The  New  York 
Academy  of  Medicine 


By  Exchange 


i 


it 


■a. 


\ 


9 •• 


r 


<1 


r . 


9 


» 

• f • 


i 


" t • 


T ' 


• 9 


N 


fc 


f 


j» 


f .’ 


■ i 


Digitized  by  the  Internet  Archive 
in  2016 


https://archive.org/details/nebraskamedicalj65unse 


BALCONY 


Th^  Nj^braska 
Medical 
Journal 


January,  1980 
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52k  all  *ts  ow»' 


- . V Valium  (diazepam/Roche) 

is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 
A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Valiuirf® 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states:  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome:  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  is,  more  than  4 months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 

Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice,  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic  states,  2 to  10  mg  b i d to  q i.d., 
alcoholism,  10  mg  1 1 d.  or  q i d in  first  24  hours,  then  5 mg  t i.d.  or 
q,i  d as  needed,  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t I d or  q i d ; adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d to  q I d Geriatric  or  debilitated  patients  2 to  2’/2  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated  (See  Pre- 
cautions.) Children  1 to  2'/2  mg  1 1 d.  or  q i d initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium*  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg — 
bottles  of  100  and  500,  Tel-E-Dose*  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10,  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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Opportunities  For 
Primary  Care  Physicians 


Seven  Midwestern  rural  communities  are  looking  (or 
primary  care  physicians  and  general  surgeons.  All  areas  Oder 
modern  hospital  and  clinic  facilities,  with  local  physician(s)  to 
offer  support  and  coverage 

Liberal  incentive  offers  are  available  lor  relocation  and 
practice  set-up  Vacation  and  conference  time  are  also 
included  in  the  benefits  of  several  siles. 

II  interested  in  more  detailed  information,  please  write 
Physician.  PO  Box  3909,  Omaha.  Nebraska  68103 


ADVICE  TO  Al'THORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  |8'<4  x 11  in.  (22  x 28  cm)|  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author's  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  comer,  with  the  author's  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author's  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manu.script  (originall  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  corner  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  el.sewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 


The  AMA  library  is  available  to  all  member 
physicians  at  no  charge  for  general,  medical, 
and  socio-economic  research;  historical  data; 
international  health  information  and  other 
items.  The  library  in  the  Chicago  headquarters 
building  may  be  contacted  in  person,  by 
phone,  or  by  mail. 


Reference  citations  should  conform  to  Index  Medicus:  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Letters-to-the  Editor  should  be  double-spaced,  and  accompanied  by 
the  notations:  (a)  for  publication,  and  (b)  no  galley  proof  needed. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everything. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing 
Co..  Inc..  P.O.  Box  278,  Norfolk,  Nebraska  68701. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Carlyle  E. 
Wilson,  Jr.,  Omaha.  Counties:  Doug- 
las, Sarpy. 

Second  District:  Councilor:  Louis  J. 

Gogela,  Lincoln.  Counties:  Cass,  Lan- 
caster. Otoe. 

Third  District:  Councilor:  Myron  E. 

Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha.  Pawnee.  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson.  Verdigre.  Counties:  Antelope, 
Cedar,  Cuming.  Dakota,  Dixon,  Knox. 
Madison,  Pierce,  Stanton.  Thurston. 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 

Miller.  Columbus.  Counties:  Boone. 

Burt.  Colfax.  Dodge.  Merrick.  Nance. 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch.  Seward.  Counties:  Butler, 

Hamilton,  Polk.  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 
Zimmer.  Friend  Counties:  Clay.  Fill- 
more. Jefferson.  Nuckolls,  Saline. 
Thayer. 

Kighih  District:  Councilor.  Thoma.s  II, 
Wjilhice  (if)rdnn.  Counties:  Boyd. 

Bro\^n,  Cherry.  Doll.  Keyupahu  Rwk. 
Sheriflan. 

Ninth  District:  Councilor:  Joel  T John- 
son, Kearney  Counties;  Blaine,  Buf- 
falo. Custer,  Dawson.  Garfield.  Grant. 
Cireeley,  Hall.  Hooker.  Howard.  Ix)Up. 
Sherman.  Thomas.  Valley.  Wheeler. 
Tenth  District:  C'ouncilor  Fred  J.  Rutt, 
Hastings  Counties:  Adams.  C'hase, 

Dundy.  Franklin.  Frontier.  Furnas. 
(k)sper.  Harlan.  Hayes,  Hitchcock. 
Kearney.  Phelps.  Red  Willow.  Web- 
ster 

Eleventh  District:  Councilor:  Berl  W 
.Spencer.  Ogallala.  C'ounties  Arthur. 
Deuel.  GarJen.  Keith.  Lincoln,  Ix)gan, 
McPherson.  Perkins. 

Twelfth  District:  Councilor:  C'alvin  M 
Oba.  Scottsbluff  Counties:  Banner. 

Box  Butte.  Cheyenne.  Dawes,  Kimball. 
Morrill.  .Scotts  Bluff.  Sioux 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT  SECRETARY  TREASURER 


Adams 

•Antelope-Pierce 
Boone 
Box  Butte 
Buffalo 
Butler 
Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

•Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 
Jefferson 
•Knox 
Lancaster 
Lincoln 
•Madi.son 

Metropolitan  Omaha 
Northwest  Nebraska 
Otoe 

Perkins-Chase 

Plalu  -l>oup  Valley 

.Saline 

.Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central  Nebraska 
Southeast  Nebraska 
Southwest  Nebraska 
Washington- Burt 
York 

•(Northeast 


Lawrence  A.  McKirmis,  Hastings 
R.  E.  Kopp.  Plainview 
Gary  Smith.  Newman  Grove 
John  H.  Floyd,  Alliance 
Philip  A.  Gasseling,  Kearney 
Lawrence  Rudolph,  David  City 
R.  J.  Dietz,  Plattsmouth 
A.  H.  Shamberg,  Kimball 
L.  J.  Chadek.  West  Point 
Loren  H.  Jacobsen.  Broken  Bow 

James  E.  Bridges.  Fremont 
Henry  J Billerbeck,  Randolph 

Patrick  C.  Gillespie.  Beatrice 
Gordon  D.  Bainbridge.  Gr  Island 
Gary  D.  Penner.  Aurora 


Douglas  M.  Laflan,  Creighton 
D.  W.  Ebers,  Lincoln 
Leland  F.  Lamberty,  North  Platte 
Harold  Dahlheim.  Norfolk 
Edward  M.  Malashock,  Omaha 
Robert  Rasmussen.  Chadron. 
Dean  R Thomson.  Syracuse 
Brvce  G.  Shopp.  Imperial 
Warren  R Miller.  Columbus 
Angelito  C Dela  Cruz.  Friend 
J Paul  Glabasnia.  Papillion 
John  E Hansen,  Jr  . W'ah<K) 
Donald  M Gentry.  Gering 
K.  Paul  Hoff,  Seward 
Richard  E Penry.  Hebron 
H C Stewart.  Pawnee  City 
P L.  Wiebe.  McCook 
Kenneth  C.  liaghy.  Blair 
James  D.  Bell.  York 


George  J.  Lytton,  Hastings 

D.  F.  Johnson.  Jr..  Osmond 
Charles  Sweet.  Albion 
Bruce  D Forney.  Alliance 
William  W Lyons,  Kearney 
Gerald  WF  Luckey.  David  City 
Glen  D.  Knosp,  Elmwood 

E.  L.  Sucha.  West  Point 

N.  Leon  Books,  Broken  Bow 
Larry  F Wilson.  Gothenburg 
William  B.  Eaton.  Fremont 
Robert  B.  Benthack,  Wayne 

Klemens  E.  Gustafson,  Beatrice 
Sheridan  T Anderson.  Gr.  Island 
Richard  O.  Forsman.  Aurora 


Delwyn  J Nagengast.  Bloomfield 
W.  E.  Lundak,  Lincoln 
Mark  B.  Sorensen.  North  Platte 
G.  Tom  Surber.  Norfolk 
John  F.  Fitzgibbons,  Omaha 
Robert  Hanlon.  Chndron 
Paul  R Madison.  Nebraska  City 
Paul  F Bottom,  Grant 
Ronald  W Klutman.  Columbus 
Angelito  C Dela  Cruz.  Friend 
Michael  J Moran.  Papillion 
Robert  E Morris.  Ralston 
Robert  C Calkins,  Scottsbluff 
Roger  A Jacobs.  Seward 
Charles  F Ashby,  (ieneva 
R L Burgharl,  Falls  City 
Elizabeth  D Edwards.  McCook 
Clifford  M Hadley.  Lyons 
Ben  N.  Greenberg.  York 
(kirdon  Adams,  Norfolk) 
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CLARKSON  HOSPITAL  DOCTORS  BUILDING 
December  Progress  Report 

As  you  can  see  above,  the  structural  framework  for  the  Doctors  Building  is  nearing 
completion.  By  the  end  of  December  when  winter  sets  in,  we  want  to  be  well  along  on 
installing  mechanical,  electrical  and  plumbing  systems  and  constructing  interior 
partitions  throughout  the  new  complex. 

Our  goal  for  occupancy  in  1980  is  70%  and  wheels  are  already  in  motion  to  prepare 
for  that  eventuality.  Keep  in  mind  that  we  generally  need  six  months  minimum  lead  time 
to  make  the  necessary  preparations  for  a new  medical  office. 

Our  staff  and  building  team  is  ready  to  assist  you  in  planning  your  new  office.  Don’t 
hesitate  to  call  me  if  you  would  like  some  information  on  lease  terms,  improvement 
allowances  and  space  planning. 

For  more  information,  just  write  or  call: 

R.  Daniel  Brown,  Director  of  Property  Management 
Doctors  Building,  4239  Farnam  St,  Room  28 
Omaha,  Nebraska  68131  (402)  348-3116 


WHERE  WOULD  YOU  LIKE  TO  PRACTICE  MEDICINE? 


THE  AIR  FORCE  WILL  ASSIGN  YOU  THERE. 


Germany  or  Little  Rock  — Alaska  or  Tucson, 
Arizona  — whatever  your  geographical  prefer- 
ence, we’ll  work  to  place  you  there.  And  you’ll 
know  the  assignment  before  you  are  committed. 

This  is  just  one  of  the  many  advantages  for 
physicians  in  Air  Force  medicine.  We  also  pro- 
vide excellent  salaries,  30  days  of  paid  vacation 
each  year;  and  for  qualified  physicians,  an  op- 
portunity to  train  in  a specialty  area.  Most  im- 
portantly, we  provide  an  environment  in  which 
you  can  practice  medicine.  And  the  support  to 
eliminate  your  involvement  in  paperwork. 

We  would  like  to  tell  you  more  about  Air 
Force  rriedicine. 


Capt.  Robert  Brown 

116  South  42nd  Street,  Omaha,  NE,  (402)  221-4319 


A great  way  of  life. 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 

====^ 


Preoperative  Haemoglobin  as  Predictor 
of  Outcome  of  Diabetic  Amputations  — 
M.  J.  Bailey  et  al  (Royal  Sussex  County 
Hosp,  Brighton,  England)  Lancet  2:168- 
170  (July  28)  1979. 

Simple  factors  that  may  serve  as  predictors 
of  the  success  or  failure  of  amputations  in  the 
feet  were  examined  in  59  consecutive  dia- 
betics. Age,  sex,  method  of  diabetic  control, 
smoking,  presence  of  neuropathy  or  peripheral 
pulses,  preoperative  blood  urea  level,  and 
temperature  did  not  correlate  with  success  of 
amputations.  The  average  preoperative  WBC 
count  and  blood  glucose  value  were  higher  in 
the  failure  group,  but  there  was  considerable 
overlap  between  the  groups.  By  contrast,  the 
preoperative  hemoglobin  level  was  significant- 
ly lower  in  patients  whose  amputations  healed 
than  in  those  with  failure  of  healing,  both  at  the 
digital  and  metatarsal  or  transmetatarsal 
levels;  also,  there  was  very  little  overlap  in 
hemoglobin  levels  between  the  success  and 
failure  groups.  All  18  amputations  done  in 
patients  with  a preoperative  hemoglobin 
<12.0  g/dL  were  successful,  while  all  30 
amputations  in  those  with  a preoperative  level 
>13.0  g/dL  failed. 


Fever  Patterns  — D.  M.  Musher  et  al 

(Veterans  Administration  Hosp,  Houston, 

TX  77211)  Arch  Intern  Med  139:1225- 

1228  (Nov)  1979. 

Fever  patterns  were  studied  prospectively  in 
200  consecutive  patients  referred  for  in- 
fectious disease  consultation  and  retrospec- 
tively in  204  patients  with  selected  infectious 
or  noninfectious  diseases.  Most  patients  had 
remittent  or  intermittent  fever,  which,  when 
due  to  infection,  usually  followed  diurnal 
variation.  Hectic  fever  occurred  less  commonly 
but  was  observed  in  patients  with  all  cate- 
gories of  infectious  or  noninfectious  diseases. 
Although  hectic  fevers  were  seen  more  fre- 
quently in  patients  who  had  documented 
bacteremia,  there  were  many  nonbacteremic 
subjects  who  had  this  pattern  and  others 
without  this  pattern  who  had  bacteremia. 
Sustained  fever  nearly  always  occurred  in 
patients  with  Gram-negative  pneumonia  or 
CNS  damage,  although  some  patients  with 
these  diseases  had  other  patterns  as  well.  With 
the  possible  exception  of  sustained  fever  in 
Gram-negative  pneumonia  or  CNS  damage, 
the  fever  pattern  is  not  likely  to  be  helpful 
diagnostically. 
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For  hemorrhoids 
and  other 

anorectal  conditions 


External  hemorrhoids 


Internal 

hemorrhoids 


Pruritus  ani 


Proctitis 


Anal  fissures 


Easy  to  handle,  Easy  to  apply, 

easy  to  insert,  nonstaining— 

oomfortably  shaped—  Rx  only 


Prescribe 

Anusol-HC 

Suppositori  es /Crea  m 

for  symptomatic  relief 

• Effectively  reduces  inflammation  and  edema 

• Rapidly  relieves  pain  and  itching 


only 


ANUSOL-HC'  SUPPOSITORIES 

Hemorrhoidal  Suppositories 

ANUSOL-HC*  CREAM 

Rectal  Creom  with  Hydrocortisone  Acetate 

CAUTION.  Federal  low  prohibits  dispensing  without 

prescription. 

Description:  Eoch  Anusol-HC  Suppository  contains 
hydrocortisone  ocetote.  10  0 mg,  bismuth  subgallote, 

2 25%  bismuth  resorcin  compound,  1 75%,  benzyl 
benzoote,  1 2%,  Peruvian  balsam,  1 8%.  zinc  oxide, 

1 1 0%,  also  contains  thetollowing  inactive  ingredients 
bismuth  subiodide,  calcium  phosphate,  and  certified 
coloring  in  o hydrogenated  vegetable  oil  base 
Each  gram  of  Anusol-HC  Cream  contains 
hydrocortisone  ocetote,  5 0 mg,  bismuth  subgallote, 

22  5 mg,  bismuth  resorcin  compound,  17  5 mg,  benzyl 
benzoate,  12  0 mg,  Peruvion  balsam,  18  0 mg.  zinc 
oxide,  1 10  0 mg,  also  contains  the  following  inactive 
ingredients  propylene  glycol,  bismuth  subiodide, 
propylporoben,  methylparoben,  polysorbote  60  and 
sorbitan  monosteorate  in  a woter-miscible  base  of 
minerol  oil,  glyceryl  stearate  and  woter 
Indications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  ore  adjunctive  theropy  for  the  symptomatic  relief  of 
pom  and  discomfort  in  extemol  ond  internal 
hemorrhoids,  proctitis,  papillitis,  cryptitis,  anol  fissures, 
incomplete  fistulas  and  relief  of  local  pom  and  discomfort 
following  onorectol  surgery 


Anusol-HC  Creom  is  also  indicated  for  pruritus  am 
Anusol-HC  IS  especially  indicated  when  inllommotion 
IS  present  After  acute  symptoms  subside,  most  patients 
can  be  maintained  on  regular  Anusol’  Suppositories  or 
Ointment 

Contraindications:  Anusol-HC*  Suppositones  and 
Anusol-HC'  Cream  ore  contraindicated  in  those  patients 
with  d history  of  hypersensitivity  to  any  of  the  components 
of  the  preparation 

Warnings:  The  safe  use  ot  topical  steroids  during 
pregnancy  has  not  been  fully  established  Therefore, 
during  pregnancy,  they  should  not  be  used  unnecessarily 
on  extensive  areas,  in  lorge  amounts,  or  for  prolonged 
periods  of  time 

Precautions:  Symptomatic  relief  should  not  delay 
definitive  diagnoses  or  treatment  If  irritation  develops, 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  should 
be  discontinued  and  appropriate  theropy  instituted 
In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  ontibocterlal  agent  should  be  instituted  If  o 
fovoroble  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection 
has  been  adequately  controlled 
Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 
Anusol-HC  IS  not  for  ophthalmic  use 
Dosage  and  Administration:  Anusol-HC 
Suppositories— Adults  Remove  toil  wrapper  and  insert 
suppository  into  the  onus  One  suppository  in  the  morning 


and  one  at  bedtime,  tor  3 to  6 days  or  until  mtlammation 
subsides  Then  maintain  patient  comfort  with  regular 
Anusol  Suppositories 

Anusol-HC  Cream— Adults  After  gentle  bothing  and 
drying  of  the  anal  area,  remove  tube  cop  and  apply  to  the 
exterior  surfoce  and  gently  rub  in.  For  internal  use,  attach 
the  plastic  applicator  and  insert  into  the  anus  by  applying 
gentle  continuous  pressure  Then  squeeze  the  tube  to 
deliver  medication  Cream  should  be  applied  3 or  4 limes 
0 day  tor  3 to  6 days  until  inflammation  subsides  Then 
maintain  patient  comfort  with  regular  Anusol  Ointment 

NOTE  It  staining  from  either  of  the  above  products 
occurs,  the  stain  may  be  removed  from  fabric  by  hand  or 
machine  washing  with  household  detergent 
How  Supplied:  Anusol-HC  Suppositories— boxes  of  12 
(N  0047-0089-12)  and  24  (N  0047-0089-24),  in  silver 
foil  strips  with  Anusol-HC  W C printed  in  black 

Anusol-HC  Cream— one-ounce  tube  (N  0047-0090-01), 
with  plastic  applicator,  detachable  label 
Store  between  15°-30°  C (59°-86"  F) 

Full  information  is  available  on  request 


Morris  Plains,  N J 07950 
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The  professional  source  of  anorectal  comfort 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 

★ 

It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Lottorh«a<lt  - Statomonts 
Envotopot  • Offico  Forms 
Quality  Printing  at  tha  Right  Prka 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Dir. 

1740  West  92nd  St.,  Kansas  City,  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 
American  Academy  of  Physician  Assistants 
Donald  W.  Fisher,  Ph.D.,  Executive  Director 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  Virginia  22202 
American  College  of  Emergency  Physicians 
Mr.  Arthur  E.  Auer,  Executive  Director, 

3900  Capitol  City  Blvd.,  Lansing,  Michigan  48906 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor  St.,  Suite  2608,  Chicago,  Illinois  60610 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700, 

Chicago,  Illinois  60601 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

John  L.  Dugan,  Jr.,  Exec.  Vice  President 
600  Fifth  Avenue,  New  York,  New  York  10020 
American  Heart  Association  National  Center 
Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  Texas  75231 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
David  L.  Gilcrest,  Pixecutive  Director 
2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsev,  Exec.  Dir. 

2550  "M"  Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Ilannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
Arthritis  Foundation 

Mr.  Clifford  M.  Clarke,  President 
3400  Peachtree  Rd.,  NE,  Ste.  1101,  Atlanta,  Ga.  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President-Elect 
9 Laurel,  Wichita,  Kansas  67206 
Niilionul  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

205  East  12nd  Hi,',  New  York,  N.Y,  10017 
National  Rehabilitation  Association 
L522  "K"  St,.  N,W,,  Suite  1120, 

Washington,  D.C.  20005 
Radiological  Society  of  North  America 
William  T.  Meszaros,  M.D.,  Pres. 

Oak  Brook  Regency  Towers,  1415  West  22nd  St., 

Ste.  1150,  Oak  Brook,  Illinois  60521 
Southwestern  Surgical  Congress 
.James  II.  Rickman,  M.I).,  Councilor 
626  Sharp  Bldg.,  Lincoln.  Nebraska  68508 
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How  Supplied; 

Pale  green  300  mg.  tablets 
bottles  of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutioruil  use  only). 
Injection,  300  mg./2  ml., 
in  single-dose  vials 
and  in  8 ml.  multiple-dose  vials, 
both  in  packages  of  10. 
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Motrin’now  proved  an 
effective  analgesic 
for  mild  to  moderate  pain 


Motrin  400  mg  provided  greater  relief  of  pain  than  did 
propoxyphene  65  mg  in  controlled  clinical  pain  studies. 


Time  after  drug  administration  (hour) 

.5 

1 

2 

3 

4 

Mean  relief- 
of-pain  scores* 

Motrin  400  mg 
ibuprofen 

.89 

(108) 

1.25 

(108) 

1.36 

(108) 

1.28 

(107) 

1.19 

(106) 

(No.  patients 
reporting) 

Darvon  65  mg 

.66 

.99 

1.13 

.99 

.80 

propoxyphene 

(100) 

(99) 

(96) 

(96) 

(96) 

Statistical  significance 

p<0.02 

p<0.01 

p<0.05 

p<0.02 

p<0.002 

0 = No  relief  1 = Partial  relief  2 = Complete  relief 

Data  on  file  at  The  Upjohn  Company 

Motrin  demonstrated  statistically  significant  greater  relief  of  pain  than  did  Darvon  at  all  time  intervals. 


Motrin 

ibunrofen,  Uoiohn 


• Not  a narcotic  • Not  addictive  • Not  habit  forming 

• Rapid  analgesic  action  • Indicated  in  acute  and  chronic  pain 

• Well  tolerated. The  most  common  side  effect  with  Motrin 
is  mild  gastrointestinal  disturbance. 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


Motrin^  (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin  ° Tablets  (ibuprofen.  Upjohn) 

Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain. 

Contraindications:  Individuals  hypersensitive  to  it.  or  viiith  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  \WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  \with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  vuith  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  sl<in  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS) 

"Incidence  3%  to  9%. 

Incidence  less  than  I in  WO 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  and  osteoarthritis,  including  Hares  of 
chronic  disease;  Suggested  dosage  is  300, 400  or  600  mg  t i.d  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain 
Do  not  exceed  2400  mg  per  day 

Caution:  Federal  law  prohibits  dispensing  without  prescription 

For  additional  product  information,  see  your  Up)ohn  representative  or  consult  the 

package  insert 


Remember 


lYlOPRIM 


Lpjohn 


THE  UPJOHN  COMPANY 
Kalamazoo.  Michigan  49001  USA 


MED  B^-S 


ORGANIZATIONS,  STATE= 

American  Cancer  Society.  Nebraska  Division.  Inc. 

Don  W.  McClure.  Executive  Vice  President 
Overland  Wolf  Centre.  Suite  210, 

6910  Pacific  Street.  Omaha  68106 
American  Diabetes  Association  — Nebraska. Affiliate,  Inc. 

Mr  Christopher  Jepson.  Executive  Director 
819  Dorcas.  Omaha  68108 
American  Heart  Association.  Nebraska  Affiliate 
Mr.  James  R.  Johnson.  Executive  Director 
3624  Farnam  Street.  Omaha  68131 
American  Lung  Association  of  Nebraska 

Mr.  Edward  Carter.  Executive  Director 
7363  Pacific.  Suite  212,  Omaha  68114 
American  Red  Cross 

P O.  Box  83267.  1701  ‘’E"  St..  Lincoln  68501 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner.  Executive  Director 
120  No.  69th  St..  Km.  202.  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
W'm.  H.  Heavey.  President 
P.O.  Box  3248.  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California.  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Mark  Dorcey.  Executive  Director 
Karen  Mundy.  Associate  Director 
8401  West  Dodge  Road,  Suite  17.  Omaha  68114 
Dairy  Council  of  Central  States.  Inc. 

6901  Dodge  Street,  Room  104.  Omaha  68132 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman.  Director 
1047  South  Street.  Lincoln  68502 
Health  Manpower  Referral  Service.  State  of  Nebraska 
State  Capitol  Building.  Lincoln  68509 
Senator  Thomas  C.  Kennedy.  Director 
Kidney  Foundation  of  Nebraska 

Franklin  J Williams.  Ph.D  . Executive  Director. 

8707  West  Center  Road.  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs.  Inc. 

Room  212,  215  Centennial  Mall.  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty.  M D . Secretary 
634  The  Doctors  Building.  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street.  Lower  Level,  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St.,  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Mr.  Heirrison  J.  W'elch.  Executive  Director 
740  Keeline  Bldg..  319  So.  17th  St..  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Douglass  A.  Decker.  Jr..  M.D..  Secretary-Treasurer 
225  No.  Cotner  ■ E Bldg..  Lincoln  68505 
Nebraska  Academy  of  Ophthalmology 
John  D.  Ashley.  M.D..  President 
811  West  W illiam  Avenue.  North  Platte  69101 
Nebraska  Academy  of  Otolaryngology 
Peter  R.  DeMarco.  M.D..  President 
8601  Dodge  Rd..  Suite  234,  Omaha  68114 
Nebraska  Academy  of  Physician  Assistants 
Lynn  E.  Caton.  PA,  President 
302  East  Sixth  St.,  Curtis  69025 
Nebraska  Association  of  Nuclear  Physicians.  Inc. 

Merton  A.  Quaife.  M.D..  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  and  Dewey  Avenue.  Omaha  68105 
Nebraska  Association  of  Pathologists 
W'ayne  Markus.  M.D.,  Sec'y.-Treas. 

Lutheran  Medical  Center  Laboratory. 

515  So.  26th  St.,  Omaha  68103 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
Wesley  G.  W’ilhelm.  M.D..  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil.  Executive  Secretary 
8258  Hascall  St..  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
Matilda  S.  Mclntire.  M.D..  Sec'y-Treas. 

601  No.  30th  St..  Omaha  68131 

Nebraska  Chapter  — American  College  of  Emergency  Physicians 
John  Gwin,  M.D..  Secretary-Treasurer 
502  South  44th  Street,  Omaha  68105 
Nebraska  Chapter  — American  College  of  Radiology 
W.  Benton  Copple.  M.D..  Secretary-Treasurer 
One  Country  Club  Medical  Plaza 
6801  No.  72nd  St.,  Omaha  68122 
Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith.  M.D..  Secretary-Treasurer 
8300  Dodge  St..  #124.  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita.  M.D..  Medical  Advisor 
105  South  49th  St..  Omaha  68132 
Nebraska  Dental  Association 

D.  W^  Edwards.  D.D.S..  Secretary 
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V-Cillin  K* 

penicillin  V potassium 


is  the  most 
widely  prescribed 
brand  of  oral  penicillin 


V 


V-CILLIN  K 


C29 


Tablets 

^5,  250,  and  500  mg* 
Oral  Solution  ^ 
5'^nd  250  jn^*/5^ml 


VCiUinK* 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hyp>ersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  ikhitsi 

*Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Urticaria  — D.  R.  Synkowski  et  al  (Univ  of 
Pittsburgh  School  of  Medicine,  Pittsburgh, 
PA  15213)  Arch  Dermatol  115:1192-1194 
(Oct)  1979. 

Fourteen  randomly  chosen  patients  with 
“garden  variety”  urticaria  were  studied  for  the 
presence  of  vasculitis  and  immunoglobulins 
and  complement.  Results  of  direct  immuno- 
fluorescence (DIF)  of  the  involved  skin  were 
negative,  although  two  patients  had  immuno- 
globulins and  complement  demonstrable  in  the 
cytoplasm  of  the  epidermal  cells.  Results  of 
DIF  of  uninvolved  skin  were  also  predominant- 
ly negative.  Findings  from  serum  samples 
tested  by  indirect  immunofluorescence  (IIF) 
were  negative,  except  for  one  positive  in  low 
titer  (1:10,  the  basement  membrane  zone). 
Serum  C3  and  C4  levels  were  normal  in  five 
patients;  both  levels  were  low  in  two,  and  the 
C4  level  was  low  in  one  patient.  No  skin- 
reactive  immunoglobulins  were  found  in  these 
three  patients  by  DIF  or  IIF.  The  ESR  was 
measured  and  found  to  be  elevated  in  four 
patients.  Results  of  immunofluorescence 
proved  negative  in  these  cases.  Of  the  12 
patients  studied  by  hematoxylin-eosin  staining 
to  determine  histology,  none  exhibited  vasculi- 
tis. 

Salt  Intake  and  Diuretic  Treatment  of 
Hypertension  — R.  F.  Bing  et  al  (Univ 
of  Leicester,  Leicester,  England)  Lancet 
2:121-122  (July  21)  1979. 

To  monitor  salt  intake  in  36  patients  with 
essential  hypertension,  24-hour  urinary  so- 
dium excretion  was  used  to  determine  whether 
limitation  of  the  antihypertensive  action  of 
thiazide  diuretics  could  be  explained  by 
increased  salt  appetite  stimulated  by  salt 
depletion.  Sodium  excretion  in  these  patients 
was  similar  before  treatment  to  that  observed 
in  normotensive  controls,  and  no  change  was 
observed  during  two  years’  treatment  with 
bendrofluazide.  However,  plasma  renin  level 
rose  progressively  over  the  two  years  even  in 
five  of  eight  {)atients  whose  renin  production 
was  not  stimulated  initially  by  diuretics.  There 
is  no  evidence  that  a voluntary  increase  in  salt 
intake  limits  the  efficacy  of  diuretic  treatment; 
on  the  other  hand,  i)rogressive  stimulation  of 
the  renin-angiotensin  system  may  be  an 
im|)ortant  limiting  factor  to  the  antihyper- 
tensive action  of  diuretics. 


Dipivefrin  and  Epinephrine  Treatment  of 
Elevated  Intraocular  Pressure  — M.  A. 

Kass  et  al  (Glaucoma  Center,  Washington 
Univ  School  of  Medicine,  St.  Louis,  MO 
63110)  Arch  Ophthalmol  97:1865-1866 
(October)  1979 

Every  12  hours  0.1%  dipivefrin  was  ad- 
ministered to  one  eye  and  2%  epinephrine 
hydrochloride  was  administered  to  the  fellow 
eye  of  42  patients  with  primary  open-angle 
glaucoma  or  ocular  hypertension  in  a 
randomized,  double-masked  study  lasting 
three  months.  Dipivefrin  produced  percent 
reductions  in  intraocular  pressure  (18.6%) 
similar  to  epinephrine  (21.0%),  as  well  as 
similar  increases  inoutflow  facility  and 
pupil  diameter.  A significantly  lower  incidence 
of  burning  and  stinging  after  drug  instillation 
was  noted  with  dipivefrin  therapy.  Dipivefrin  is 
an  effective  and  safe  alternative  to  epinephrine 
therapy  for  the  reduction  of  elevated  intra- 
ocular pressure. 


Late  Results  of  Extra- Anatomic  Bypass  — 

J.  J.  Livesay  et  al  (H.  I.  Machleder,  UCLA 

School  of  Medicine,  Los  Angeles,  CA  90024) 

Arch  Surg  114:1260-1268  (Nov)  1979. 

Clinical  progress  and  results  were  reviewed 
in  100  consecutive  patients  who  underwent 
extra-anatomic  bypass  procedures  for  brachio- 
cephalic and  aortoiliac  occlusive  disease 
during  the  past  15  years.  Of  113  procedures 
in  this  group,  extra-anatomic  bypass  of  the 
brachiocephalic  vessels,  axillo-femoral  bypass, 
and  femoro-femoral  bypass  were  performed.  Al- 
though these  procedures  were  performed  in 
high-risk  patients  to  avoid  intrathoracic  and- 
intraabdominal  reconstruction  or  to  circum- 
vent undesirable  anatomic  areas,  a low  opera- 
tive mortality  was  achieved.  Symptomatic 
improvement,  augmented  Doppler  ankle  pres- 
sure index,  and  high  limb-salvage  rate  were 
noted.  Life-table  analysis  has  confirmed  pro- 
longed five-year  graft  patency.  The  suspected 
high-risk  characteristic  in  this  group  was 
corroborated  by  high  progressive  mortality 
observed  particularly  after  axillo-femoral  by- 
pass and  was  due  primarily  to  the  severity  of 
associated  diseases.  Analysis  of  the  late  results 
of  extra-anatomic  bypass  confirms  the  safety 
and  effectiveness  of  this  procedure  in  poor-risk 
patients. 
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HOW  DO  PEOPLE  CHOOSE 
THEIR  DOCTORS? 

In  choosing  a family  doctor,  one  patient 
talked  to  a friend,  one  went  to  a doctor 
recommended  by  a surgeon,  one  was  advised 
by  a neighbor,  one  selected  a physician  who 
lived  close  by,  and  another  went  to  his  wife’s 
doctor.  One  wanted  a doctor  who  officed 
downtown. 

For  a specialist,  three  took  the  advice  of 
friends,  one  chose  a surgeon  who  happened  to 
be  near  the  emergency  room  when  he  wanted  a 
surgeon,  one  went  to  a pediatrician  who  was 
picked  out  by  the  obstetrician.  One  specialist 
was  picked  because  he  was  neither  too  young 
nor  too  old,  and  another  specialist  was  hired 
because  he  was  the  only  one  in  town.  One  lady 
went  to  a doctor’s  office  and  stayed  with  him 
because  she  liked  his  office.  One  was  referred  to 
her  orthopedist  by  her  general  practitioner. 

Doctors  who  are  themselves  patients  may 
use  the  specialty  book,  and  doctors  know  who 
are  the  good  doctors.  I think  that  patients  are 
very  poor  judges  of  the  abilities  of  their 
physicians.  The  waiting  room  of  the  doctor 
with  the  least  skill  is  apt  to  be  the  most 
crowded.  It  may  have  to  do  with  office  manners 
or  only  with  this,  that  word-of-mouth  is  what 
counts,  and  people  fall  into  types,  and  so  all  of 
one  kind  go  to  one  doctor,  while  another  group, 
and  a smaller  one,  and  you  know  what  I mean, 
go  elsewhere  and  with  more  sense. 

This  survey  was  carried  out  without  a grant, 
and  I do  not  feel  the  need  to  thank  anybody. 

— F.C. 


My  classmates  who  went  into  engineering  or 
business  have  retired;  my  medical  school 
fellows  are  still  working,  and  they  have  told  me, 
and  I believe  them,  that  they  have  not  retired 
because  they  cannot.  So  I will  say  to  these 
laborers  I waved  to.  I’ve  worked  seven  days  a 
week  and  around  the  clock  and  often  didn’t  get 
paid,  and  didn’t  start  working  and  earning  a 
living  until  I had  passed  my  youth,  and  paid 
heavily  for  my  education. 

I’ve  put  in  my  time.  And  I’m  still  working. 

And  I paid  my  dues. 

—F.C. 


SOMETHING  NEW  FOR 
THE  NEW  YEAR 

We  begin  the  new  year  with  a series  of 
articles  in  obstetrics  and  gynecology. 

They  are  excellent.  They  will  be  short  enough 
to  be  attractive  to  the  reader;  they  will  be 
up-to-date;  and  they  will  surely,  I think,  be  a 
help  to  our  practitioners  in  their  daily  work. 

I am  grateful  to  the  authors  for  these  efforts; 
they  represent  a great  deal  of  energy  and  time, 
and  their  reward  will  be  the  reader’s  reward.  It 
goes  without  saying  that  I hope  you  enjoy 
them.  One  will  appear,  at  least  for  some  time, 
in  each  issue  of  the  Journal. 


If  you  like  them,  tell  me.  If  you  don’t,  tell  the 
authors. 


—F.C. 


I PAID  MY  DUES 

I just  walked  through  our  yard  where  they 
are  putting  up  a new  house,  and  the  workmen 
are  out  there  busy  while  I am  taking  it  easy.  It’s 
my  day  off,  and  I put  in  my  time,  so  I feel 
innocent  enough.  But  these  workmen  will  have 
retired  long  before  they  reach  my  age;  doctors 
don’t  retire  until  they  must.  And  I’ve  paid  my 
dues;  I’ve  worked  many  eighty-hour  weeks  to 
their  forty.  I’ve  been  up  at  night  when 
everybody  else  slept,  I had  no  union  and  no 
fringe  benefits.  There  is  no  retirement  plan  in 
medicine,  not  when  I practiced. 


ON  COMMUNICATING  WITH 
ANOTHER  DOCTOR 

If  you  are  writing  to  another  physician,  spell 
out  the  word  Doctor;  don’t  write  Dr. 

When  you  sign  your  name,  don’t  add  the 
letters  M.D.  He  is  an  M.D.,  too,  and  there  is  no 
reason  to  impress  him. 

Sign  the  letter  yourself.  Having  your  secre- 
tary sign  your  name  or  stamping  your  name  will 
save  only  a few  seconds.  It  will  not  impress  him 
with  your  being  busy;  it  will  only  give  offense. 

If  you  are  calling  him  on  the  telephone,  make 
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the  call  yourself.  Don’t  tell  your  secretary  to 
get  the  doctor  on  the  line  and  then  ask  him  to 
hold  until  you  get  there. 

If  another  doctor  has  called  you,  come  to  the 
telephone  quickly,  as  quickly  as  you  can.  Or 
say  you  will  call  him  right  back;  and  do  it. 

— F.C. 


HOW  DO  WE  LEARN? 

It  was  once  the  custom  to  graduate  students 
from  medical  school  who  had  never  delivered  a 
baby,  and  who,  I think,  had  never  seen  one 
born.  We  were  required,  in  my  senior  year  in 
medical  school,  to  deliver  six  babies,  at  home, 
after  watching  one  or  two  hospital  deliveries, 
before  we  could  graduate. 


We  had  wards,  and  ward  patients  knew  that 
students  and  interns,  and  residents,  too, 
practiced  on  them.  Now  we  practice  on 
everybody.  Your  first  pelvic  examination,  with 
the  attending  physician  standing  by,  is  some- 
thing the  patient  does  not  need;  and  I do  not 
think  she  knows  this.  When  you  do  your  first 
appendectomy,  the  patient  might  prefer  not  to 
know  that  it  is  your  first  one. 

But  how  are  we  to  learn? 

We  watch,  we  assist,  we  do  it  under 
supervision,  and  then  we  do  it  alone  for  the 
first  time.  There  is  no  other  way.  Pioneers  may 
perform  their  first  operations  or  administer 
their  first  drugs  without  all  of  this,  but  few  of 
us  are  pioneers.  For  most  of  us,  we  learn  by 
practicing,  and  the  patient  should  know  this. 

—F.C. 
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ORIGINAL  ARTICLES 


1978  Nebraska  Maternal 
Mortality  Review 


Annual  review  of  maternal 
deaths  is  a function  of  your 
L Medical  Association’s  Mater- 
nal Child  Health  Committee.  During  1978, 
eight  deaths  were  reported  in  women  upon 
whom  pregnancy  was  indicated  on  the  death 
certificate.  During  that  year,  there  were  24,804 
births. 


Of  the  eight  deaths  reviewed,  detailed 
protocol  and  autopsy  reports  (if  obtained) 
were  voluntarily  submitted  in  all  cases.  After 
reviewing  the  information  in  each  case,  three 
deaths  were  judged  to  be  direct  obstetric 
deaths,  one  indirect,  and  three  non-obstetric 
deaths.  The  eighth  death  (78-7)  should  not  be 
a maternal  death  since  this  patient  died  four 
months  after  deliveiy,  of  a pulmonary  embolis 
apparently  associated  with  oral  contracep- 
tives. The  following  summarizes  those  patients 
who  died  in  association  with  pregnancy. 

78-1.  25-year-old  para  6 died  undelivered  of 
C\^A  associated  with  acute  hypertensive 
vascular  disease,  eclampsia,  DIC  and  renal 
failure  (Direct  Obstetric). 

78-2.  31-year-old  para  2,  gravida  3,  died  at 
term  with  cerebral  vascular  accident 
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associated  with  amniotic  fluid  embolism  and 
DIC  (Direct  Obstetric). 

78-3.  20-year-old  para  0,  gravida  1,  died  in  5th 
month  of  pregnancy  with  autopsy  diagnosis 
of  malignant  lymphoma  (Non-Obstetric). 

78-4.  29-year-old  para  0,  gravida  1,  died  with 
rupture  of  basal  aneurysm  and  CVA 
(Indirect  Obstetric). 

78-5.  23-year-old  died  after  a terminal  cesarean 
section  with  generalized  metastatic  disease 
from  adenocarcinoma  of  the  breast  (Non- 
Obstetric). 

78-6.  19-year-old  para  1,  gravida  2,  died  8 
days  after  cesarean  section  with  ventricular 
fibrilation  and  cardiac  arrest  (Direct  Ob- 
stetric). 

78-7.  Not  Included. 

78-8.  16-year-old  para  1,  gravida  1,  died  three 
months  after  delivery  with  coroner’s  diag- 
nosis of  septic  shock,  secondary  to  acute 
pyelonephritis  (Non-Obstetric). 
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My  Specialty:  Nuclear  Medicine 


Nuclear  medicine,  while  seem- 
ingly a new  and  rather  highly 
specialized  area  of  contempor- 
ary medical  practice,  on  closer  analysis  reveals 
an  interesting,  relatively  long  history  and  a 
breadth  of  practice  application  which  may 
surprise  the  casual  observer.  Nuclear  medicine 
is  defined  as  the  application  of  radioactive 
materials  (radiopharmaceuticals)  to  the  diag- 
nosis, treatment  and/or  investigation  of  human 
disease. 

Any  description  of  the  field  requires  a brief 
explanation  of  the  “tools  of  the  trade.”  These 
tools  are:  1)  the  radiopharmaceutical,  i.e.,  the 
radioactive  tracer,  and  2)  the  nuclear  instru- 
mentation and  detection  systems  required  to 
evaluate  the  kinetics  (time-course)  of  the 
distribution  of  the  tracer.  The  fact  that 
ionizing  radiation  is  not  detected  by  our 
normal  senses  (we  cannot  see  it,  feel  it,  taste  it, 
or  hear  it)  necessitates  the  use  of  sensitive 
detectors  to  qualitate  and  quantitate  the 
presence  and  location  of  the  radiopharma- 
ceutical. Contemporary  gamma  cameras  allow 
the  combined  acquisition  of  dynamic  function 
as  well  as  distribution  and  localization  in- 
formation simultaneously.  The  vast  number  of 
radiopharmaceuticals  allow  assessment  of  a 
wide  variety  of  tissues  or  organ  systems. 

Historically,  individuals  contributing  to  the 
evolution  of  the  field  include  some  thirty  Nobel 
Prize  winners  beginning  with  Roentgen  (1901), 
Bacqueral  with  Pierre  and  Marie  Curie  (1903), 
through  de  Hevesey  (1943),  to  the  current 
Nobel  Laureate  Rosalyn  S.  Yalow,  recognizing 
her  pioneering  work  with  Berson  in  the  area  of 
radioimmunoassay. 

The  field  of  Nuclear  medicine  most  directly 
stems  from  the  early  physiologic  tracer  studies 
by  a Hungarian  chemist,  Georg  Charles  de 
Hevesey.  One  early  application,  purported  to 
be  true,  relates  to  de  Hevesey’s  eating  habits. 
He  was  a sparse  eater  and  tended  to  leave  food 
on  his  plate.  He  began  to  suspect  that  the 
boarding  house  landlady  was  recycling  food  for 
later  meals  so  he  spiked  his  uneaten  hash  with 
radiolead.  The  next  day  he  took  a sample  of  his 
food  back  to  the  laboratory,  and  using  a gold 
leaf  electroscope  determined  that  the  hash  was 
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radioactive.  Professor  de  Hevesey  confronted 
the  landlady  with  the  evidence  of  what  was 
likely  the  first  true  tracer  experiment  involving 
man.  Unfortunately,  this  significant  moment  in 
history  was  not  recognized,  for  the  subsequent 
Nobel  Laureate  was  summarily  evicted.  Early 
applications  expanded  including  the  pre-world 
War  II  radioiodine  use  in  diagnosis  and 
treatment  of  thyroid  disease,  to  the  virtual 
explosion  of  the  field  in  the  post  Manhattan 
Project  era. 

Early  workers  drawn  together  through  the 
common  bond  of  radioactive  tracer  techniques 
in  Medical  Science  formed  an  organization  to 
further  scientific  and  educational  aspects  of 
the  field.  The  Society  of  Nuclear  Medicine  now 
numbering  over  4,000  multidisciplinary  mem- 
bers was  established  in  1954.  The  American 
Board  of  Nuclear  Medicine  was  formed  in 
1971  and  has  certified  over  2,800  diplomates 
in  the  speciality.  Current  statistics  suggest  that 
one  in  ten  patients  hospitalized  has  a nuclear 
medicine  consultative  procedure. 

Any  discussion  of  history  related  to  our  state 
would  be  incomplete  without  recognition  of  two 
pioneers  who  contributed  to  the  establishment 
of  this  field  in  our  state.  Dr.  Howard  B.  Hunt 
introduced  nuclear  medicine  techniques  into 
clinical  practice  in  the  late  forties.  In  addition, 
he  established  educational  and  research  activi- 
ties concurrently  at  the  University  of  Nebraska 
Medical  Center.  In  the  early  1950s,  Dr. 
Richard  E.  Ogborn  contributed  significantly  to 
the  evolution  of  the  field  by  installing  the  first 
research  nuclear  reactor  and  established  the 
Special  Laboratory  of  Nuclear  Medicine  and 
Radiation  Biology  at  the  USVA  Hospital, 
Omaha.  Statistics  from  the  State  Health 
Department  indicate  that  there  are  28  active 
licenses  for  use  of  radioactive  materials  in 
nuclear  medical  practice  in  Nebraska  and  that 
the  field  is  growing  at  the  rate  of  15%  per 
annum.  In  1976,  practitioners  organized  the 
Nebraska  Association  of  Nuclear  Physicians,  a 
chapter  of  the  American  College  of  Nuclear 
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Physicians,  with  25  members  distributed 
throughout  the  state.  Educationally,  the  Uni- 
versity of  Nebraska  Medical  Center  offers  an 
accredited  Nuclear  Medicine  Residency  Pro- 
gram which  provides  a four  year  program  (two 
prerequisite  postdoctoral  years,  usually  in 
radiology,  internal  medicine  or  clinical  path- 
ology and  two  years  of  nuclear  medicine)  in 
this  specialty. 

Applications  in  the  routine  clinical  practice 
touch  virtually  every  organ  system  in  the  body 
allowing  safe  noninvasive  assessment  of  a 
broad  spectrum  of  pathophysiologic  derange- 
ments. These  range  from  the  traditional 
dynamic  function  studies  of  thyroid  function 
and  structure  with  radioiodine,  through  quanti- 
tative volume-dilution  studies  in  vivo,  (i.e., 
RBC  and  plasma  volume)  and  in  vitro  radioim- 
munoassays (T-3,  T-4,  TSH,  etc.);  to  new 
exciting  developments  which  combine  the 
attributes  of  dynamic  function  with  simul- 


taneous sequential  images  of  the  regional 
distribution  of  the  tracer.  Coupling  the  latter 
with  automated  data  processing  techniques  in 
the  cardiovascular  area,  for  example,  allow 
quantitative  evaluation  of  left  ventricular 
function  in  terms  of  ejection  fraction  while 
simultaneously  proving  a visual  (functional 
images)  portrayal  of  heart  wall  motion. 

In  this  brief  essay  the  author  has  attempted 
to  capsulize  the  field  of  nuclear  medicine. 
From  the  definition  and  brief  examples,  the 
breadth  and  depth  of  this  medical  specialty  is 
apparent.  Its  historical  roots  are  deep  and 
multidisciplinary  and  the  vast  virgin  vistas 
available  for  exploration  in  the  future  offers  an 
exciting  challenge  for  those  who  choose  this 
discipline.  It  is  my  sincere  hope  that  this 
review  will  provide  not  only  a degree  of  insight, 
but  also  stimulate  a desire  to  learn  more  about 
the  field  and  its  applications  for  the  benefit  of 
your  patients. 
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Return  My  Dignity 


1 REALIZE  that  the  readers  of 
this  article  will  be  medical 
professionals.  A portion  of  this 
article  is  harsh,  but  is  an  honest  reaction  to  a 
hospital  stay.  The  perspective  and  ideas 
related  herein  are  based  on  an  experience  as  a 
patient  in  the  cardiac  intensive  care  unit  of  a 
St.  Paul,  MN,  hospital  and  as  a clergy  person 
making  clinical  visits.  My  perspective  and 
ideas  are  presented  from  an  attitude  of 
empathy  and  compassion.  I hope  they  reflect 
common  sense  as  well. 

Let  us  just  say  that  I have  a flawed  heart. 
That  is  enough  to  begin  with.  It  is  enough  to 
put  me  in  a hospital  bed  and  require  those 
events  which  strip  a person  of  dignity  and 
privacy  and  reduce  one’s  liberty  to  worries.  I 
own  nothing  once  I am  admitted  to  the 
hospital.  They  quickly  remove  my  clothing, 
place  me  in  a room  that  is  not  my  room,  and 
put  me  in  a bed  that  is  not  my  bed.  Then  what  I 
thought  was  mine  alone,  my  body,  is  violated  in 
every  way  possible  by  a physical  examination. 
The  loss  of  my  sensibilities  is  complete  when 
the  relationship  with  my  nurse  is  nothing  but 
the  hospital  routine.  Even  relief  in  sleep  is 
interrupted  by  a check  on  my  temperature  and 
blood  pressure. 

The  argument  balanced  against  this  situa- 
tion is  that  hospital  care  requires  various 
practices  and  schedules  to  diagnose  and  treat 
a patient’s  condition.  This  puts  the  medical 
process  on  equal  ground  with  or  ahead  of  the 
worth  of  the  person. 

People  come  to  hospitals  to  discover  why 
they  are  sick  and  hopefully  become  well 
enough  to  return  to  a normal  lifestyle.  They 
come  with  big  expectations,  perhaps  un- 
realistic expectations.  Nevertheless,  how  that 
person’s  attitude  is  handled  can  make  the 
difference  in  how  the  person  cooperates  with 
the  care  given  him.  If  a person’s  attitude  about 
his  medical  care  is  subjected  to  a seemingly 
senseless  nursing  routine,  he  will  become 
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uncooperative,  will  despair,  and  may  even  give 
up. 

By  cooperation  I mean  the  small  things. 
Explain  the  reason  for  taking  blood  pressure, 
temperature,  blood,  and  urine.  Explain  that 
some  of  these  checks  occur  every  two  hours.  If 
the  person  is  ready  for  that  interruption  he  will 
feel  less  bothered.  Be  on  time  for  scheduled 
tests.  There  is  nothing  worse  than  those  two 
hours  after  the  appointed  time  waiting  for  who 
knows  what.  Explain  the  nature  of  tests  and 
the  part  they  have  in  diagnosis  and  treatment. 
Respect  the  person  and  be  clear  and  honest. 
Respect  the  person’s  privacy.  By  that  I mean 
be  sure  the  time  spent  in  medical  procedures  is 
balanced  by  time  for  family,  being  alone,  or 
rest.  And  let  patients  sleep  six  or  seven  hours, 
uninterrupted,  at  night.  Most  important,  build 
flexibility  into  the  routine  to  allow  the  nursing 
staff  time  to  spend  with  the  people,  just 
talking,  so  as  to  develop  a relationship  beyond 
the  routine.  If  this  is  done,  the  care  is  more 
personal  and  the  tension  reduced  between  the 
patient’s  attitude  and  the  medical  schedule. 

Sympathy  and  compassion  are  modes  of 
understanding  that  every  person  should 
exercise.  Forgive  my  innocence  in  believing  we 
all  can.  Empathy  and  compassion  ought  to  be 
the  primary  components  of  the  professional 
medical  attitude.  It  is  obvious  that  care  of  a 
hospitalized  person  is  more  than  tests, 
procedures,  and  drugs.  As  a former  patient  and 
as  a future  one,  please  understand  how  1 feel 
when  my  life  is  disrupted  by  illness  and  I am 
forced  to  submit  myself  to  the  hospital  routine. 
It  is  upsetting  if  not  shocking.  I must  give 
myself  up  to  your  control.  Respect  that 
sacrifice  by  returning  my  dignity. 
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Extrinsic  Distal  Colon  Obstruction 


Abstract 

A patient  with  extrinsic  obstruction  of  the 
distal  colon  is  presented.  The  obstruction 
was  secondary  to  a retroverted  distended 
urinary  bladder.  Urinary  catheterization  re- 
lieved the  acute  obstruction  and  cessation  of 
chlorpromazine  has  prevented  recurrence. 
Pseudo-obstruction  of  the  colon  is  discussed. 

The  surgeon  is  acutely  attuned 
to  the  problems  and  control  of 
intestinal  obstruction.  Colon 
obstruction  usually  provides  an  extreme 
picture  and  ready  diagnosis.  Malignancy, 
diverticulitis,  and  volvulus  are  the  common 
causes  of  mechanical  obstruction  of  the  large 
bowel.*  Proctoscopy,  barium  study,  and 
extracellular  fluid  replacement  are  the  initial 
steps  to  obtain  a diagnosis  and  begin 
treatment.  One  case  of  acute  colon  obstruc- 
tion is  described  and  a review  of  the 
literature  concerning  etiology  is  presented. 

Case  report 

A 64  year  old  man  was  admitted  to  the 
psychiatric  service  in  a tremulous  state.  He 
demonstrated  general  anxiety  and  was  un- 
communicative. His  blood  pressure  was  150/ 
100  with  a pulse  of  112.  Physical  exam 
revealed  dry  mucous  membranes.  Respira- 
tions were  shallow  and  rapid,  and  lungs  were 
clear.  Heart  examination  was  normal.  The 
abdomen  was  distended,  and  there  were  high 
pitched  bowel  sounds  through  out.  A ten  cm 
lower  abdominal  mass  was  nontender,  and 
there  was  no  peritoneal  irritation.  Extremi- 
ties revealed  full  pulses  and  no  edema. 
Neurological  exam  demonstrated  poor  orien- 
tation, nystagmas,  decreased  facial  sensation 
and  tremor  in  all  extremities.  His  medication 
was  chlorpromazine  [Thorazine‘S  ] in  mod- 
erate dose.  This  medication  had  been  used 
for  the  preceding  5 years  to  treat  acute  brain 
syndrome  accompanied  with  confusion,  agita- 
tion, delusions  and  hallucinations.  Abdominal 
x-ray  revealed  distended  colon  down  to  the 
rectum. 

Immediate  proctoscopy  to  25  cm  revealed 
only  an  area  of  inflammation  at  midlength, 
and  the  prostate  was  estimated  at  25  to  30 
grams,  and  benign.  Barium  enema  obtained 
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at  this  time  revealed  a 5 cm  narrowed 
segment  in  the  rectosigmoid.  (Fig  1) 

Laboratory  values  included  normal  hemo- 
globin, electrolytes,  liver  functions,  proteins, 
and  acid  phosphotase.  The  urea  nitrogen  and 
creatinine  were  both  moderately  elevated, 
and  catheter  urine  specimen  revealed  trace 
sugar  and  3 to  5 white  blood  cells  per  high 
power  field. 

An  indwelling  catheter  was  inserted  with 
the  release  of  1200  ml  of  clear  urine.  The 
patient  was  started  on  resuscitative  meas- 
ures with  intravenous  fluids  and  electrolytes 
and  nasogastric  decompression.  After  4 
hours,  his  condition  improved  with  the 
passing  of  flatus  and  decrease  in  abdominal 
distention.  His  neurological  condition  per- 
sisted. The  following  day  his  abdomen  was 
no  longer  distended,  there  were  normo-active 
bowel  sounds,  and  the  lower  abdominal  mass 
had  disappeared.  Intravenous  pyelogram  was 
normal,  and  cystoscopy  confirmed  nonob- 
structive benign  prostatic  hypertrophy. 

With  deletion  of  psychotropic  medications 
during  this  hospitalization,  the  tremulus 
state  abated.  The  patient  became  communi- 
cative, and  the  previously  noted  extrapyra- 
midal  abnormalities  disappeared.  No  residual 
autonomic  reactions  were  observed. 

Repeat  barium  enema  revealed  redundant 
rectosigmoid  colon  without  evidence  of  ex- 
trinsic compression.  (Fig  2)  Removal  of  the 
indwelling  catheter  accompanied  return  of 
normal  bladder  function  with  small  residual 
urine  volume.  He  was  subsequently  dis- 
charged in  good  condition  without  medica- 
tion. Extended  followup  reveals  no  recur- 
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Figure  1 

Barium  enema  shortly  after  admission  shows  extensive  compression  of 
Rectosigmoid  colon. 


rence  of  bladder  or  bowel  obstruction. 
Discussion 

The  clinical  course  of  this  patient  repre- 
sented low  colon  obstruction  secondary  to 
extrinsic  compression  by  distended  urinary 
bladder.  For  unknown  reasons  the  bladder 
did  not  distend  up  out  of  the  pelvis.  The 
main  mass  effect  was  posterior  against  the 
rectosigmoid  colon.  He  demonstrated  all  the 
signs  and  symptoms  of  colon  obstruction 
which  usually  require  operative  management 
if  caused  by  malignancy,  diverticulitis,  or 
volvulus.  The  early  initial  examinations  were 
directed  toward  identifying  the  etiology  in 
these  areas  for  early  operative  treatment. 

When  the  above  pathologic  states  are  not 
identified,  consideration  of  other  diseases 
must  be  undertaken.  Pseudo-obstruction  of 
the  large  bowel  from  intra-abdominal  inflam- 
mation or  retroperitoneal  disease  must  be 
considered.  The  latter  represents  Ogilvie’s 


syndrome,  which  is  colonic  distention  at- 
tributed to  excessive  and  uncoordinated 
contraction  of  the  muscle  of  the  bowel  wall 
after  its  sympathetic  supply  has  been  de- 
stroyed by  retroperitoneal  tumor.  Also  under 
the  broad  category  of  pseudo-obstruction 
etiologies  are  hypoxia,  congestive  cardiac 
failure,  myocardial  infarction  and  systemic 
infection.'  Other  etiologies  to  be  considered 
are  transient  physiologic  colonic  sphincters, 
extrinsic  lesions  including  displacement  com- 
pression by  a large  mass  such  as  a distended 
urinary  bladder,  or  extension  from  an  extra- 
colonic mass  as  seen  with  peritoneal  met- 
astasis or  endometriosis.  Ischemic  colitis, 
Crohn’s  disease,  and  long  standing  bowel 
infection,  including  tuberculosis  and  dysen- 
tery should  also  be  evaluated.  Lympho- 
granuloma, chronic  use  of  irritant  cathartics 
and  trauma  will  also  produce  stricture  and 
colon  obstruction.  Splenic  abscess  causing 
obstruction  of  the  colon  has  also  been 
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Figure  2 

Repeat  barium  enema  after  emptying  bladder  shows  widely  patent 
rectosigmoid  colon  without  extrinsic  compression. 


reported,  and  must  be  considered  when 
confronting  this  diagnostic  dilema.^ 

Benign  strictures  with  barium  enema  are 
concentric  and  symmetrical,  the  margins  and 
mucosa  resemble  adjacent  bowel  and  the 
ends  are  tapered  or  tunneled  and  not 
shouldered.  Malignant  strictures  are  eccen- 
tric with  ragged  channels,  diverse  intra- 
lumenal  filling  defects,  and  shouldered  ends. 

Summary 

1.  Colon  obstruction  caused  by  malignancy, 
diverticulitis,  and  volvulus  may  present  as 
an  acute  surgical  emergency. 

2.  Pseudo-obstruction  may  mimic  the  above 
conditions. 

3.  When  considering  colon  obstruction,  one 
or  more  of  the  following  may  play  an 
important  role: 

a)  Intra-abdomingd  inflammation. 

b)  Retroperitoneal  disease. 

c)  Cardiorespiratory  diseases,  including 
hypoxia,  congestive  heart  failure,  and 


myocardial  infarction. 

d)  Sepsis. 

e)  Transient  physiologic  colonic  sphinc- 
ters. 

f)  Extracolonic  mass  compression  includ- 
ing distended  urinary  bladder,  tumor, 
endometriosis,  splenic  abscess. 

g.  Ischemic  colitis. 

h)  Crohn’s  disease. 

i.  Bowel  infection. 

j.  Irritant  cathartics. 

k.  Lymphogranuloma. 

4.  A patient  is  presented  with  obstruction  of 

the  colon  secondary  to  distended  urinary 

bladder. 
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Down  Memory  Lane 


1.  There  are  deaths  among  infants  that 
cannot  be  prevented.  Eleven  per  cent  are  due 
to  some  congenital  defect  over  which  we  have 
no  control. 

2.  The  writer  has  many  times  recently 
remarked  that  he  would  welcome  the  end  of 
the  “mastoid  season”  this  year. 

3.  Drainage  was  the  greatest  friend  of  the 
early  abdominal  surgeons,  it  tided  them  over 
the  era  when  sepsis  was  not  yet  their  known 
blessing. 

4.  The  membership  at  the  end  of  the  year 
just  passed  was  1,199. 

5.  A German,  Doctor  Forssmann,  has 
passed  a rubber  tube  from  a median  vein  in  the 
arm  along  the  course  of  the  larger  veins  to  the 
heart,  demonstrating  the  possibility  of  reach- 
ing the  heart  for  direct  medication. 

6.  We  may  have  secondary  healing  without 
infection. 


7.  In  other  cases  whiskey  was  administered 
until  the  patient  was  drunk  and  refused  to 
move  when  he  was  cuffed  or  kicked,  it  being 
felt  then  that  the  maximum  effect  of  anesthesia 
with  alcohol  had  been  obtained. 

8.  Who  is  president  of  the  county  health 
department?  The  county  sheriff.  Who  is 
secretary?  The  superintendent  of  schools. 

9.  The  strongest  weapons  that  we  possess 
in  the  fight  against  tuberculosis  are  the 
physical  forces  of  fresh  air  and  sunshine  and 
the  dietetic  influences  of  highly  nutritional 
foods. 

10.  In  a recent  visit  to  a Dresden  clinic,  we 
were  puzzled  at  notations  made  by  an  out- 
standing German  orthopedist.  His  tentative 
diagnosis  on  painful  back  and  foot  conditions 
were  “sufficient”  and  “insufficient”. 

Nebraska  State  Medical  Journal 

January,  1930 

F.C. 
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FEATURES 


President's  Page 


Dear  Doctors  and  Auxilians: 

Here’s  a suggested  New  Year’s  Resolution! 

Your  NMA  and  NMAA  Presidents,  Dr. 
Charles  Landgraf  and  Mrs.  Bev  Karrer,  wish  to 
encourage  you  to  join  in  a Mobile  Health 
Gallery  fund  raising  venture.  “RENT  A 
RETREAT”  for  a day,  a weekend,  or  a week. 

“RENT  YOUR  RETREAT”  requires  dona- 
tions by  our  membership  of  a condo,  cabin, 
farm,  duck  blind,  ski  lodge,  or  other  hideaways 
to  the  highest  bidder.  Only  NMA  members 
may  bid  and  of  course  donate.  The  donor  will 
make  necessary  arrangements  with  the  buyer 
for  exchange  of  the  facilities  and  its  services. 
The  NMA  or  the  NMAA  will  not  be  respon- 
sible for  property  transactions. 

Starting  in  January,  we  ask  you  to  send  in 
descriptions  of  what  you  have  to  share.  For 
example: 

“Dr.  and  Mrs.  F.  Wm.  Karrer  wish  to  donate 
their  Whippoomill  Farm  at  Brownville  on 
the  Missouri  River  for  one  weekend,  in- 
cluding a boat  trip,  a theater  performance, 
a historic  tour  and  a three-state  scenic 

beauty.  Minimum  bid,  $ , 

donation  to  go  for  the  Mobile  Gallery.” 

The  above  type  of  listing  will  be  posted  in 
the  Nebraska  Medical  Journal  and  the  Aux- 
iliary Newsletters  in  February  and  March,  plus 
one  mailing.  Bids  should  be  mailed  to  the 
NMA  office.  The  deadline  is  April  1,  1980.  At 
the  1980  Annual  Session,  the  winners  will  be 
announced  and  posted,  exclusive  of  the  bid. 


Can  you  share  your  duck  blind?  Your  golf 
resort?  Ski  retreat  or  fishing  hole  for  a good 
cause??  Please  respond  by  returning  the  form 
below  to  donate  or  bid,  whichever  is  your 
pleasure.  Highest  bidder  by  April  1st  wins! 

Have  a great  1980! 

Bev  and  Charlie 


“RENT  YOUR  RETREAT” 

Mail  to:  Nebraska  Medical  Association,  1512 
First  Natl.  Bank,  Lincoln,  NE  68508 


DONATION 

NAME  

ADDRESS 

RETREAT  

DESCRIPTION  (FOR  PRINT) 


BIDDER 

NAME  

ADDRESS_ 
AMOUNT  $ 
FOR 


LISTING 


SIGNED  BY 

FOR  1980  GIFT  ONLY. 


I understand  that  the  NMA  or  NMAA  will  not  be 
responsible  for  this  facility  transaction  and  that  I will 
deal  with  the  donor  as  to  dates,  services,  etc. 

DEADLINE  IS  APRIL  1,  1980 
SUPPORT  THE  MOBILE  GALLERY 
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The 

Auxiliary 


“Shape  Up  For  Life”  is  the  theme  of  the 
auxiliary’s  new  nationwide  campaign.  The 
campaign  is  aimed  at  keeping  Americans 
healthy  by  making  the  public  aware  that 
proper  diet  and  exercise  are  vital  to  good 
health  and  fitness. 

The  campaign  is  directed  by  the  National 
Health  Project  Committee.  This  is  the  aux- 
iliary’s contribution  to  the  health  care  in- 
dustry’s Voluntary  Effort  for  Cost  Contain- 
ment along  with  its  continued  effort  of  making 
people  aware  of  what  they  can  do  to  help  keep 
themselves  healthy. 


“Shape  Up  For  Life”  is  a two  year  campaign 
focusing  on  food  for  fitness  this  year;  and  in 
July  1980  a second  phase  will  be  introduced  to 
focus  on  fitness.  Radio  and  TV  spots  have 
been  released  along  with  poster  and  pamphlets 
suitable  for  placing  in  doctors’  offices,  schools. 


Susan  Surber  (Mrs.  Tom) 
President  elect 

Northeast  County  Auxiliary 
Norfolk,  Nebraska 
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Between  Cases 


At  Chancellorsville. 

So  I stayed  with  him  while  they  sawed  his  leg 
off.  They  havin’  run  out  of  chloroform,  it 
took  four  of  us  to  hold  him. 

Richard  Ely  Danielson:  Corporal  Hardy. 

Try  It. 

I’d  have  to  sit  in  a prone  position. 

Anon. 

0 To  Be  In  England. 

At  least  10%  of  acute  admissions  to  general 
hospitals  are  now  due  to  drug  overdose  or 
self-inflicted  injury. 

J Royal  Soc  Med;  August,  1979,  p.  565. 

1 Know  What  He  Means. 

The  liver  was  palpated  approximately  10-12 
cm  below  the  right  costal  margin.  The  liver 
was  not  palpable. 

N & P. 

Neurosis  does  not  deny  the  existence  of 
reality,  it  merely  tries  to  ignore  it;  psychosis 
denies  it  and  tries  to  substitute  something 
else  for  it. 

Sigmund  Freud. 

Review  Of  Symptoms. 

Non-cystematory. 

I give  up. 

Lines  I Like. 

The  lake  came  right  up  to  the  shore. 

On  Fever. 

Reading  a thermometer  is  mostly  luck. 

B.  Friedman. 


Words  I Can  Do  Without. 

Apprise,  persona,  & so  forth  & so  on,  flaky, 
touch  all  bases,  stonewall  it. 

Quote  Unquote. 

There  is  nobody  in  Washington  who  can 
explain  this  Nebraska  business  to  the  people 
— nobody  of  weight. 

Emerson. 

The  Diagnosis. 

Occipital  cephalgia. 

Headache. 

Physiology. 

It  is  better  to  lose  a pint  of  blood  from 
your  veins  than  to  have  a nerve  tapped. 
Oliver  Wendell  Holmes:  The  autocrat  of 
the  breakfast  table.  Senior,  of  course. 

Early  Ambulation. 

More  deaths  occur  in  bed  than  out  of  bed, 
so  get  the  patient  out  of  bed. 

On  Topology. 

Fracture  middle  half  of  the  right  ulna. 

There  is  no  middle  half,  but  there  is  a right 
ulna. 

On  Therapeutics. 

Surgery  does  the  ideal  thing;  it  separates 
the  patient  from  his  disease. 

Clendening. 

— F.C. 
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Our  Medical  Schools 


Circadian  rhythm. 

You’ve  just  stepped  off  the  airplane  in  Paris 
after  a seven-hour  flight  from  New  York.  While 
the  site  of  the  Eiffel  Tower  would  normally  be 
exhilirating  as  you  pass  in  a taxi,  your  basic 
feeling  is  fatigue,  bordering  on  listlessness. 
You  are  suffering  from  that  common  ailment  of 
aerial  time  zone  skippers  — jet  lag. 

While  there  is  no  sure  cure  for  jet  lag,  there 
is  something  you  can  do  to  nullify  its  effects, 
according  to  Dr.  Charles  Ehret,  a pioneer  in 
the  treatment  of  jet  lag. 

A senior  biologist  with  the  Division  of 
Biological  and  Medical  Research  at  the 
Argonne  (111.)  National  Laboratory,  Dr.  Ehret 
has  spent  years  researching  circadian  rhythms 
and  orthochronal  medicine,  topics  which  he 
was  to  discuss  at  a noon  convocation  of  the 
University  of  Nebraska  Medical  Center’s 
Student  Research  Forum  Friday,  November 
30. 

Circadian  rhythms,  said  Dr.  Ehret,  are  the 
basis  for  the  timing  of  our  inner  clocks,  which 
dictate  periods  of  sleep  and  wakefulness, 
hormonal  responses,  oscillation  of  body  temper- 
ature and  most  biological  functions  on  a daily 
basis. 

Rapid  travel  across  time  zones  or  trying  to 
develop  a different  time  schedule  for  activities 
or  work  can  desynchronize  these  rhythms  and 
cause  a general  feeling  of  physical  distress, 
which  characterizes  jet  lag. 

Although  jet  lag’s  effects  cannot  be  entirely 
reversed,  there  are  ways  of  offsetting  them  and 
most  have  to  do  with  how  one  eats  and 
behaves,  said  Dr.  Ehret. 

“In  long-distance  air  travel,  there  is  a wrong 
and  a right  diet,  and  wrong  and  right  times  to 
stimulate  yourself,”  said  Dr.  Ehret. 

The  “right  diet”  and  time  of  stimulation  was 
developed  by  Dr.  Ehret  as  the  Argonne  plan, 
which  has  been  used  by  Senator  Ted  Kennedy 
and  family  in  their  travels  and  was  tested  this 
summer  by  troups  of  the  North  Atlantic  Treaty 
Organization  (NATO)  during  transatlantic 
maneuvers. 


How  does  it  work?  Basically,  the  plan 
concerns  what  you  eat,  when  you  eat  it  and 
when  you  are  active  in  trying  to  set  your  inner 
clock  on  the  schedule  of  your  destination 
point. 

If,  for  example,  a person  is  preparing  for  the 
New  York-to-Paris  flight,  dietary  habits  should 
be  rearranged  on  a pattern  of  alternating 
feast/fast  days  four  days  before  take-off. 

If  the  flight  is  on  a Saturday  evening,  the 
traveller  should  eat  heartily,  or  “feast,”  on  the 
preceding  Wednesday  and  Friday.  Thursday 
and  Saturday  should  be  spent  in  fasting,  or 
minimal  consumption  without  feeling  starved. 

On  flight  day,  foods  high  in  carbohydrates 
are  to  be  avoided,  since  they  may  result  in 
eventual  drowsiness.  During  the  evening  hours 
just  after  takeoff,  several  cups  of  black  coffee 
or  strong  tea  are  advised,  although  such 
caffeinated  beverages  should  not  be  consumed 
prior  to  flight  that  day. 

Much  of  the  flight’s  remainder  should  be 
spent  with  the  lights  out  and  as  little  activity  as 
possible,  until  early  morning  (Paris  time) 
before  landing  when  the  traveller  should 
stretch  his  legs,  do  light  exercises  or  engage  in 
conversation. 

Upon  arrival  in  Paris  (still  middle  of  the 
night  in  New  York),  the  traveller  can  break  the 
fast  with  a high-protein  meal  without  caf- 
feinated beverages. 

What  this  entire  regimen  tends  to  do,  said 
Dr.  Ehret,  is  to  synchronize  certain  cellular 
and  enzymatic  activities  of  the  body  into  a 
“phase  advance”  so  that  the  person’s  internal 
clock  approximates  that  of  a Parisian. 

Once  in  Paris,  the  traveller  can  begin  on  the 
schedule  of  the  locals,  although  going  to  bed 
early  is  suggested  for  the  first  day. 

When  travelling  back  to  New  York,  the 
traveller  must  again  reset  his  clock,  only  in  a 
different  manner.  A “phase  delay”  of  the 
biological  rhythms  must  be  undertaken  by 
drinking  a lot  of  caffeinated  beverages  before 
noon  on  the  day  of  the  flight.  In  the  afternoon, 
caffeinated  and  alcoholic  beverages  should  be 
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avoided,  with  the  noon  lunch  being  high  in 
protein  and  meals  late  in  the  day  being  rich  in 
carbohydrates. 

Dr.  Ehret  said  certain  drugs  may  have  the 
same  effect  on  circadian  rhythms  as  the 
Argonne  diet  plan  and  research  is  proceeding 
in  this  area. 

He  said  the  Argonne  plan  may  also  be 
applicable  to  workers  who  frequently  rotate 
day  and  night  shifts  and  need  a readjusting  of 
their  biological  clocks. 

Dr.  Ehret  has  been  working  with  shift 
workers  in  Commonwealth-Edison  power  facil- 
ities and  nuclear  plants,  such  as  Three  Mile 
Island,  in  explaining  the  effects  of  circadian 
dysynchronization  and  how  to  offset  it. 


Student  Research  Forum. 

Presentations  of  original  research  by  72 
health  professions  students  marked  the  Uni- 
versity of  Nebraska  Medical  Center’s  sixth 
annual  Student  Research  Forum  Friday, 
November  30,  1979. 

One  of  the  largest  medically-oriented 
research  forums  in  the  Midwest,  the  all-day 
event  in  the  campus’  Center  for  Continuing 
Education  featured  dentistry,  pharmacy, 
nursing,  medical  and  graduate  students  dis- 
cussing their  research  and  vying  for  cash 
awards  and  expense-paid  trips  to  national 
research  meetings. 


The  student  presentations  were  to  be  held  in 
three  concurrent  sessions  covering  the  basic, 
clinical  and  health  care  components  of  medical 
research.  The  research  were  judged  by  UNMC 
faculty  on  the  basis  of  originality,  organization 
and  relevance  to  the  particular  field  of  study. 

At  noon,  the  sessions  recessed  for  a con- 
vocation with  Dr.  Charles  Ehret,  senior 
biologist  with  the  Argonne  (111.)  National 
Laboratory.  Dr.  Ehret  spoke  on  “The 
Circadian  Connection  to  Orthochronal  Medi- 
cine” in  the  continuing  education  amphi- 
theater. 

Dr.  Ehret  also  held  a seminar  the  preceding 
evening  on  how  he  has  applied  his  work  to 
alleviating  jet  lag  in  travellers  and  fatigue  in 
late-night  shift  workers. 

At  the  conclusion  of  the  forum,  winners  were 
announced  in  each  session,  with  room  and 
travel  expenses  to  the  National  Student 
Research  Forum  in  Galveston,  Tex.  being 
awarded  to  the  students  with  the  best  basic 
and  clinical  science  papers.  The  student  with 
the  best  health  care  science  paper  received 
expenses  to  a comparable  national  meeting. 

Runners-up  in  each  session  will  have  their 
expenses  paid  to  the  Midwest  Student  Medical 
Research  Forum  in  Indianapolis,  Ind. 

Cash  prizes  were  given  to  the  best  pre- 
senters in  each  health  discipline. 

Chairman  of  this  year’s  forum  was  second- 
year  medical  student  Julie  Krzemien. 
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The  Letter  Box 


Dear  Doctor  Cole: 

I am  writing  in  reference  to  your  editorial  on 
“Psychiatry”  in  the  June,  1979  issue  of  the 

Nebraska  Medical  Journal. 

I quote,  “Whatever  schizophrenia  is,  this 
must  be  one  of  the  worst  disease  names  in 
medicine.  Its  pronunciation  is  doubtful  and  the 
spelling  is  worse.  It  was  once  called  dementia 
praecox,  which  is  not  much  of  a dementia, 
since  so  many  people  with  this  disorder  seem 


to  be  as  sane  as  I,  or  even  you.  And  the  spelling 
of  praecox  leaves  me  cold.” 

I agree  that  the  schizophrenic  syndrome  is  a 
perplexity,  and  sharing  the  insight  and  under- 
standing that  psychiatry  has  to  offer  is  a 
difficult  task. 

Yours  very  truly, 

James  R.  Dunlap,  M.D. 

Psychiatrist 


Coming  Meetings 


AMERICAN  MEDICAL  ASSOCIATION  - 
Winter  Scientific  Program,  January  12-15. 
1980,  San  Antonio,  Texas. 

The  Center  for  Sports  Medicine  of  North- 
western University  Medical  School  in 
conjunction  with  The  Division  of  Sports 
Medicine,  North  Carolina  Department  of 
Public  Instruction  is  sponsoring  a post 
graduate  course  in  Sports  Medicine  at  the 
Intercontinental  Hotel,  Maui,  Hawaii,  March  9- 
16,  1980. 

The  program  will  cover  problems  in  runners, 
racket  sports,  the  adolescent  athlete,  and 
athletic  emergencies.  Twenty  five  hours  of 
CME  Category  I credit  will  be  available  for 
physicians  completing  the  course. 

For  further  information,  write  to  Marianne 
Porter,  Center  for  Sports  Medicine,  2-063,  303 
E.  Chicago  Avenue,  Chicago,  Illinois  60611. 

In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

Foote,  E.  C.,  M.D.  - Born  September  6,  1879, 
died  October  29,  1979  - Creighton  Univer- 
sity School  of  Medicine,  graduated  1905  - 
practiced  in  Hastings,  Nebraska  - NMA  and 
AMA  member. 


THE  AMERICAN  HEART  ASSOCIATION 
— Lincoln  Division,  is  holding  a seminar 
entitled  “Congestive  Heart  Failure:  What’s 
New?”  at  the  Nebraska  Center  for  Continu- 
ing Education  on  April  19, 1980  at  8:30  a.m., 
Lincoln,  Nebraska. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  27-30,  1980,  Omaha 
Hilton,  Omaha,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  House  of  Delegates,  July 
20-24,  1980,  Chicago  Mariott,  Chicago, 
Illinois. 


NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  October  2-4,  1980,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 
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WashingtoNo  tes 


Hospital  costs. 

The  Carter  Administration’s  two-and-a-half 
year  campai^  to  thwart  hospital  spending 
growth  has  been  shot  down  by  the  House  of 
Representatives. 

The  vote  against  the  Administration  and  for 
a substitute  bill  minus  hospital  cost  controls 
was  a startling  234  to  166,  one  of  the  most 
shattering  congressional  defeats  pinned  on 
President  Carter. 

The  outcome  was  a resounding  victory  for 
the  health  provider  groups  that  have  waged  a 
vigorous  campaign  against  the  threat  of  federal 
controls  limiting  hospital  expenditures.  Lead- 
ing the  fight  were  the  American  Medical 
Association,  the  American  Hospital  Associa- 
tion, and  the  Federation  of  American  Hospi- 
tals, the  principal  groups  that  form  the 
Voluntary  Effort  (VE)  to  restrain  hospital 
spending. 

Congress  was  assured  by  the  VE  leaders  in 
the  wake  of  the  vote  that  the  VE  program 
would  continue  unabated.  “We  renew  our 
pledge  to  the  American  people  and  President 
Carter  to  fight  inflation  with  every  resource  at 
our  command,”  said  James  H.  Sammons, 
M.D.,  AMA  Executive  Vice  President. 

Dr.  Sammons  applauded  Congress  “for  its 
support  of  the  demonstrated  ability  of  the 
private  sector  to  control  hospital  costs  volun- 
tarily. We  assure  Congress  that  its  confidence 
in  the  private  sector  has  not  been  misplaced,” 
Dr.  Sammons  said. 

“We  are  very  grateful  for  this  rejection  of 
rationing  and  regulation,”  said  Michael  Brom- 
berg, Executive  Director  of  the  FAH.  “But  the 
issue  will  not  go  away.  We  must  make  the  VE 
continue  to  work.” 

Alex  McMahon,  President  of  the  AHA,  said 
the  House  action  represented  an  endorsement 
of  the  Voluntary  Effort.  The  Administration 
bill  would  have  “adversely  influenced  patient 
care  and  created  a costly  addition  to  the  federal 
bureaucracy,”  said  McMahon. 

President  Carter  said  through  Press  Secre- 
tary Jody  Powell  that  the  ballgame  isn’t  over. 
There  was  White  House  talk  of  attempting  to 


revive  the  measure  in  the  Senate.  However,  the 
68-vote  margin  of  defeat  in  the  House  was  far 
too  large  to  raise  any  serious  Administration 
hope  of  moving  a control  bill  through  the 
present  session  of  Congress. 

The  bill  approved  by  the  House,  tagged  as 
the  Gephardt  Amendment  after  Rep.  Richard 
Gephardt  (D-MO),  establishes  a Commission 
on  Hospital  Costs  to  report  to  the  President  on 
success  of  the  Voluntary  Effort,  on  further 
measures  that  might  be  needed  to  restrain 
costs,  and  on  long-range  strategies  on  the 
supply  and  demand  for  health  care  services.  It 
also  provides  for  federal  support  of  voluntary 
state  hospital  cost  control  programs,  and  the 
encouragement  of  philanthropic  support  for 
hospitals. 

The  discarded  bill  would  have  imposed 
tederal  expenditure  controls  if  the  VE  failed  to 
keep  hospital  expenditures  increases  below 
11.6  percent  a year.  More  than  50  percent  of 
the  nation’s  hospitals,  including  all  rural 
hospitals,  would  have  been  exempt.  Wage 
increases  for  non-supervisory  workers  would 
have  been  taken  from  the  cost  equation.  So 
many  exceptions  were  made  in  efforts  to  win 
votes  that  the  measure  was  viewed  by  many 
lawmakers  as  a farce. 

The  humiliating  defeat  for  President  Carter 
highlighted  one  of  his  glaring  problems  in 
office  — getting  Congress  to  approve  his 
legislative  program.  He  had  made  the  hospital 
bill  the  bellwether  of  his  anti-inflation  program 
and  had  insisted  that  its  passage  was  an 
absolute  necessity  before  serious  considera- 
tion could  be  given  to  national  health  in- 
surance. 

Carter  and  ex-Health,  Education  and  Wel- 
fare Secretary  Joseph  Califano  had  berated 
hospitals  for  more  than  two  years,  accusing 
them  of  being  inefficient,  and  of  conducting  an 
intense  lobbying  campaign  against  the  public 
interest. 

The  House  vote  was  preceded  by  several 
hours  of  keen  debate.  After  the  Gephardt 
Amendment  won  the  day,  the  House  was  faced 
with  the  question  of  approving  the  Amend- 
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merit  or  nothing.  The  final  vote  on  passage  was 
321  to  75. 

House  Democratic  leaders  seemed  baffled 
by  the  Administration’s  strategy  on  the 
measure.  They  had  warned  the  President  and 
his  aides  that  their  nose  counts  showed  that 
the  Administration’s  bill  for  standby  federal 
controls  didn’t  have  the  requisite  support  in 
the  House.  Despite  their  warnings,  the  Presi- 
dent sent  word  to  schedule  a vote,  apparently 
choosing  to  believe  more  optimistic  predic- 
tions from  his  legislative  aides. 

The  House  Rules  Committee  had  delayed 
the  vote  for  a week  after  opponents  of  the  bill 
on  the  Committee  showed  surprising  strength 
by  refusing  to  accept  the  desires  of  Adminis- 
tration forces  for  a parliamentary  procedure 
that  might  have  picked  up  some  additional 
votes. 

Unable  to  secure  a rule  that  would  have  tied 
a vote  on  the  Gephardt  Amendment  to  a vote 
to  recommit,  thus  making  the  bill’s  opponents 
vulnerable  to  political  charges  they  were 
against  doing  anything  about  the  hospital  cost 
situation.  Rules  Committee  Chairman  Richard 
Bolling  (D-MO)  reluctantly  acceded  to  Presi- 
dent Carter’s  wishes  and  sent  the  bill  to  the 
floor. 

House  speaker  Thomas  O’Neill  (D-MA),  an 
Administration  supporter,  told  reporters  be- 
fore the  vote  that  the  Administration  would 
lose  by  an  overwhelming  margin,  breaking  all 
of  the  rules  of  pre-vote  strategy.  (He  later 
made  a stem-winding  speech  on  the  House 
floor  in  favor  of  the  hospital  bill).  Rules 
Chairman  Bolling  made  clear  at  the  Rules 
Committee  hearing  that  he  was  clearing  the  bill 
at  that  time  only  at  the  behest  of  the 
Administration. 

The  chief  thrust  of  the  opponents  during 
debate  was  that  the  Administration  measure 
threatened  to  impose  a new  level  of  burden- 
some red  tape  on  hospitals  that  could  lead  to 
higher  regulatory  costs,  (a  proponent  of  the  bill 
calculated  the  cost  of  the  program  at  $25 
million),  and  that  it  also  would  stifle  purchase 
of  quality  equipment  and  services  and  lead  to 
rationing  of  health  care. 

A major  point  was  that  the  VE  program  had 
been  a resounding  success  in  muting  inflation 
in  hospital  costs. 


Scores  of  lawmakers  rose  to  attack  the 
Administration  plan.  Many  were  Congressmen 
who  battled  the  plan  in  the  House  Ways  and 
Means  and  House  Commerce  Health  sub- 
committees. Rep.  Gephardt,  author  of  the 
substitute  bill  that  carried  the  day,  told  the 
House  that  the  main  point  of  his  bill  “is  to  keep 
us  on  the  voluntary  path  rather  than  going 
down  the  mandatory  path.’’  Hospital  costs  for 
the  first  seven  months  of  this  year  have  risen 
less  than  the  general  rate  of  inflation,  he  noted. 

Rep.  Dave  Stockman  (R-MI),  a prominent 
critic  of  the  Administration  plan,  said  the 
inflation  gap  between  hospitals  and  the  rest  of 
the  economy  has  vanished  since  the  measure 
was  first  sent  to  Congress,  and  with  the  closing 
of  the  gap  “there  no  longer  is  a case  for  this 
kind  of  hastily  devised,  jerry-built  control 
measure.” 

Another  outspoken  foe  of  the  Administra- 
tion bill.  Rep.  Phil  Gramm  (D-TX),  noted  that 
30  state  officials  are  regulating  30  hospitals  in 
Connecticut.  If  that  ratio  is  applied  to  the 
nation,  there  will  be  25,000  federal  bureau- 
crats controlling  hospital  expenditures,  he 
said. 

Rep.  David  Satterfield  (D-VA)  highlighted 
one  of  the  principal  concerns  of  the  medical 
and  health  professions  — that  the  Administra- 
tion plan  was  “a  decisive  step  toward  a 
federalized  centrally-controlled  and  managed 
health  care  delivery  system.” 

Enactment  will  drive  the  American  system 
toward  the  plight  of  the  British  system  where 
“the  lack  of  access  to  needed  care  has  now 
become  so  acute  that  a major  British  union 
recently  insisted  upon  supplementary  private 
health  insurance  for  its  members,”  he  told  the 
House. 

Rep.  James  Broyhill  (R-N.C.)  said  that  even 
if  the  optimistic  predictions  of  savings  under 
the  Administration’s  controls  were  correct,  the 
impact  on  overall  inflation  through  the  Con- 
sumer Index  would  be  only  one  tenth  of  one 
percent  in  1981. 

The  Voluntary  Effort  is  working,  the  Con- 
gressman declared.  He  said  that  the  success  of 
the  North  Carolina  Voluntary  Effort  plan 
“demonstrated  that  this  serious  problem  can 
be  addressed  without  government  interven- 
tion.” 
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Rep.  Robert  Michel  (R-IL)  said  that  if  the 
cost  control  bill  were  implemented  there  soon 
would  be  news  stories  about  patients  who 
could  not  get  proper  treatment  or  who  were 
denied  entrance  to  hospitals.  “There  is  risk  in 
this  bill  and  the  risk  could  be  deadly,”  he 
warned  the  House. 

The  House  was  urged  to  accept  the  Gep- 
hardt measure  and  “follow  the  mandates  of  the 
American  people  who  are  demanding  less 
bureaucracy”  by  Rep.  James  Jones  (D-OKLA). 
“Let  us  allow  the  ingenuity  of  the  industry  to 
work  to  hold  down  these  hospital  costs,”  he 
said. 

Rep.  Jim  Santini  (D-NEV)  said  the  first 
Administration  bill  for  mandatory  caps  was  “a 
turkey”  and  the  present  bill  was  “son  of 
turkey.” 

“I  believe  that  this  bill  (Administration)  has 
more  to  do  with  politics  than  with  regulation,” 
said  Rep.  Bill  Alexander  (D-ARK).  “I  believe 
that  it  would  add  to  inflation  through  another 
layer  of  bureaucracy.” 

Under  the  Administration  plan,  said  Rep. 
Thomas  Luken  (D-OHIO),  the  HEW  Secretary 
“will  have  the  hospitals  of  this  nation  in  a vice- 
like  grip.” 

Rep.  Willis  Gradison  (R-OHIO)  said  the 
Administration  plan  penalized  efficient  hospi- 
tals and  promoted  “survival  of  the  fattest.”  If 
the  plan  had  been  in  effect  in  the  past  much  of 
the  life-saving  technology  and  services  of 
hospitals  would  have  been  stifled,  he  said. 

Rep.  Henry  Waxman  (D-CA),  Chairman  of 
the  Commerce  Health  subcommittee,  was  a 
leader  in  the  battle  for  the  Administration  bill. 
He  told  the  House  that  the  moderation  in 
hospital  costs  was  a result  of  the  threat  of  price 
controls.  There  is  no  assurance  the  Voluntary 
Effort  will  be  able  to  continue  its  success,  he 
said.  The  Carter  plan  “is  our  chance  to  say  to 
the  American  people  we  are  willing  to  act  to 
hold  down  the  skyrocketing  health  care  costs^ 
facing  you,”  he  said. 


The  AMA’s  petition  to  the  U.S.  Court  of 
Appeals  for  the  Second  Circuit,  in  New  York 
City,  contends  that  the  order  unlawfully 
interferes  with  the  rights  of  medical  societies, 
prohibiting  them  from  disciplining  members 
for  overcharging  patients,  for  example.  The 
order  would,  furthermore,  unduly  restrict  the 
ability  of  the  AMA  and  other  medical  societies 
to  try  to  curb  false  and  deceptive  promotional 
practices  by  physicians. 

The  AMA’s  appeal  contends  that  the  final 
order  went  beyond  the  jurisdiction  of  the  FTC 
and  ignored  the  Association’s  efforts  to 
“comply  with  evolving  legal  and  social  stan- 
dards,” concerning  advertising  by  physicians. 

The  FTC  in  its  order  did  concede  that  the 
AMA  has  a “unique  and  valuable”  role  to  play 
in  curbing  false  and  misleading  advertising. 

The  October  12  decision,  which  was  made 
public  October  24,  revised  an  administrative 
law  judge’s  November,  1978  rules  that  would 
have  barred  the  AMA  from  any  regulation  of 
advertising  for  two  years  and  that  would  have 
required  FTC  approval  for  subsequent  guide- 
lines. 

Blue  Shield. 

Blue  Cross-Blue  Shield  challenged  a Federal 
Trade  Commission  staff  study  contending  that 
physician  influence  over  Blue  Shield  plans  is 
“associated  with  significantly  higher  fees.” 

Blues  President  Walter  McNerney  said  the 
FTC  Bureau  of  Economics’  methodology  and 
results  “are  not  supportable”  and  are  “directly 
contrary”  to  the  results  of  a Blue  Shield 
analysis.  “Even  if  the  staffs  attempt  to 
extrapolate  its  findings  rested  on  otherwise 
acceptable  methodology,  its  failure  to  take 
account  of  essential  characteristics  of  the 
reimbursement  system  which  it  analyzed 
caused  the  staff  to  over-state  the  possible 
effects  of  physician  influence  on  Blue  Shield 
plans  and  total  health  care  costs,”  said 
McNemey. 


The  FTC  Report  said  “our  results  . . . 
Advertising  by  doctors.  indicate  that  reimbursement  rates  are  16 

The  AMA  has  filed  an  appeal  of  the  Federal  percent  higher  where  a local  medical  society  or 
Trade  Commission’s  ruling  of  October  12,  other  organized  group  of  physicians  selects 

1979,  that  the  AMA  Principles  of  Medical  board  members.  Furthermore,  if  physicians. 

Ethics  unlawfully  restricts  physician  adver-  regardless  of  the  method  of  their  selection, 
tising.  comprise  50  percent  or  more  of  a Blue  Shield 
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board,  reimbursement  rates  are,  on  average, 
10  percent  higher.” 


Medicaid. 

State-by-state  variations  in  Medicaid  cover- 
age have  prompted  the  Administration  to 
assign  high  priority  to  upgrading  Medicaid  and 
to  move  toward  making  benefits  and  eligibility 
uniform  across  the  nation.  Despite  the  esti- 
mated $20  billion  plus  cost  of  Medicaid  during 
the  past  fiscal  year,  serious  gaps  remain  in 
financing  health  care  services  for  the  poor.  One 
result  has  been  that  hospitals  and  physicians 
are  providing  more  than  $1  billion  a year  in 
charity  care. 

The  Administration,  whose  Medicaid  re- 
forms are  embodied  in  its  National  Health 
Plan,  has  insisted  that  the  Medicaid  problem 
be  recognized  by  the  Senate  Finance  Com- 
mittee during  its  mark-up  of  a Catastrophic 
National  Health  Insurance  bill.  Responding  to 
the  plea,  the  Committee  tentatively  has 
approved  provisions  insuring  that  the  proposed 
$3,500  deductible  for  out-of-pocket  health 
care  expenses  be  lowered  depending  upon 
income. 

From  25  percent  to  35  percent  of  the 
population  with  incomes  below  the  poverty 
line,  some  nine  million  people  do  not  qualify 
for  Medicaid.  In  some  states,  more  than  70 
percent  of  the  poor  are  not  covered.  The 
differing  welfare  programs  in  the  states  and 
the  need  for  Medicaid  to  mesh  with  these  had 
posed  a giant  headache.  Federal  matching 
Medicaid  funds  are  only  furnished  for  coverage 
of  people  who  fit  specific  welfare  categories. 

There  are  large  loopholes.  For  example, 
single  adults  and  childless  couples  who  are 
poor  cannot  receive  Medicaid  unless  they  are 
disabled  or  are  more  than  65  years  old. 

Income  cutoffs  for  Medicaid  eligibility  vary 
greatly,  from  less  than  $2,400  for  a family  of 
four  in  some  southern  states  to  $4,800  or 
above  in  some  northern  tier  states. 

A significant  problem  is  the  discouragement 
to  providers  stemming  from  the  Medicaid 
payment  rates  which  average  20  to  25  percent 


lower  than  Medicare’s  rate,  a bargain-base- 
ment rate,  itself. 


Health  insurance  & HMOs. 

Rep.  A1  Ullman  (D-ORE),  Chairman  of  the 
Ways  and  Means  Committee,  has  introduced 
in  legislative  form  a new  tax  treatment 
proposal  for  private  health  insurance.  Ullman 
is  the  first  lawmaker  to  propose  tightening  tax 
breaks  for  private  health  insurance  in  order  to 
encourage  purchase  of  cheaper  insurance,  to 
spur  Health  Maintenance  Organizations 
(HMOs),  and  to  make  health  providers  and 
consumers  in  general  more  cost-conscious.  In  a 
House  speech,  Ullman  said  his  bill  would  bring 
in  $3  billion  more  in  federal  tax  revenues  in 
1984.  The  Ullman  Plan  is  expected  to  be  the 
subject  of  Ways  and  Means  hearings  next  year. 

Ullman  said  his  proposal  would  restructure 
the  financing  of  the  health  care  industry.  “It 
encourages  competition  within  the  health 
industry  to  offer  more  economic  policies,”  he 
said.  “It  would  check  and  stabilize  the  rising 
proportion  of  the  GNP  spent  on  health.  By 
modest  estimates,  the  proposal  will  reduce 
health  care  spending  by  more  than  $3  billion  in 
1984.” 

By  concentrating  on  the  health  coverage 
package  offered  consumers,  Ullman  said  his 
bill  would  force  “the  consumer,  the  doctor,  the 
hospital,  and  the  insurance  company  to  con- 
sider the  wide  range  of  health  benefits  and 
their  price  tags  - and  then  decide  exactly  how 
much  health  protection  a worker  wants  for  his 
dollar.” 

Ullman’s  legislation  would  limit  the  tax-free 
portion  of  the  employer  contribution  to  $120-a- 
month  for  a family,  and  somewhat  less  for 
individuals.  Such  a limit,  he  said,  will  en- 
courage employees  to  look  for  better  buys,  to 
get  more  for  their  $120-a-month,  and  more 
carefully  examine  whether  insurance  for  dental 
work,  eye  care,  and  prescription  drugs  is  worth 
the  extra  expense. 

Businesses  would  be  required  to  offer  a low- 
cost  health  plan  with  consumer  cost-sharing  or 
a HMO  plan,  in  addition  to  a traditional  full- 
benefit  policy. 
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Advertieements  in  this  column  are  run  at  a rale  of  twenty  centB 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal,  1512 
First  National  Bank  Building.  Lincoln.  Nebraska  68508. 

FULL  TIME  POSITION:  The  Department  of 
Correctional  Services  of  the  State  of  Nebraska  is 
seeking  a full-time  physician  to  work  in  health 
services  section.  Primary  responsibilities  will  be  the 
health  care  of  approximately  500-700  legal 
offenders  at  the  Nebraska  State  Penitentiary.  The 
institution  is  located  in  Lincoln,  Nebraska;  a very 
progressive,  clean  city  with  an  excellent  school 
system.  The  institution  is  in  the  process  of  major 
reconstruction  and  will  have  all  new  facilities  by 
1981.  The  state  has  excellent  state  benefits,  salary 
open  to  negotiation.  If  interested  please  contact  Mr. 
Gary  Burger,  Personnel  Officer,  Department  of 
Correctional  Services,  P.O.  Box  94661,  Lincoln, 
Nebraska  68509.  Telephone  (402)  471-2654. 


PHYSICIAN  OPPORTUNITIES  — Family 
Practice  - Internal  - Urology  - Oncology  - Neurology 
— Join  in  partnership  or  individual  practice  in 
professional  building  attached  to  350-bed  JCAH 
hospital.  Located  in  a northeast  Iowa  city  of 
100,000  population  with  a drawing  area  over 
275,000.  Presently  a large  segment  of  this 
population  is  without  complete  medical  care.  The 
hospital  provides  a minimum  fee  guarantee  for 
some  practice  openings.  All  specialties  are  cur- 
rently on  active  hospital  staff  and  relief  coverage  is 
available.  An  excellent  opportunity  for  family 
physician  and  urologist  to  assume  established 
practices.  Please  contact:  JAMES  T.  WALTER, 
PRESIDENT,  ALLEN  MEMORIAL  HOSPITAL, 
1825  LOGAN  AVENUE,  WATERLOO,  IOWA 
50703.  Telephone  No.  (319)  235-3987. 

WANTED:  Family  Practice  physician.  Board 
certified,  OB  experienced,  to  join  prepaid  group  of 
seven  FP’s.  Salary  mid-50’s  with  excellent  fringes. 
Send  curriculum  vitae  to:  J.  L.  Lucas,  M.D., 
Medical  Director,  17th  & N Street,  Lincoln, 
Nebraska  68508.  Phone:  (402)  475-7000. 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DS»* 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

lust  one  tabiet  b.i.d.f  or  iO  to  14  days 

■ Action  at  urinary/vaginal/lower  bowel  sites  helps  ■ Convenient  b.i.d.  dosage  provides  day-and-night 
eliminate  reservoirs  of  infecting  organisms  antibacterial  control 


■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
nfections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter.  Proteus 
virabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
3e  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
:ant  organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
zarinli  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
[Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
Susceptible  to  trimethoprim-sulfamethoxazole " indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vz  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

IV2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

X X Roche  Laboratories 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  071 10 

Please  see  back  cover. 


Her  next  attack  of  cystitis  may^require 

the  Bactrim^ 
3-system  counterattack 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen-  j 
trations,  thus  combating  migration  of  pathogens  into 
the  urethra.  i 

Studies  have  shown  that  Bactrim  acts  against  Enters 
bacteriaceae  in  the  bowel  without  the  emergence  of  rej 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  intro 
colonization  by  fecal  uropathogens.  It  has  no  signifi-  ' 
cant  effect  on  other  normal,  necessary  intestinal  flora.i 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginai  tract/lower  intestinal  trac 


Please  see  reverse  side  for  summary  of  product  information. 
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Highly  specific  calming  action 
virtually  free  of  unwanted 
side  effects:  this  was  the  remarkable 
clinical  promise  of  Librium  thiortiiazepoxide  hcd. 
And  today  this  promise  continues  to  be 
fulfilled  in  a wide  variety  of  patients 
you  see  everyday. 


•>X-a'^Xv' .'•  • • •-%-)<'S‘>'"^!'>!<X->>^^^ 


The  published  record  on  Librium  is 
enormous.  So  large,  in  fact,  it  had  to 
be  put  into  a computer  data  bank  and 
retrieval  system.  It’s  a record  that 
shows  Librium  is  highiy  effective  in  re- 
lieving anxiety;  that  Librium  is  seldom 
associated  with  serious  side  effects; 
that  Librium  rarely  interferes  with 
mental  acuity  at  proper  doses;  that 
Librium  is  used  concomitantiy  with 
primary  medications.  However,  as 
with  all  CNS  agents,  patients  should 
be  warned  against  hazardous 
activities  requiring  complete 
alertness,  and  about 
possible  combined  effects 
with  alcohol. 


Ubrium'e 

chbrdiazepoxide  HO/Roche 


5' pAn  UTSurpassed  safety  record 

S'faMinimal  ^fect  on  mental  acuity 
Jl,  inprcoerdosage 
oBTaSctal:^  patierrt  response 

? ols  used  concomitantly  with  primary  ' 
medicatkxis,  such  as  anticholinergics 
. ; and  cardiovascular  drugs 


UMMr- 

iWCHt 


5mg,  10mg,25mg  capsules 


synonymous 
wrmrelief 
ofanxiety 


Libriumi!^^^ 

chbrdiazepoxide  HO /Roche 

Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states  Efficacy  beyond  four 
months  not  established  by  systematic  clinical  studies  Periodic 
reassessment  of  therapy  recommended 
Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug 

Warnings:  Warn  patients  that  mental  and'or  physical  abilities 
required  for  tasks  such  as  driving  or  operating  machinery  may 
be  impaired,  as  may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  depressants  may  have  an 
additive  effect  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution 
in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage,  withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
SIX.  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  indi- 
vidual pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion Paradoxical  reactions  {e  g . excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion, suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  oc- 
cur. especially  m the  elderly  and  debilitated  These  are  revers- 
ible in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported  Also  encountered  are  iso- 
lated instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction,  changes  in  EEC  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment. blood  dyscrasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests  advisable  dur- 
ing protracted  therapy 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  ef- 
fects Oral-Adults  Mild  and  moderate  anxiety  and  tension.  5 or 
10  mg  f / d or  q i d . severe  states.  20  or  25  mg  t.i  d or  q i d 
Geriatric  patients  bmgbid  \oqid  (See  Precautions  ) 
Supplied:  Librium*  (chlordiazepoxide  HCl)  Capsu/es,  5 mg.  10 
mg  and  25  mg— bottles  of  100  and  500.  Tel-E-Dose'  packages 
of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25. 
and  in  boxes  containing  10  strips  of  10.  Prescription  Paks  of  50. 
available  singly  and  in  trays  ol  10  Libntabs’  (chlordiazepoxide) 
Tablets.  5 mg,  10  mg  and  25  mg  bottles  of  100  and  500  With 
respect  to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable 


Radical  Hysterectomy  — P.  B.  Underwood, 
Jr,  et  al  (Medical  Univ  of  South  Carolina, 
Charleston,  SC  29401)  Am  J Obstet  Gynecol 
134:889-898  (Aug  15)  1979. 

During  a 22-year  period  178  patients  had 
radical  hysterectomies  performed  for  invasive 
carcinoma  of  the  cervix.  Critical  analysis 
showed  that  the  degree  of  differentiation  of  the 
malignant  tissue  appeared  to  be  more  sig- 
nificant than  tumor  size  in  stage  1 lesions. 
With  proper  patient  selection  and  excellent 
operative  technique,  survival  rates  of  more 
than  90%  with  minimal  complications  can  be 
obtained.  The  radical  hysterectomy  should 
never  be  used  with  irradiation. 

Male  Delusional  Depressed  Patients  — 
S.  R.  Moradi  et  al  (Univ  of  California,  Div 
of  Mental  Health,  Sacramento,  CA  95817) 
Br  J Psychiatry  135:136-138  (Aug)  1979. 

In  view  of  the  previous  finding  that  de- 
lusional depressed  female  patients  do  not 
respond  to  tricyclic  antidepressants,  a retro- 
spective review  of  the  charts  of  13  male 
patients  with  primary  depression  accompanied 
by  delusions  was  undertaken.  None  improved 
on  tricyclics  alone,  whereas  all  those  treated 
intially  with  neuroleptics  improved.  Twelve  of 
13  patients  showed  no  improvement  until 
neuroleptics  were  added  to  the  treatment 
regimen. 
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“Dad’s  renting  a dish  washer  while  you're  in  the 
hospital.  She’s  pretty.” 


onpuF  > Roche  Products  Inc 
nuunc y Mgnati,  Puerto  Rico  00701 
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Modern  medical  practice  has  become  a com 
plex  and  time-consuming  operation  Too  often  the 
physician  sacrifices  leisure  time  and  family  respon- 
sibilities to  his  professional  duties 

If  you're  earning  more  but  enjoying  it  less,  if 
you've  considered  an  alternative  to  the  rigors  of 
your  practice.  Air  Force  medicine  may  be  the 
answer 

Our  health  care  system  is  among  the  finest  in 
the  world  Our  physicians  serve  in  modern,  well 
equipped  hospitals  and  clinics  with  competent  and 
well-trained  staffs  Air  Force  personnel  handle 
paperwork  and  administrative  tasks,  allowing  max 
imum  lime  for  patient  care  by  each  physician 

To  attract  quality  physicians,  the  Air  Force  has 
assembled  an  excellent  package  of  compensation 
and  entitlements  These  include  30  days  of  paid 
vacation  each  year,  an  opportunity  to  seek  special! 
zation  at  Air  Force  expense,  and  full  medical  and 
dental  care  without  loss  of  pay  during  treatment 
We  would  like  to  provide  more  information 
about  Air  Force  medicine 


Contact  (call  collect):  Capt.  Robert  Brown 
1 16  South  42nd  Street,  Omaha,  Ne 
(402)  221-4319 

AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST 

A great  way  of  life. 


Since  7925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Donley 


MEDICAL 


SIPPLV  CDIV1PAIVY 

2425  ''O"  St.,  Lincoln,  Nebraska  68510 
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ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A,  Tusken,  Exec.  Dir. 

1740  West  92nd  St.,  Kansas  City,  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave..  Evanston,  Illinois  60204 
American  Academy  of  Physician  Assistants 
Donald  W.  Fisher,  Ph.D.,  Executive  Director 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  Virginia  22202 
American  College  of  Emergency  Physicians 
Mr.  Arthur  E.  Auer,  Executive  Director, 

3900  Capitol  City  Blvd.,  Lansing,  Michigan  48906 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
875  North  Michigan  Ave.,  Suite  3342 
Chicago,  Illinois  60611 

American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700 
Chicago,  Illinois  60601 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

Wilham  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

John  L.  Dugan,  Jr.,  Exec.  Vice  President 
600  Fifth  Avenue,  New  York,  New  York  10020 
American  Heart  Association  National  Center 
Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  Texas  75231 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
Meryl  H.  Gaber,  M.D.,  Exec.  Vice-Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

2550  “M”  Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
Arthritis  Foundation 

Mr.  Clifford  M.  Clarke,  President 
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When  completed  in  July,  the  Clarkson  Hospital  Doctors  Building  Parking  Garage  will  accommodate  400  vehicles. 


CLARKSON  HOSPITAL  DOCTORS  BUILDING 
January  Progress  Report 

With  the  holiday  season  behind  us,  and  a new  year  just  ahead,  it  is  time  to  begin 
thinking  and  planning  again  for  your  medical  office  in  Clarkson’s  new  Doctors  Building. 

Construction  has  been  moving  along  at  a steady  pace,  with  our  contractor  taking  full 
advantage  of  the  unseasonable  weather  in  December.  Just  before  Christmas,  the  last 
piece  of  steel  was  lifted  into  place.  Workmen  finished  pouring  the  last  of  six  floor  slabs  in 
early  January  and  permanent  enclosure  of  the  first  three  floors  is  currently  in  progress. 
Floor  slabs  in  the  adjoining  parking  garage  are  better  than  75  percent  complete  and 
installation  of  precast  wall  panels  and  brickwork  is  progressing  rapidly.  And  the  unique 
pedestrian  overpass  across  Farnam  Street  was  hoisted  into  position  in  early  January. 

The  next  six  months  will  be  a busy  but  exciting  time  for  us  as  we  make  ready  for  a 
July  opening.  During  the  past  few  weeks,  additional  interest  has  been  generated  for 
office  space  in  Clarkson’s  new  Doctors  Building.  If  you  would  like  additional  information 
or  assistance  regarding  lease  terms,  improvement  allowances  or  space  planning,  please 
let  us  know.  Just  contact: 

R.  Daniel  Brown,  Property  Management  Director, 

Clarkson  Doctors  Building,  4239  Farnam  Street,  Room  28, 

Omaha,  Nebraska,  68131,  or  phone  (402)  348-3116 


J 


Effects  of  Stopping  Smoking  for  48  Hours 
on  Oxygen  Availability  From  the  Blood 

— J.  M.  Davies  et  al  (Univ  Hosp  of  Wales, 
Cardiff,  Wales)  Br  Med  J 2:355-356  (Aug 
11)  1979. 

The  effects  of  stopping  smoking  for  48  hours 
on  factors  governing  the  availability  of  oxygen 
from  the  blood  — carboxyhemoglobin  (COHb), 
hemoglobin-oxygen  (Hb02)  affinity,  and  hemo- 
globin concentration  — were  measured  in  the 
last  trimester  of  pregnancy.  Three  groups  were 
studied:  smokers,  smokers  who  stopped  smok- 
ing for  48  hours,  and  nonsmokers.  The  22 
smokers  had  higher  initial  COHb  values  and 
greater  Hb02  affinity  than  the  ten  non- 
smokers,  but  their  total  hemoglobin  concentra- 
tions were  also  higher,  so  that  their  oxygen 
availability  was  not  significantly  reduced.  In 
the  1 1 smokers  who  stopped,  the  reduction  of 
COHb  and  decrease  in  Hb02  affinity  led  to  a 
significant  increase  of  8%  in  available  oxygen 
in  48  hours.  Since  even  small  improvements  in 
oxygen  delivery  to  the  tissues  may  confer 
critical  benefit  to  the  fetus,  particularly  during 
labor  or  when  exposed  to  general  anesthesia, 
smoking  should  be  discouraged  for  48  hours 
before  elective  deliveries. 


“If  you  like  it,  don’t  cat  it.  If  it’s  fun,  don’t  do  it.” 
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Quinamnri 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS:  For  the  prevention  and  treat- 
ment of  nocturnal  recumbency  leg  muscle 
cramps,  including  those  associated  with 
arthritis,  diabetes,  varicose  veins,  throm- 
bophlebitis, arteriosclerosis,  and  static  foot 
deformities. 

CONTRAINDICATIONS:  Because  of  the 
quinine  content,  Quinamm  is  contraindicated 
in  women  of  childbearing  potential,  in 
pregnancy,  in  patients  with  known  quinine 
sensitivity,  and  in  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency. 
Hemolysis  (with  the  potential  for  hemolytic 
anemia)  has  been  associated  with  a G-6-PD 
deficiency  in  patients  taking  quinine. 

PRECAUTIONS:  Thrombocytopenic  pur- 
pura may  follow  the  administration  of  quinine 
in  highly  sensitive  patients.  Recovery  will  fol- 
low withdrawal  of  the  medication. 

Cinchona  alkaloids,  including  quinine,  have 
the  potential  to  depress  the  hepatic  enzyme 
system  that  synthesizes  the  vitamin  K-de- 
pendent  factors.  The  resulting  hypopro- 
thrombinemic  effect  may  enhance  the  action 
of  warfarin  and  other  oral  anticoagulants. 

ADVERSE  REACTIONS:  Aminophylline 
may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizzi- 
ness, and  gastrointestinal  disturbance.  If 
ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur,  the  drug  should 
be  discontinued. 

DOSAGE  AND  ADMINISTRATION: 

1 tablet  upon  retiring.  When  necessary, 

1 additional  tablet  may  be  taken  following  the 
evening  meal. 

Product  Information  as  of  September,  1977 
U S.  Patent  2,985,558 

Merrell 

MERRELL-NATIONAL  LABORATORIES  Inc. 
Cayey,  Puerto  Rico  00633 

Direct  Medical  Inquiries  to: 

MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U S A. 

Licensor  of  Merrell" 


Quinamm 

each  tablet  contains  quinine  sulfate  260  mg.,  aminophylline  195  mg. 


specific  therapy  for  painful 
night  leg  cramps 


Nocturnal  recumbency  leg  muscle  cramping  is  frequently  an  unwelcome  bedfellow 
for  many  patients— especially  those  with  arthritis,  diabetes  or  peripheral  vascular 
disease . . . consider  Quinamm . . . simple,  convenient  dosage— usually  just  one  tablet 
at  bedtime . . . can  provide  restful,  welcome  sleep  without  night  leg  cramps. 


See  opposite  page  for  prescribing  information. 


The  Alpha 
Advantage: 

It’s  for  all  kinds  of  hypertensives 


• Unlike  beta  blockers,  Catapres^  has  no  contraindications. 

• Catapres  can  be  useful  even  in  these  patients  with: 


Congestive  heart  failure  Allergic  rhinitis 

Ventricular  hypertrophy  Hepatic  disease 

Hyperglycemia  Hyperuricemia 

Diabetes  mellitus  Gouty  arthritis 

Bronchial  asthma  Sulfonamide  hypersensitivity 


Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 


V- 


work/play— normal  hemodynamic  responses  to  exercise  maintained. 

love  —low  incidence  of  impotence  and  or  loss  of  libido: 

2.8%  in  1 ,923  patients  studied. '' 

cardiac  output—  tends  to  return  to  control  values  during  long-term  therapy. 

blood  flow— preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 


The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
etc.  A rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 


•Central  alpha-adrenergic  stimulation  decreases  sympathetic  outfiow  from 
the  tjrain,  as  shown  m animal  studies- 


t Data  on  file  at  Boehringer  Ingelheim  Ltd. 


Please  see  last  page  for  brief  summary,  including 
vwarnings,  precautions,  and  adverse  reactions. 


irable  in  new 
li^tablets 


The  Alpha 
Advantage 

■ ■■  m ■■■■  ■ 


It’s  for  all  kinds 
of  hypertensives 

■ Tablets  of  0.1, 0.2, 0.3  mg 


(clonidine  HCI) 


Hypertension 


• No  contraindications. 

• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

• Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


The  usual  starting  dos'e  of  Catapres  is  0.1  mg  at  brea 
fast  and  0.1  mg  at  bedtime.  Some  patients  may  bene 
from  a starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range — 0.2  — 0.8  mg 

Maximum  daily  dose — 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed. 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient's  individual  blood 
pressure  response. 


Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1, 0.2, 0.3  mg 

Indication:  The  drug  is  Indicated  in  the  treatment  of  hypertension.  As  an  anti- 
hypertensive  drug,  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 
Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a reevaluation 
of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  and  fetus. 

Usage  in  Children:  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  In  children 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2 to  4 days  to  avoid  a possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochloride  therapy  A causal  relationship 
has  not  been  established  in  these  cases.  II  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  witfi 
caution  in  patients  with  severe  coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive  periodic  eye  examinations  While,  except 
lor  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a dose-dependent  increase  in  the  incidence  and  severity  of 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6 mo 
longer. 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drowsine 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been  rei 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The  lo 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely.  (Ip 
instances  an  exact  causal  relationship  has  not  been  established.)  These  it 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnorma 
liver  function  tests;  one  report  of  possible  drug-induced  hepatitis  without 
and  hyperbilirubinemia  in  a patient  receiving  clonidine  hydrochloride, 
thalidone  and  papaverine  hydrochloride.  Weight  gain,  transient  elevation  o 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure.  Ra> 
phenomenon;  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  ch 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  ras 
gioneurotic  edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  ass;  I 
with  a rash,  impotence,  urinary  retention,  increased  sensitivity  to  alcohol,  di  I 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gynecc  I 
weakly  positive  Coombs'  test,  asymptomatic  electrocardiographic  abnori  I 
manifested  as  Wenckebach  period  or  ventricular  trigeminy. 

Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminished 
sent  reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  (d  < 
hydrochloride)  by  several  children  from  19  months  to  5 years  of  age.  I 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  lo  comp  ' 
covery  within  24  hours.  Tolazoline  in  intravenous  doses  of  10  mg  at  30  • 
intervals  usually  abolishes  all  effects  of  Catapres.  (clonidine  hydrochlorick  < 
dosage 

How  Supplied:  Catapres.  brarxl  of  donidine  hydrochloride,  is  available  as  ■ 
(tan)  and  0,2  mg  (oran^)  oval,  single-scored  tablets  in  bottles  of  100  and  10(  • 
available  as  0.3  mg  (peach)  oval,  single-scored  tablets  in  bottles  of  100. 

For  complete  details,  piMse  see  full  prescribing  information. 

UrxJer  license  from  Boehringer  Ingelheim  GmbH 

Boehringer  Boehringer  Ingelheirr  I 

Ingelheim  Ri(jgefield,  CT  06877 
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EXCELLENT  OPPORTUNITY 

POSITION  FOR:  A City  Health  Officer  for  the 
City  of  Sioux  Falls  Health 
Department  who  will  provide 
medical  services. 

STARTING  DATE:  Negotiable 
SALARY:  Negotiable 

ADVANTAGES:  40  hour  work  week;  No  week- 
ends: No  emergency  calls 
REQUIREMENTS:  Prefer  a physician  with  family 
practice  or  comparable  train- 
ing and/or  experience.  Quali- 
fied to  be  licensed  or  licensed 
to  practice  medicine  in  the 
State  of  South  Dakota. 
APPLY:  A.  R.  Zulk,  Public  Health  Di- 
rector 

Sioux  River  Valley  Community 
Health  Center 

Sioux  Falls  Health  Department 
1320  South  Minnesota  Ave- 
nue 

Sioux  Falls,  South  Dakota 
57105 

PHONE  NUMBER:  Area  code  605-339-7098 
Women  and  minorities  are  encouraged  to  apply. 
AN  EQUAL  OPPORTUNITY  EMPLOYER.  All 
replies  are  confidential. 


Six  Years’  Experience  With  Screening  of  a 
Diethylstilbestrol-Exposed  Population  — 

C.  E.  Mangan  et  al  (3400  Spruce  St, 
Philadelphia,  PA  19104)  Am  J Obstet 
Gynecol  134:860-865  (Aug  15)  1979. 

The  physician  population  specializing  in 
obstetric  care  in  Philadelphia  between  1950 
and  1970  was  contacted  to  ascertain  their  use 
of  diethylstilbestrol  (DES)  during  pregnancy. 
Of  the  31.8%  of  the  physicians  who  responded 
to  the  questionnaire,  71.8%  used  DES  during 
pregnancy  and  12.7%  desired  assistance  in 
review  of  their  records.  During  the  six  years 
from  the  initial  survey,  830  young  women 
exposed  to  DES  in  utero  were  periodically 
screened  for  cervicovaginal  abnormalities  and 
clear  cell  adenocarcinoma.  Of  these  830 
patients  61.7%  had  cervicovaginal  abnormali- 
ties and  65.9%  showed  either  adenosis  or 
evidence  of  the  prior  existence  of  vaginal 
adenosis.  Eight  patients  were  treated  for  clear 
cell  adenocarcinoma;  two  cases  were  detected 
while  asymptomatic.  Seven  patients  are  living 
with  no  evidence  of  cancer,  and  two  of  these 
have  survived  more  than  five  years. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Carlyle  E. 
Wilson,  Jr.,  Omaha.  Counties:  Doug- 
las, Sarpy. 

Second  District:  Councilor:  Louis  J. 

Gogela,  Lincoln.  Counties:  Cass.  Lan- 
caster. Otoe. 

Third  District:  Councilor:  Myron  E. 

Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 

Carlson,  Verdigre.  Counties:  Antelope, 
Cedar.  Cuming,  Dakota,  Dixon,  Knox, 
Madison,  Pierce,  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 

Miller,  Columbus.  Counties:  Boone. 
Burt,  Colfax.  Dodge,  Merrick,  Nance. 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 

Pitsch,  Seward.  Counties:  Butler. 

Hamilton.  Polk,  Saunders,  Seward. 
York. 

Seventh  District:  Councilor;  Clarence 
Zimmer,  Friend.  Counties:  Clay,  Fill- 
more, Jefferson.  Nuckolls.  Saline. 
Thayer. 

Pvighth  District:  Councilor:  Thomas  H 
Wallace.  Gordon.  Counties:  Boyd. 

Brown.  Cherry,  Holt.  Keyapaha.  Rwk. 
Sheridan. 

Ninth  District;  Councilor:  Joel  T.  John- 
son, Kearney.  Counties:  Blaine,  Buf- 
falo. Custer.  Dawson,  Garfield.  Grant, 
Greeley.  Hall,  Hooker,  Howard,  lx)up, 
Sherman,  Thomas,  Valley,  Wheeler, 
Tenth  District:  Councilor:  Fred  J.  Rutt, 
Hastings.  Counties:  Adams.  Chase. 

Dundy.  Franklin.  Frontier,  Furnas. 
(Josper,  Harlan.  Hayes.  Hitchcock. 
Kearney.  Phelps.  Rea  Willow,  Web- 
ster. 

Eleventh  District:  Councilor:  Berl  W. 
Spencer.  Ogallala  Counties;  Arthur. 
Deuel,  Garden,  Keith.  Lincoln.  I»gan, 
McPherson.  Perkins. 

Twelfth  District:  Councilor;  Calvin  M. 
Oba,  Scottsbluff.  Counties:  lianner. 

Box  Butte.  Cheyenne.  Dawes.  Kimball. 
Morrill.  Scotts  Bluff.  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams 

*Antelope-Pierce 
Boone 
Box  Butte 
Buffalo 
Butler 
Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

•Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 
Jefferson 
•Knox 
Lancaster 
Lincoln 
•Madison 

Metropolitan  Omaha 
Northwest  Nebraska 
Otoe 

Perkins-Chase 

Platu-  lxiup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central  Nebraska 
Southeast  Nebraska 
Southwest  Nebraska 
Washington-Hurt 
York 

•{Northeast 


PRESIDENT 

Lawrence  A.  McKinnis.  Hastings 
R.  E.  Kopp,  Plainview 
Gary  Smith.  Newman  Grove 
John  H.  Floyd,  Alliance 
Philip  A.  Gasseling,  Kearney 
Lawrence  Rudolph,  David  City 
R.  J.  Dietz.  Plattsmouth 
A.  H.  Shamberg,  Kimball 
L.  J.  Chadek,  West  Point 
Loren  H.  Jacobsen,  Broken  Bow 

James  E.  Bridges.  Fremont 
Henry  J.  Billerbeck.  Randolph 

Patrick  C.  Gillespie.  Beatrice 
Gordon  D.  Bainbridge.  Gr.  Island 
Gary  D.  Penner.  Aurora 


SECRETARY-TREASURER 
George  J.  Lytton,  Hastings 

D.  F.  Johnson.  Jr..  Osmond 
Charles  Sweet.  Albion 
Bruce  D Forney.  Alliance 
William  W'.  Lyons.  Kearney 
Gerald  W.  Luckey,  David  City 
Glen  D.  Knosp,  Elmwood 

E.  L.  Sucha.  West  Point 

N.  Leon  Books.  Broken  Bow 
Larry  F.  Wilson,  Gothenburg 
William  B.  Eaton.  Fremont 
Robert  B.  Benthack,  Wayne 

Klemens  E Gustafson.  Beatrice 
Sheridan  T Anderson.  Gr  Island 
Richard  O,  Forsman.  Aurora 


Douglas  M Laflan,  Creighton  Delwyn  J.  Nagengast.  Bloomfield 
D.  W.  Ebers,  Lincoln  W.  E Lundak,  Lincoln 

Leland  F.  Lamberty,  North  Platte  Mark  B Sorensen.  North  Platte 


Harold  Dahlheim.  Norfolk 
Edward  M.  Malashock.  Omaha 
Robert  Rasmussen,  Chadron  . . 
Dean  R Thomson,  Syracuse 
Bryce  G.  Shopp.  Imperial 
Warren  R Miller.  Columbus 
Angelito  C Dela  Cruz.  Friend 
J.  Paul  Glabasnia.  Papillion 
John  E Hansen.  Jr  . Wah<xi 
Donald  M Gentry.  Gering 
R Paul  Hoff.  Seward 
Richard  E.  Penry.  Hebron 
H.  C.  Stewart.  Pawnee  City 
P L.  Wiel>e,  McCook 
Kenneth  C.  liagby,  Blair 
James  D,  Ikdl.  York 


G.  Tom  Surber,  Norfolk 
John  F.  Fitzgibbons,  Omaha 
Robert  Hanlon,  ('hadron 
Paul  R Madison.  Nebraska  City 
Paul  F Bottom.  Grant 
Ronald  W Klutman.  Columbus 
Angelito  C Dela  Cruz.  Friend 
Michael  J Moran.  Papillion 
Robert  E Morris.  Ralston 
Robert  C Calkins.  Scottsbluff 
Roger  A Jacobs.  Seward 
("harles  F Ashby,  (^neva 
R L Burghart.  Falls  ('ity 
Elizabeth  D F'dwards.  Mcf'ook 
('lifford  M.  Hadley.  Lyons 
Bon  N.  Greenberg.  York 
(Jordon  Adams.  Norfolk) 
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penicillin  V potassium 


is  the  most 
widely  prescribed 
brand  of  oral  penicillin 


V-CILLIN  K 

C29 


V-CillinK* 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hyp>ersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  1102:751 

*Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


900416 


ORGANIZATIONS,  STATE_= 

American  Cancer  ScK^iety,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
Overland  Wolf  Centre.  Suite  210. 

6910  Pacific  Street.  Omaha  68106 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson.  Executive  Director 
7377  Pacific  St..  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson.  Executive  Director 
3624  Farnam  Street.  Omaha  68131 
American  Lung  Association  of  Nebraska 

Mr.  Edward  Carter.  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267.  1701  "E"  St..  Lincoln  68501 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner.  Executive  Director 
120  No.  69th  St..  Rm.  202.  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey.  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus.  M.D.,  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw.  Executive  Director 
Karen  Mundv.  Associate  Director 
9664  Mockingbird  Drive.  Omaha  68127 
Dairy  Council  of  Central  States.  Inc. 

6901  Dodge  Street.  Room  104,  Omaha  68132 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman.  Director 
1047  South  Street,  Lincoln  68502 
Health  Manpower  Referral  Service.  State  of  Nebraska 
State  Capitol  Building.  Lincoln  68509 
Senator  Thomas  C.  Kennedy.  Director 
Kidney  Foundation  of  Nebraska 

Karen  Engelsman.  Acting  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street.  Lower  Level.  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St..  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Mr.  Harrison  J.  Welch.  Executive  Director 
740  Keeline  Bldg.,  319  So.  17th  St..  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
John  F.  Aita.  M.D  . Secretary-Treasurer 
2302  North  55th  St..  Omaha  68104 
Nebraska  Academy  of  Ophthalmology 
Richard  Meissner.  M.I),.  President 
434  The  Doctors  Building,  Omaha  68114 
Nebraska  Academy  of  Otolaryngology 
F Edward  Stivers.  M I)..  President 
631)  North  Cotner,  Lincoln  68505 
Nebraska  Academy  of  Physician  Assistants 
Michael  J.  (irutsch.  P.A.(’. 

Box  906,  Imperial  69033 
Nebraska  Asaociation  of  Nuclear  Physicians.  Inc. 

Merton  A.  Quaife.  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  and  Dewey  Avenue.  Omaha  68105 
Nebraska  Association  of  Pathologists 
Wayne  Markus,  M.D.,  Sec’y.-Trea.s. 

Lutheran  Medical  (’enter  Laboratory, 

515  So.  26th  St..  Omaha  68103 
Nebraska  (.hapter  — American  Academy  of  Family  Physicians 
Wesley  G,  Wilhelm.  M I)..  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil.  Executive  Secretary 
82.58  Hascall  St..  Omaha  68124 

Nebraska  (’hapter  — American  Academy  of  Pediatrics 
Eileen  (’.  Vautravers,  M I)..  Secretary-Treasurer 
.5145  “()"  Street.  Lincoln  68510 

Nebraska  (’hapter  — American  (’ollege  of  Emergency  Physicians 
Jeanette  N1  Pergam.  M.I).,  Secretary-Treasurer 
502  South  44th  Street.  Omaha  68105 
Nebrnskii  ('hapter  — American  College  of  Surgeons 
John  W.  Smith.  M.I).,  Secretary-Treasurer 
8300  Dodge  St..  #124.  Omaha  68114 
NebriiHka  ('hapter  of  Myasthenia  Gravis  Foundation 
John  F Aita.  M.I)  . Medical  Advisor 
105  South  49th  St..  Omaha  681.32 
Nebraska  Dental  Association 

I)  W.  Edwards.  I),I)  S..  Secretary 
1007  Lincoln  Ik*nefil  IJfe  Bldg  , Lincoln  68508 
Nebraska  Dietetic  ANsocialion 
T'arnu  Krause.  R.I),.  President 
418  Onit  Drive.  Wayne  68787 
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Nebraska  Easter  Seed  Society 

David  E.  Evans.  Executive  Director 
P.O.  Box  14204,  West  Omaha  Station, 

12177  Pacific  St.,  Omaha  68114 
Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road,  Suite  129,  Omaha  68106 
Nebraska  Health  Care  Association 
Mr.  Bernard  Dana,  Interim  President 
3100  “0”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount.  Executive  Director 
Box  94833,  1335  “L"  St..  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356.  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue.  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff.  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff.  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Dzirlene  Cording.  Executive  Director 
Suite  26.  10730  Pacific  St..  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson.  M.D..  Secretary 

Embassy  Plaza  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs.  Executive  Secretary 
Dr.  Robert  P.  Marshall.  Executive  Director 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T Eaton.  Jr..  M.D..  Director 
602  South  45th  St..  Omaha  68106 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns.  M.D.,  President 
Suite  10.  Dodge  Professional  Center 
8601  W.  Dodge  Road.  Omaha  68114 
Nebraska  Public  Health  Association 
D.  .Mike  Wight.  President 
301  Centennial  Mall  South,  Lincoln  68509 
The  Nebraska  Radiological  Society  — A Chapter  of  the 
American  College  of  Radiology’ 

W . Benton  Copple,  M.D..  Secretary-Treasurer 
One  Country  Club  Medical  Plaza 
6801  North  72nd  Street.  Omaha  68122 
Nebraska  Region  — American  College  of  Physicians 

Robert  L.  Grissom.  M.D..  F.A.C.P..  Governor  for  Nebr. 
Univ.  of  Nebr.  Medical  Ctr..  42nd  & Dewey  Ave. 

Omaha  68105 

Nebraska  Rheumatism  Association 

Arthur  L.  Weaver.  M.D..  President 
2121  South  56th  Street.  Lincoln  68506 
Nebraska  Society  of  Internal  Medicine 
Joseph  E.  Stitcher.  M.D.,  President 
2121  South  56lh  Street,  Lincoln  68506 
Nebraska  Society  for  Medical  Technologists.  Inc. 

Rodney  Roland.  MT  (ASCP).  President 
920  No.  Ash.  Gordon  69343 
Nebraska  Society'  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
4600  Valley  Road.  Lincoln  68510 
The  Nebraska  Society  for  Respiratory’  Therapv 
John  G.  Headley.  CRTT.  President 
University  of  Nebra.ska  Medical  Center.  42nd  & Dewev, 
Omaha  68105 

Nebraska  Society  of  Anesthesiologists 
John  R Allely.  M l)..  President 
.Suite  255  ■ Second  Floor  North.  450  East  23rd. 

Memorial  Hospital.  Fremont  68025 
Nebraska  Society  of  Radiologic  Technologists 
Pat  Englehaupt.  RT.  President 
11655  Fowler  Avenue.  Omaha  68164 
Nebraska  State  Department  of  Health 

Henry  D.  Smith.  M.D..  Director  of  Health 
l*,0.  Box  95007,  301  Centennial  Mall  So..  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  I3eavers.  M D..  Secretary-Treasurer 
8552  Cass.  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Mrs.  Norma  Parker.  President 
4002  No.  78th  St..  Omaha  68134 
NebiaNka  Urological  Association 
David  H,  Kuper.  M.D..  President 
201  Htdge  Street,  ('ouncil  Bluffs.  Iowa  51501 
Nebraska  Veterinary  Medical  Association 
lk)b  Garey.  Executive  Director 
209  West  9lh  St  . Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel.  Executive  Secretary 
7363  Pacific  St..  #210-A.  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Camille  Wolesensky,  Executive  Director 
1600  No.  56th  St  . Lincoln  68504 
University  of  Nebraska  Medical  Center 
Neal  A Vanselow.  M I),.  Chancellor 
42nd  and  Dewey  Avenue.  Omaha  68105 
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brand  of 


dm^tidtiief 


How  Supplied;  ‘ ^ 

Pale  green  300  mg.  tablets 
in  bottles  of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only). 
Injection,  300  mg./2  ml., 
in  single-dose  vials 
and  in  8 ml.  multiple-dose  vials, 
both  in  packages  of  10. 


a SmithKIine  company 


When  painful  spasm 
is  the  presenting 
symptom 


..in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyl* 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 

'The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


♦This  drug  has  been  classified  probably  " effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964. 


Merrell 
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Bentyl* 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets.  Syrup,  Inieclion 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Bnel  Summary 

INOICATIONS 

Baser)  on  a review  of  this  drug  by  the  National  Academy  ot 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FOA  has  classified  the  following  indications  as  "prob- 
ably" effective 

For  the  treatment  ot  functional  bowel/irritable  bowel 
syndrome  (Irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis 
THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
UEVED  BY  VARYING  COMBINATIONS  OF  SEDATIVE. 
REASSURANCE,  PHYSICIAN  INTEREST.  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-eftective  indications 
requires  further  investigation. 


CONTRAINDICATIONS;  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy):  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis):  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient:  unstable  cardiovascular  status  in  acute 
hemorrhage:  severe  ulcerative  colitis:  toxic  megacolon  compli- 
cating ulcerative  colitis:  myasthenia  gravis  WARNINGS  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  ot  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with  Autonomic  neuropathy.  Hepatic  or  renal 
disease  Ulcerative  colitis  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

00  not  rely  on  the  use  of  the  drug  in  the  presence  ot  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these  Adverse  reactions  may  include  xerostomia:  urinary  hesi- 
tancy and  retention:  blurred  vision  and  tachycardia:  palpitations: 
mydriasis,  cycloplegia:  increased  ocular  tension:  loss  ot  taste, 
headache:  nervousness,  drowsiness:  weakness:  dizziness:  insom- 
nia. nausea:  vomiting:  impotence:  suppression  of  lactation:  con- 
stipation, bloated  feeling:  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis,  urticaria  and  other  dermal 
manitestations.  some  degree  of  mental  contusion  and/or  excite- 
ment. especially  in  elderly  persons,  and  decreased  sweating  With 
the  iniectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mg.  capsule  and  syrup  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  lour  times  daily  Children 

1 capsule  or  teaspoonful  syrup  three  or  four  times  daily  Infants  Vi 
leaspoontui  syrup  three  or  four  times  daily  (May  be  diluted  with 
equal  volume  of  water ) Bentyl  20  mg  Adults  t tablet  three  or  four 
times  daily  Bentyl  Injection  Adults  2 ml  (20  mg.)  every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot.  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  lor  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholme"  (bethanecol  chloride  USP) 
should  be  used 

Product  Information  as  of  October.  t978 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES. INC . Swiflwater,  Pennsylvania  t8370  or  TAYLOR  PHAR- 
MACAL  COMPANY  Decatur.  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES.  Division  of  Richardson-Merrell  Inc  , Cincinnati. 
Ohio  45215.  USA 


NEBRASKA 
MEDICAL  ASSOCIATION 
112th  Annual  Session 
April  27-30,  1980 
OMAHA  HILTON  HOTEL 
OMAHA,  NEBRASKA 


AMA  student  membership  began  in  1973 
and  was  at  15,620  members  in  1978,  an 
increase  of  1,220  from  1977.  Students  have  a 
delegate  in  the  House  of  Delegates,  a voice  on 
6 AMA  councils  and  active  involvement  in  the 
federation  through  the  AMA  Student  Business 
Section. 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  |8’/6  x 1 1 in.  (22  x 28  cm)|  white  paper:  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author’s  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  comer,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor: 
his  address  is  shown  in  the  upper  left  corner  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus:  .see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  .Send 
covering  letter  with  the  manuscript:  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers: 
we  do  not  print  bibliographies. 

Letters-to-the-Editor,  for  which  galley  proofs  are  not  sent,  should  be 
double-spaced,  and  accompanied  by  the  notation;  For  Publication. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
rivrythin^K 

Manuscripts  are  published  m the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  the  galley  proofs  are  received  from  the 
authors  Please  do  not  ask  when  your  article  will  be  printed,  and  do  not 
re(|uest  earlier  publication  than  is  warranted:  it  is  not  fair  to  other 
authors,  whose  articles  would  then  be  held  up.  and  it  upsets  the  Editor. 
We  tp  to  publish  manuscripts  <|uickly.  with  as  little  waiting  as  possible 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing 
('o..  Inc,.  PO  Box  278.  Norfolk.  Nebraska  88701. 
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MFnnm  national  laboratories 

O'vttionol  R'cSn'd^on  Mfo'Pii  Inc 
Cincmnali  OSk>4571%  USA 


ConsfipQtion 
acute  or  chronic 


Consriporion  may  be  caused  by  conditions  offecting 
the  filling  ond  emptying  of  the  rectum. 


inadequate  filling 

Interference  in  propulsive 
contractions 

InnpQirment  of  smooth 
muscle  controctility 

Obstruction  of  the  lumen 


Inadequate  emptying 

Interference  in  the  stimulotion  of  the 
defecation  reflex 

An  additional 
complication 

Self  treotment — use  and  obuse  of 
loxotives 


Treatment  of  underlying  disorders  is  critical... 
Relief  of  constipation  is  essential 


Petdiem: 


...distinctive! 


A unique  blend  of  noturol  vegetable  derivatives 
For  comfortable  and  safe  relief  of  constipotion 


Psyllium 

■ A norurol  source  of  hydrophillic  colloids 

■ Strengthens  stimulus  to  defecore  / 
by  increasing  indigestible  residue 

■ Helps  produce  soft, 

hydrored,  well  formed 
stool  i 


for  comfoitoW® 

relief  ® 
consfiporio*^ 


Perdienn 


$ 

• 

Senna 


^^»Oms(6  6oz 


■ Produces  mild  peristolric 
stimulotion 

■ Helps  propel  bulk  through 
colon 


A unique 
granular 
formulatian 

■ No  mixing  or  chewing 

■ Gronules  ore  placed  in 
mouth  ond  swollowed  with 
full  gloss  of  beveroge 

■ Helps  breok  corhortic 
hobituotion 

■ Helps  establish  normol 
defecotory  reflexes  ond 
regulor  bowel  rhythm 


John  AAoerz,  M.D. 

Medical  Direaor 
W,  H.  Pvorer,  Inc. 

Fort  Woshington,  PA  19034 

Deor  Dr.  Moerz: 

Yes,  I would  like  to  receive  o supply  of  Perdiem™ 
storter  somples  for  my  potients. 


Dr.. 


Address . 


Qty_ 


Store . 
Zip_ 


Spedolty 


5J-312 


PSiffcliem™ 

Prescribing  Infomnorion 

ACTIONS:  Perdiem^“,  wirh  its  genrie  oaion,  does 
nor  produce  disogreeoble  side  effeos.  The  veg- 
eroble  muciloges  of  Perdienn'”  soften  rhe  srool 
and  provide  poin-free  evocuorion  of  rhe  bo\Arel. 
Perdienn’”  is  effeaive  os  on  aid  ro  eliminorion  for 
the  hemorrhoid  or  fissure  porienr  prior  ro  ond  fol- 
lowing surgery. 

COMPOSITION:  Norurol  vegeroble  derivorives:  A 
unique  blend  of  psyllium  ond  senno  (Plonrogo 
Hydrocolloid  with  Cossio  Pod  Concenrrore). 
INDICATION:  For  relief  of  consriporion. 

PATIENT  WARNING:  Should  nor  be  used  in  the 
presence  of  undiognosed  abdominal  pain.  Fre- 
quent or  prolonged  use  without  the  direction  of  o 
physicion  is  nor  recommended.  Such  use  may 
ieod  ro  loxorive  dependence. 

DIRECTIONS  FOR  USE— ADULTS:  Before  breol<fosr 
and  after  the  evening  meol,  one  ro  two  rounded 
reospoonfuls  of  Perdiem^"  granules  should  be 
ploced  in  the  mouth  ond  swallowed  with  o full 
gloss  of  worm  or  cold  beverage.  Perdiem^“ 
gronules  should  nor  be  chew^.  After  Perdiem^” 
raises  effea  (usuolly  after  24  hours,  bur  possibly 
nor  before  36-48  hours):  reduce  the  morning 
ond  evening  doses  ro  one  rounded  reospoonful. 
Subsequent  doses  should  be  odjusred  after 
adequate  loxorion  is  obtained. 

IN  OBSTINATE  CASES:  Perdiem™  moy  be  token 
more  frequently,  up  to  two  rounded  reospoonfuls 
every  six  hours. 

FOR  PATIENTS  HABITUATED  TO  STRONG  PURGA- 
TIVES: Two  rounded  reospoonfuls  of  Perdiem^“  in 
the  morning  and  evening  moy  be  required 
olong  with  half  rhe  usual  dose  of  rhe  purgative 
being  used.  The  purgative  should  be  discon- 
tinued os  soon  os  possible  and  rhe  dosoge  of 
Perdiem^“  granules  reduced  when  ond  if  bowel 
rone  shows  lessened  loxorive  dependence. 

FOR  COLOSTOMY  PATIENTS:  To  ensure  formed 
stools,  give  one  ro  two  rounded  reospoonfuls  of 
Perdiem^"  in  rhe  evening  wirh  worm  liquid. 
DURING  PREGNANCY:  Give  one  ro  two  rounded 
reospoonfuls  each  evening. 


FOR  CLINICAL  REGULATION:  For  porients  confined 
ro  bed.  for  those  of  inactive  habits,  and  in  rhe 
presence  of  cardiovascular  diseose  where  strain- 
ing must  be  ovoided,  one  rounded  reospoonful 
of  Perdiem^”  token  once  or  twice  doily  will  pro- 
vide regulor  bowel  habits.  Take  wirh  o full  gloss  of 
water  or  beveroge. 

FOR  CHILDREN:  From  oge  7 — 1 1 yeors,  give  one 
rounded  reospoonful  one  ro  two  rimes  doily. 

From  age  12  and  older,  give  odulr  dosage. 

NOTE:  It  is  extremely  imporronr  rhor  Perdiem’^” 
should  be  token  with  o plentiful  supply  of  liquid. 
HOW  SUPPLIED:  Granules;  100  grom  (3.5  oz. ) 
and  250  grom  (8.8  oz.)  canisters. 


for  comforroble 
relief  o' 
consiipotiof 


Perdiern 


s 

• 

E 

yoms  (6.60Z. 


I 


Made  in  West  Germti 


NO  POSTAGE 
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IF  MAILED 
IN  THE 

UNITED  STATES 


BUSINESS  REPLY  MAIL 

FIRST  CLASS  PERMIT  NO.  29  Ft.  Washington,  PA. 


POSTAGE  WILL  BE  PAID  BY  ADDRESSEE 


William  H,  Rorer,  Inc. 

500  Virginia  Drive 

Ft.  Washington,  PA.  19034 
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WILLIAM  H.  RORER,  IN 

Fort  Washington  PA  19034 
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Opportunities  For 
Primary  Care  Physicians 


Seven  Midwestern  rural  communities  are  looking  lor 
primary  care  physicians  and  general  surgeons  All  areas  oiler 
modern  hospital  and  clinic  lacililies,  with  local  physician(s)  to 
oiler  support  and  coverage 

Liberal  incentive  oilers  are  available  lor  relocation  and 
practice  set-up  Vacation  and  conlerence  lime  are  also 
included  in  the  benelils  ol  several  sites 
II  interested  in  more  detailed  information  please  write 
Physician  PO  Box  3909  Omaha  Nebraska  68103 


The  AMA  reveals  that  fractures  and  other 
trauma  generate  more  malpractice  claims  than 
any  other  maladies.  Most  expensive  suits, 
however,  result  from  neurosurgery,  anesthesia 
and  obstetric  claims. 

* ♦ ♦ 

The  AMA  reports  16,592  malpractice  suits 
were  settled  between  July  19,  1976,  and  June 
19,  1978.  Average  case  was  42  months. 
Diagnostic  radiologists  and  internists  were 
sued  twice  as  often  as  other  nonsurgical 
specialists. 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 

★ 

If  costs  very  little 
to  run  reprints — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


RURAL  HGALTH  CARG/ 
UPDATG  1980 


American  Medical 
Association  33rd 
National  Conference 
on  Rural  Health 
Boston,  Massachusetts 
April  17-18,1980 

Don't  miss  this  outstanding  opportunity 
to  update  yourself  on  the  latest  de- 
velopments in  the  delivery  of  health  care 
services  in  rural  areas.  Physicians  can 
earn  up  to  15  hours  of  continuing  medi- 
cal education  credit  by  choosing  from 
over  30  workshops,  CME  courses,  and 
general  sessions. 

Write  today  for  complete  information. 


Dept,  of  Meeting  Services 
American  Medical  Association 
535  N.  Dearborn  St. 

Chicago,  IL  60610 

Please  send  me  complete  information  on  the 
33rd  National  Conference  on  Rural  Health, 
April  17-18.  1980. 

Name 

Address 

City 

State.  Zip 
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PROFESSIONAL  LIABILITY 
INSURANCE 


is  a high  marhi 
distinction 


ijiiia 

JtsuMi'  to»ifts>7.v 

Professional  Protection  Exclusively  since  1899 


Home  Parenteral  Nutrition  in  Children 
With  Crohn’s  Disease  — C.  T.  Strobel  et 
al  (Wilford  Hall  USAF  Medical  Center, 
Lackland  AFB,  TX  78236)  Gastroenter- 
ology 77:272-279  (Aug)  1979. 

Seventeen  pediatric  patients  (aged  9.25  to 
20.5  years)  were  placed  on  a program  of  home 
parenteral  nutrition  (HPN)  for  severe,  symp- 
tomatic Crohn’s  disease.  The  HPN  complica- 
tions were  minimal,  the  only  one  episode  of 
sepsis  per  5.8  catheter  experience  years.  The 
HPN  is  a safe  and  effective  means  of  inducing 
remissions  and  providing  optimal  nutritional 
support  in  pediatric  patients  with  severe 
Crohn’s  disease.  Patients  with  less  than 
adequate  response  to  standard  medical  man- 
agement should  he  considered  candidates  for 
this  therapeutic  modality. 


OMAHA  OFFICE: 

L.  Roger  Garner,  Representative 
9110  West  Dodge  Phone  402-393-5797 
Suite  375,  Omaha  681 14 


John  Erickson,  President 
Fellowship  of  Christian  Athletes 


John  Erickson  is  a believer  in  dedication.  If 
is  evident  throughout  his  career  and  began 
in  his  youth. 

Erickson  was  a standout  athlete  in  high 
school  and  at  Beloit  College  in  Wisconsin 
where  he  received  nine  athletic  letters  and  is 
a Hall  of  Fame  member  He  compiled  an 
impressive  record  as  a high  school  and  small 
college  coach  and  as  head  basketball  coach 
at  the  University  of  Wisconsin. 

His  leadership  was  also  evident  in  the 
expansion  of  the  Milwaukee  Bucks  National 
Basketball  Association  team  program.  With- 
in three  years  from  the  time  Erickson  joined 
the  team  as  vice-president  and  general 
manager  in  1968,  the  Bucks  achieved  the 
NBA  championship. 


Guest  speaker 


Today,  Erickson's  dedication  and  leader- 
ship are  paving  the  way  for  expansion  and 
growth  of  the  Fellowship  of  Christian  Ath- 
letes. The  results  include  an  expanded 
national  Fellowship  of  Christian  Athlete  con- 
ference program,  development  of  a 355- 
acre  national  resource  center  in  Indiana  and 
addition  of  high  school  girl  athletes  and 
junior  high  boy  athletes  to  FCA's  official 
programming.  A national  headquarters  has 
also  been  built  in  Kansas  City. 

Erickson  is  well  known  for  his  community 
and  volunteer  work.  He  is  the  recipient  of 
several  special  awards  and  is  a nationally 
known  speaker.  He,  his  wife  and  three 
daughters  live  in  Overland  Park,  Kansas. 


Annual  Recognition  and  Religion  Banquet 
Sunday,  April  27,  7 p.m.,  Omaha  Hilton  Hotel 


Nebraska  Medical  Association 


112th  Annual  Session 


Registration  Forms  for  the  Session  and  Ticket  Forms  will  be  distributed  in  early  April 
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Nebraska  Medical  Association  Officers  and  Commissions 

OFFICERS 


Charles  V\'.  Land^raf,  -Ir.,  M.D.,  Hastings  President 

FCussell  L.  Oort  hey.  M.D.,  Lincoln President-Elect 

Orin  H.  Hayes.  M.I).,  Lincoln Secretai’y-Treasurer 

Kenneth  E.  Neff.  Lincoln Executive  Director 

William  L.  Schellpeper.  Lincoln Assistant  Executive  Director 


AMA  Delegates  — ('.  .).  Cornelius.  .Jr..  M.D..  Sidney;  .John  I).  C^oe,  M.D.,  Omaha 
.AM.A  .Alternate  Delegates  — Louis  .1.  Gogela.  M.D.,  Lincoln;  Blaine  Y.  Roffman,  M.D.,  Omaha 
Delegate  to  the  North  ('entral  Medical  C'onference  — Dwaine  -J.  Peetz,  M.D.,  Neligh 


BOARD  OF  DIREC  TORS 


C'harles  W.  Landgraf.  .Jr..  M.D..  C'hm Hastings 

Russell  L.  Oorthey.  M.D..  \'ice-C'hm Lincoln 

Orin  R.  Hayes.  M.D..  Secretary Lincoln 

Houtz  G.  Steenhurg.  M.I) Torrington.  Wyo. 

•Allan  C'.  Landers.  M.I) Scottshluff 

Frederick  F.  Paustian,  M.I) Omaha 

Herbert  PL  Reese.  M.D Lincoln 

Ex-Officio; 

.Alvin  A.  .Armstrong.  M.D Scottshluff 

HariT  W.  McFadden.  .Jr..  M.D Omaha 

C'arlyle  E.  Wilson.  .Jr..  M l) Omaha 

C’OMMISSIO.N  O.N  ASSOCI  ATION  AFFAIRS 
Dwaine  .J.  J’eetz.  M.I)..  Chm Neligh 

R.  L.  Cassel.  M.I) Omaha 

Louis  .1.  Gogela.  M.I) Lincoln 

Clyde  L.  Kleager.  M.I) Hastings 

.1.  P.  Schlichtemier.  M.I) Omaha 

.Joseph  C.  Scott.  M.I) Omaha 

CO.M.MISSION  ON  C LINICAL  MEDICTNE 

Robert  M.  Stryker.  .M.I)..  Chm Omaha 

•Allen  .J.  .Alderman.  M.I) Chadron 

Patrick  PL  Clare.  M.D Lincoln 

.Joel  T.  .Johnson.  .M.D Kearney 

Robert  G.  Osborne.  M.D Lincoln 

William  L.  Rumbolz.  M.D Omaha 

Richard  B.  Svehla.  .M.D Omaha 

•John  G.  Yost.  M.D Hastings 

AD-HOC  COM.MITTEE  ON  .ATHLETIC  MEDICINE 
Patrick  E.  Clare.  M.D..  Chm Lincoln 

S.  I.  Fuenning.  .M.D Lincoln 

Charles  W.  Newman.  M.D Lincoln 

.John  G.  Yost.  M.D Hastings 

George  F.  Sullivan.  RPT Lincoln 

Wayne  Wagner.  .AT Omaha 

AD-HOC  CO.M.MITTEE  ON  EMERGENCY 
MEDK  AL  SERVICES 

Richard  B.  Svehla.  M.D..  Chm Omaha 

Stephen  W.  Carveth.  M.D Lincoln 

Kenneth  F.  Kimball.  M.D Kearney 

Dean  .A.  McGee.  M.D Omaha 

AD-HOC  COM.MITTEE  O.N  .MATERNAL  & 

CHILD  HEALTH 

William  L.  Rumbolz.  M.D..  Chm Omaha 

Section  on  Maternal  Mortality  Review 

C harles  .A.  Field.  M.D Omaha 

William  L.  Rumbolz.  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

•John  W.  Goldkrand.  M.D Omaha 

Glenn  L.  Haswell.  M.D Omaha 

Kenton  L.  Shaffer.  \I.D Kearney 

William  L.  Rumbolz.  M.D Omaha 

SCIENTIFIC  SESSIONS  CO.M.MITTEE 

Robert  M.  Strvker.  M.D.,  Chm Omaha 

•James  R.  Brown.  M.D Omaha 

Richard  A.  Cottingham.  .M.D McCook 

Dale  W.  Ebers.  M.D Lincoln 

Stuart  P.  Embury.  M.D Holdrege 

Richard  A.  Hranac.  M.D Kearney 

■John  C.  Sage.  M.D Omaha 

Bernard  F.  Wendt.  M.D Lincoln 


COUNf’IL  ON  PROFESSIONAL  ETHICS 


('harles  F'.  Ashby.  M.D Geneva 

Russell  .J.  .Mclntire.  M l) Hastings 

Arthur  L.  .Smith.  .Jr..  M.D Lincoln 

C.  N.  .Sorensen.  M.D Scottshluff 

Stanley  M.  Truhlsen.  M.D Omaha 


CO.MMISSION  ON  GOVERNMENTAL  AFFAIRS 


Carl  .J.  Cornelius.  .Jr..  M I).,  ('hm Sidney 

•John  I).  Coe.  M.D Omaha 

William  Doering.  M.D Franklin 

•John  F'.  Porterfield.  .M  I) Lincoln 

Donald  F'.  Prince.  .M.D Minden 

•Jerald  R.  .Schenken.  M.D Omaha 

R.  F'.  Sievers.  M.D Blair 


COMMISSION  ON  LEGISLATION  & LEGAL  AFFAIRS 


Herbert  E.  Reese.  M.D.,  ('hm Lincoln 

•John  H.  Bancroft.  M.D Kearney 

■James  H.  Dunlap.  M.D. . . . .- Norfolk 

Blaine  Y.  Roffman.  M.D Omaha 

Robert  F'.  Shapiro.  M.D Lincoln 

Arthur  L.  .Smith.  .Jr..  M.D Lincoln 

R.  L.  Tollefson.  M.D W'ausa 

Stanley  M.  Truhlsen.  M.D Omaha 


CO.M.MISSION  ON  MEDICAL  EDUCATION 


.John  W.  Smith.  M.D..  Chm Omaha 

Warren  G.  Bosley.  M.D Grand  Island 

Wendell  L.  Fairbanks.  M.D Alliance 

Michael  J.  Haller.  M.D Omaha 

Robert  I).  Harry.  M.D Lexington 

Robert  .J.  .Stein.  M.D Lincoln 

Paul  R.  Young.  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 


Warren  G.  Bosley.  M.D..  Chm Grand  Island 

Robert  B.  Benthack.  M.D Wayne 

S.  I.  Fuenning.  M.D Lincoln 

Eileen  ('.  Vautravers.  M.D Lincoln 


CO.MMISSION  ON  PUBLIC  AFFAIRS 


C.  Lee  Retelsdorf.  M.D..  Chm Omaha 

Leonard  .J.  Chadek,  M.D West  Point 

Donald  E.  Matthews,  M.D Lincoln 

('raig  R.  Nolle.  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Warren  Richard,  M.D Hastings 

('.  N.  Sorensen.  M.D Scottshluff 


STUDY  COMMITTEE  ON  COST  AWARENESS 


Arnold  W.  Lempka,  M.D.,  Chm Omaha 

John  Bancroft,  M.D Kearney 

Rex  Haberman Omaha 

Roger  P.  Massie,  M.D Plainview 

John  T.  McGreer,  III,  M.D Lincoln 

Robert  S.  Wigton,  Jr.,  M.D Omaha 
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ITS  HK3HLY 
RECOMMENDED... 

AND  FOR  GOOD  REASONS 


1 . provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 

2.  helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

3.  it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses:  and  it’s  painless 
and  cosmetically  pleasing 

4.  contains  three  antibiotics  that  are  rarely  used  systemically 

5.  you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes:  1 oz  tube,  V2  oz  tube,  or  the  versatile,  single-use 
foil  packet 


NEOSPORIN*  Ointment 


selected 
by  NASA  for 
the  Apollo  and 
Skylab  missions 


(polymyxin  B-bacitracin-neomycin) 


Each  gram  contains  Aerosporin*  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sullate 
5 mg  (equivalent  to  3 5 mg  neomycin  base),  special  while 
petrolatum  qs.  in  tubes  ol  1 oz  and  1/2  oz  and  1/32  oz 
(approx  ) foil  packets 


WARNING:  Because  ol  the  potential  hazard  ol  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  ol  neomycin  is  possible  In  burns  where 
more  than  20  percent  ol  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is 
receiving  other  aminoglycoside  antibiotics  concurrently, 
nol  more  than  one  application  a day  is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin  The 
manifestation  of  sensitization  to  neomycin  is  usually  a low 
grade  reddening  with  swelling,  dry  scaling  and  itching,  it 
may  be  manifest  simply  a'  a failure  to  heal  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served These  symptoms  regress  quickly  on  withdrawing 
the  medication  Neomycin-containing  applications 
should  be  avoided  lor  that  patient  thereafter 


prolonged  use  may  result  in  overgrowth  ol  nonsusceptible 
organisms,  including  fungi  Appropriate  measures  should 
be  taken  if  this  occurs 


ADVERSE  REACTIONS:  Neomycin  is  a nol  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  ol  persons  allergic 
to  neomycin  Ototoxicity  and  nephrotoxicity  have  been 
reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML 


PRECAUTIONS:  As  with  other  antibacterial  preparations. 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


THE  GOOD  DOCTOR 

I got  my  name  on  the  sports  page  recently, 
and  it  wasn’t  for  playing  chess  with  those 
heavy  pieces,  either,  it  was  for  football.  I was 
suggesting  that  my  college  play  your  college, 
Yale  and  Nebraska,  I mean.  And  the  wonderful 
and  talented  sportswriter,  I cannot  speak  too 
glowingly  of  him,  referred  to  me  as  the  good 
doctor. 

How  nice  that  sounds.  The  good  doctor.  It 
means  that  the  respect  that  people  have  had 
for  us  is  still  there.  We  may  not  hear  it  often, 
but  it  bobs  up  in  print  when,  because  we  have 
seen  it  so  many  times,  we  forget  to  appreciate 
it. 

I was  repaid  for  all  those  times  I got  up  at 
night,  by  reading  the  good  doctor,  and  for  all  the 
patients  who  forgot  to  pay  me.  It  is  not  a 
hackneyed  phrase.  Other  professionals  are  not 
similarly  rewarded,  and  it  is  not  immodest  in 
us  to  feel  what  I felt;  it  warmed  the  cockles  of 
my  heart. 

It  is  a lovely  thing  to  say.  And  I am  glad  it 
has  not  gone  out  of  style. 

F.C. 


DOES  IT  HURT  TO  BE  EXAMINED? 

Children  have  been  known  to  be  afraid  of  the 
doctor  and  are  made  into  hospital  patients 
with  something  less  than  joy.  Adults  are  no 
different;  it  is  only  that  we  know  that  these 
things  must  be  endured;  but  going  to  the 
doctor’s  office  or  to  the  hospital  is  something 
we  do  not  look  forward  to  and  an  event  we  are 
inclined  to  postpone  if  we  can.  It  means  we  are 
not  well,  we  have  symptoms,  symptoms  are 
unpleasant,  and  we  are  brought  up  short  with 
the  knowledge  we  have  forgotten,  that  we  are 
not  immortal. 

But  if  becoming  a patient  is  not  a pleasant 
experience,  there  may  be  another  reason:  does 
it  hurt  to  get  examined?  There  is  first  the 
sticking  you  for  blood,  and  if  six  departments 
in  the  hospital  want  your  blood,  they  may  prick 
you  six  times  instead  of  once. 

There  is  barium  enema,  which  can  hardly  be 
described  as  a fun  thing;  and  of  course  we  have 


what  is  mistakenly  referred  to  as  proctoscopy. 
There  is  the  not-too-delightful  nasogastric 
tube.  These  things  hurt. 

Taking  your  blood  pressure  and  donating 
urine  and  stool  samples  and  bits  of  your  breath 
are  what  we  call  noninvasive,  but  the  psy- 
chological thing  about  getting  examined  is 
there,  even  enough  so  that  having  your  pulse 
counted  may  change  it. 

How  much  hurting  is  necessary?  Finger- 
sticking  is  more  painful  than  venepuncture, 
and  both  should  be  avoided  unless  blood 
testing  is  essential  to  your  getting  well.  And 
above  all,  invasive  procedures  ought  to  be 
done  gently.  I am  sorry  for  all  the  times  I 
hurt  people  when,  looking  back,  I might  have 
gone  about  my  work  more  kindly,  even 
humanely.  I would  do  better  next  time,  if  there 
were  a next  time. 

F.C. 


WHAT  HAPPENS  TO  YOU  WHEN 
YOU  MAKE  YOUR  WILL? 

Most  of  us  take  care  of  ourselves  legally  as 
poorly  as  we  do  medically.  Making  your  will  is 
something  like  having  a complete  physical 
examination.  But  who  gets  himself  examined 
regularly,  and  who  makes  his  will  or  keeps  it  up 
to  date  regularly? 

You  may  have  a medical  examination  when 
you  have  symptoms,  but  some  do  it  when  they 
feel  well.  Drawing  up  your  will  is  another  thing. 
It  sounds  like  the  will  to  live,  but  this  one  is  the 
will  to  die.  Lawyers  say  will  and  testament,  and 
I never  knew  a lawyer  who  knew  what 
testament  means.  If  there  is  a connection 
between  law  and  medicine  in  making  your  will, 
it  is  this.  What  is  the  psychological  effect  of 
making  one’s  will?  It  makes  you  think  about 
dying,  and  you  know  about  stress,  and  what  the 
mind  can  do  to  the  body. 

I do  not  suggest  that  there  is  a random 
selection  here.  There  is  none,  since  will-makers 
are  different  from  those  of  us  who  die  without  a 
will,  and  because  people  often  make  a will 
when  they  are  not  feeling  well.  This  brings  up 
another  thing  about  the  lawyers;  they  say  or 
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they  used  to  say,  being  of  sound  mind  and 
body,  but  suppose  you  are  not  of  sound  body? 

I wonder  about  the  life-span  of  these  people. 
How  long  do  we  live  after  making  our  wills, 
those  of  us  who  make  it  while  we  are  well,  and 
only  because  we  have  been  advised  to?  Does 
making  you  realize  that  you  are  not  immortal, 
does  causing  you  to  think  about  your  death, 
hasten  your  dying?  Some  may  meditate  on  the 
inevitability  of  lying  down  in  darkness  and  take 
their  own  lives,  but  I mean  dying  of  what  are 
laughingly  called  natural  causes.  What 
happens  to  your  heart  when  you  make  your 
will?  Is  making  your  will  bad  for  you? 

F.C. 


NEXT  YEAR 

The  Christmas  card  season  is  over.  I had  a 
wonderful  supply  of  cards  left  from  last  year, 
and  the  envelopes  didn’t  need  licking,  but  of 
course  the  stamps  did.  I have  trouble  with 
stamps;  mine  don’t  even  tear  through  the 
holes,  and  I’ll  bet  that  doesn’t  happen  to 
anybody  else. 

I’ll  send  a card  to  anyone  who  sends  one  to 
me,  even  to  my  insurance  company  and  to  my 
garage.  But  this  year,  I didn’t  get  cards  from 
garage  or  insurance  companies.  Maybe  it’s 
because  stamps  cost  more;  that’s  what  a good 
friend  said. 

Next  year.  I’ll  turn  all  this  over,  in  the  proper 
spirit,  to  some  organization  that  will  sign  my 
name  (you  can’t  read  it  anyway,  it  has  to  be 
explained  to  people),  and  tell  the  organization 


persons  to  take  care  of  my  Christmas  card 
chore.  It’s  like  the  company  that  saw  to  it  you 
remembered  your  mother’s  birthday  if  she  was 
living.  You  just  gave  them  her  name  and 
address  and  money,  and  they  sent  the  card  and 
gift.  Their  motto  was  Join  this  club  and  forget 
your  mother.  Same  for  fathers,  but  no  gift.  The 
slogan  there  was  Give  father  a thought. 

Happy,  let’s  see,  Valentine’s  Day,  and 
whatever  comes  in  March. 

Spring,  I hope. 

F.C. 


WHEN  WILL  MY  ARTICLE 
BE  PUBLISHED? 

Manuscripts  are  published  in  the  order  in 
which  they  are  received,  particularly  in  the 
order  in  which  the  galley  proofs  are  returned 
by  the  authors. 

Please  do  not  ask  when  your  article  will  be 
printed,  it  is  not  easy  to  promise,  and  it 
suggests  that  we  publish  it  right  away;  and  do 
not  request  earlier  publication  than  is  justified. 

It  is  not  fair  to  other  authors,  whose 
manuscripts  would  then  be  held  up,  and  it 
upsets  the  Editor. 

We  try  to  publish  articles  quickly,  with  as 
little  waiting  as  possible;  we  do  as  well  as  most 
journals,  and  better  than  some. 

F.C. 
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ORIGINAL  ARTICLES 


My  Specialty: 

Orthopaedic  Surgery 


Orthopaedic  surgery  is  de- 
fined as  that  specialty  which 
cares  for  afflictions  of  the 
musculoskeletal  system  by  medical,  surgical, 
and  rehabilitative  modalities.  Orthopaedic 
surgeons  tend  to  be  goal  oriented  and  are 
gratified  by  measurable  responses  to  their 
efforts.  Being  able  to  assess  the  end  result  and 
the  contribution  I’ve  made  to  the  patient’s 
well-being  is  one  of  the  most  gratifying  aspects 
of  orthopaedics  to  me.  However,  when  the 
outcome  proves  to  be  a poor  one,  the 
orthopaedic  surgeon’s  contribution  is  also 
readily  apparent  and  the  risk  of  becoming  part 
of  the  patient’s  disease  is  a real  one. 

Orthopaedic  surgeiy  has  grown  significantly 
in  the  past  ten  years  and  might  well  be 
considered  the  growth  stock  of  surgical 
specialties.  This  growth  is  due  especially  to  a 
series  of  extremely  effective  technological 
innovations,  the  most  publicized  of  which  has 
been  in  total  joint  replacement.  Virtually  any 
significant  articulation  that  is  worn  out  or 
diseased  and  formerly  would  leave  the  patient 
crippled  with  arthritis  can  now  be  replaced  and 
restored  to  fairly  painless  function. 

Despite  the  emphasis  on  reconstruction, 
over  one  half  of  the  orthopaedic  surgeon’s  time 
is  devoted  to  the  care  of  acute  trauma. 
Technological  advances  have  also  come  along 
quite  rapidly  in  fracture  management.  Internal 
compression  devices  have  considerably  im- 
proved results  of  operative  treatment  of 
fractures.  At  the  same  time  external,  functional 
cast-brace  methods  have  added  significantly  to 
nonoperative  treatment.  The  University  of 
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Nebraska  has  been  in  the  forefront  of  these 
and  other  developments  including  the  use  of 
electrical  stimulation  for  the  ununited  fracture. 

Orthopaedics  offers  a unique  blend  of  both 
nonoperative  and  operative  treatment.  Sur- 
gical procedures  occupy  only  15-20%  of  the 
orthopaedist’s  time  while  the  majority  of  his 
efforts  are  directed  at  nonoperative  manage- 
ment of  musculoskeletal  problems.  Improved 
orthopaedic  operative  and  non-operative  tech- 
niques as  well  as  steadily  increasing  patient 
sophistication  have  resulted  in  rapidly  increas- 
ing demand  for  the  orthopaedic  surgeon’s 
services.  Over  all  the  nation  the  annual  patient 
use  of  orthopaedic  services,  as  estimated  by 
the  National  Center  for  Health  Statistics, 
nearly  doubled  between  1964  and  1972.  The 
annual  use  of  orthopaedic  services  varies  from 
2.7%  of  the  population  in  the  central  region, 
which  includes  Nebraska,  to  4.3%  of  the 
population  in  the  southwest  region  which 
includes  California. 

The  wide  diversity  of  patient  problems,  the 
mix  of  operative  and  non-operative  treatment 
modalities  and  the  rapid  expansion  in  ortho- 
paedic technology  has  made  daily  practice, 
teaching  and  research  in  orthopaedic  surgery 
truly  exciting  and  rewarding  to  me. 
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Emotional  Effects  of  The 
Omaha  Tornado 


Abstract 

It  is  widely  believed  that  natural  disasters 
have  a uniformly  adverse  effect  on  the 
emotional  health  of  their  victims.  This  paper 
reports  on  a study  of  the  impact  of  the 
Omaha  tornado  on  members  of  more  than 
100  households.  The  major  finding  of  this 
study  was  that  residents  of  affected  neigh- 
borhoods readily  recovered  from  the  stresses 
produced  by  the  storm. 

Effects  of  a Tornado  On 
Individual  Functioning 

ON  May  6,  1975  a tornado  struck 
the  western  sections  of  Oma- 
ha, Nebraska.  The  resulting 
damage  to  residences  and  businesses  was 
extensive.  In  contrast,  loss  of  life  was  limited 
to  three  persons.  In  the  days  after  the 
storm,  news  media  and  local  mental  health 
agencies  provided  residents  with  information 
and  reassurance  about  typical  reactions  to  a 
disaster  experience.  Clean-up  operations  be- 
gan immediately  after  the  storm. 

Five  months  after  the  tornado  a survey  of 
disaster  victims  was  undertaken  to  assess 
their  socioe motional  functioning  and  to  iden- 
tify problems  and  sources  of  support.  The 
study  was  completed  by  November  1975. 
Residents  were  interviewed  in  their  own 
homes.  A standard  and  highly  structured 
interview  was  used  to  assess  functioning  for 
each  case.  The  survey  contained  items 
assessing  functioning  in  the  domains  of 
socioeconomic  status,  work,  recreation,  home, 
family  life,  religion,  neighbors,  and  friends. 

Results 

111  persons  were  interviewed  using  the 
survey  instrument.  Interviews  were  con- 
ducted during  weekdays.  The  survey's  re- 
spondents were  85  percent  women;  68  per- 
cent of  the  respondents  were  married;  93 
percent  of  the  respondents  were  white.  The 
refusal  rate  for  this  survey  was  under  10 
percent.  Yearly  incomes  of  54  percent  of  the 
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persons  interviewed  fell  between  $5,000  and 
$20,000  a year.  Of  the  households  surveyed, 
67  percent  reported  that  their  homes  had 
been  damaged  in  the  tornado,  an  additional 
29  percent  said  their  homes  were  total 
losses,  while  the  remaining  four  percent  said 
their  homes  were  undamaged. 

On  the  whole,  responses  by  the  tornado 
victims  strongly  suggest  that  they  did  not 
perceive  themselves  and  their  lives  as 
having  been  substantially  changed.  22  per- 
cent of  the  respondents  indicated  that  their 
mental  health  had  worsened  since  the  tor- 
nado while  15  percent  said  that  it  had 
improved;  the  remainder  felt  that  their 
mental  health  was  unchanged.  Respondents 
indicated  that  indigenous  supports,  especially 
from  neighbors,  were  their  chief  sources  of 
help.  Problems  most  in  evidence  were  child 
weather  fears  and  adult  problems  in  living. 
For  the  most  part,  however,  the  residents 
did  not  see  a need  for  professional  assistance 
to  help  them  with  these  problems. 

Discussion 

Omaha’s  tornado  produced  neither  serious 
psychopathology  nor  social  disorganization. 
Milder  problems  were  evident  in  the  form  of 
child  weather  fears  and  adult  problems  of 
daily  life.  The  findings  reported  in  this  study 
differ  from  reports  of  some  disasters  in 
which  widespread  impairments  in  the  per- 
sonal functioning  of  disaster  have  been 
described.*'’  However,  our  observations  are 
similar  to  those  made  by  investigators  of  still 
other  disasters.  Murphy  and  Moriarty®  re- 
port that  they  did  not  observe  impairments 
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in  coping  among  victims  of  Topeka’s 
tornado.  Also  similar  are  findings  that 
victims  of  some  disasters  do  not  view  their 
psychological  symptoms  as  lasting  or  serious 
enough  to  require  professional  assistance. 

The  factors  that  determine  the  severity 
and  pervasiveness  of  adverse  reactions  in  an 
area  affected  by  a natural  disaster  have 
not  been  extensively  studied.  Researchers 
have  identified  several  variables  that  are 
related  to  the  presence  of  adverse  reactions. 
The  vulnerability  of  individual  residents,  the 
severity  of  the  disaster,  and  the  strength  of 
the  affected  neighborhood  have  all  been 
reported  to  influence  a community’s  capacity 
to  rebound  after  a disaster. 

Age  has  also  been  related  to  vulnerability. 
Young  children  have  been  reported  more 
likely  to  be  adversely  affected  by  a disaster 
experience^  as  have  been  the  aged.  Limited 
coping  skills  and  past  histories  of  mental 
illness  are  also  thought  to  be  associated  with 
poor  postdisaster  adjustment.  Thus,  it  may 
be  expected  that  areas  whose  populations 
contain  unusually  high  percentages  of  very 
young,  elderly,  or  marginally  adjusted  per- 
sons will  be  at  risk  for  pervasive  maladjust- 
ment problems  after  a disaster.  The  affected 
areas  of  Omaha  did  not  have  large  numbers 
of  marginally  functioning  people. 

The  severity  of  the  disaster  also  affects 
the  ability  of  individuals  to  cope  with 
disaster.  The  duration,  nature,  and  exten- 
siveness of  the  changes  in  people’s  living 
situations  produced  by  a disaster  is  what 
victims  must  adjust  to  through  changes  in 
themselves  and  by  modification  of  their 
environment.  The  relationship  between 
changes  in  one’s  way  of  life  and  the  onset  of 
serious  illness  has  been  documented.  Pos- 
sibly the  factors  which  lead  to  changes  in 
established  patterns  of  relationships  in  in- 
dividual, family,  and  community  life  and 
overwork  are  likely  to  lead  to  an  increased 
probability  of  physical  and  mental  health 
problems.  This  suggests  that  rates  of  phy- 
sical and  emotional  problems  resulting  from 
a disaster  will  be  proportional  to  the  life 
change  caused  by  a disaster. 

The  resources  and  supports  available  to 
disaster  casualties  will  affect  residents’ 
capacities  to  effectively  cope  with  the 


damage.^  It  is  likely  that  the  lack  of 
resources,  either  interpersonal  or  material, 
typically  diminish  the  likelihood  that  in- 
dividuals will  cope  effectively.  People  are 
helpless  without  the  materials  and  emotional 
supports  required  for  rebuilding.  In  turn, 
this  helplessness  may  be  expressed  as  de- 
pression. In  contrast  to  disasters  elsewhere, 
cleaning  up  and  rebuilding  began  very  soon 
after  the  storm.  As  a result  the  victims  were 
able  to  look  forward  to  their  new  homes. 
Victims’  statements  about  the  reconstruction 
was  generally  characterized  by  hope  rather 
than  despair. 

The  foregoing  suggests  that  serious  dif- 
ficulties in  adjustment  may  be  expected  in 
towns  whose  social  networks  and  stocks  of 
materials  for  rebuilding  have  been  destroyed. 
One  such  instance  occurred  in  the  Buffalo 
Creek  Valley  where  entire  communities  were 
obliterated.  Here  businesses,  community 
meeting  places,  and  entire  neighborhoods 
ceased  to  exist  along  with  the  material  and 
emotional  resources  they  contained.  Not 
surprisingly,  widespread  emotional  problems 
were  observed  in  the  aftermath  of  this 
disaster.  Church^  and  Harshbarger^  point  to 
the  destruction  of  social  systems  and  the 
failure  of  authorities  to  resettle  survivors 
from  particular  communities  into  the  same  or 
adjacent  trailer  courts  as  contributing  sub- 
stantially to  the  incidence  of  psychopath- 
ology. In  his  discussion  of  the  adverse  effects 
of  the  floods  on  residents  of  Wilkes-Barre, 
Richard®  writes  that  the  disruption  of  family 
patterns,  lack  of  familiarity  with  new  phy- 
sical environments,  unfamiliar  neighbors,  as 
well  as  the  loss  of  old  neighbors  and  familiar 
social  landmarks,  precipitated  severe  dis- 
equilibrium and  concomitant  emotional  and 
behavioral  reactions  for  most  families.  In 
addition  to  these  losses,  material  resources 
were  hard  to  obtain  after  the  flood.  In  both 
Wilkes-Barre  and  Buffalo  Creek,  a drastic 
reduction  in  the  availability  of  material  and 
interpersonal  resources  was  associated  with 
a high  rate  of  emotional  distress. 

Information  about  damaging  storms  that 
did  not  produce  incapacitating  emotional 
problems  is  less  readily  available.  Reports  by 
Penick  and  her  colleagues  suggest  that  not 
all  disasters  have  devastating  effects  on  the 
mental  health  of  the  community. This  group 
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surveyed  tornado  victims  in  Missouri  and 
found  only  modest  psychological  problems. 
Of  those  surveyed  one-third  reported  emo- 
tional or  social  changes  in  feunily  members 
that  the  respondents  were  concerned  about. 
The  greatest  majority  of  the  residents  indicat- 
ed that  they  felt  their  symptoms  were 
natural  and  would  disappear  in  time.  As  with 
the  Omaha  tornado,  a comparatively  low  in- 
cidence of  severe  emotional  disorders  were 
observed.  In  these  two  communities,  the  low 
rate  of  disturbances  occurred  in  association 
with  higher  availability  of  material  resources 
and  social  supports  than  has  been  described  in 
areas  in  which  high  rates  of  psychopathology 
are  described. 

The  preceding  pages  indicate  that  not 
every  destructive  storm  is  a disaster.  In 
Omaha,  the  strengths  of  the  neighborhoods 


affected  and  the  low  incidence  of  loss  of  life 
contributed  to  the  low  rate  of  maladjustment 
after  the  tornado.  The  availability  of  material 
and  emotional  supports,  so  that  cleanup  and 
rebuilding  could  begin  promptly,  also  greatly 
contributed  to  the  prevention  of  emotional 
problems. 
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OB-GYN  Section: 

The  Simple  Pap  Smear 


Taking  a few  cells  and  placing 
them  on  a slide  seems  simple 
but  when  the  reported  results 
in  one  study  were  only  50%  reliable  because  of 
technique,  it  may  not  be  so  simple. 

When  should  it  be  done?  When  required, 
regardless  of  age.  Delivering  pregnant  10  year 
olds  and  the  sexual  revolution  has  produced  an 
increased  number  of  abnormal  cytology  among 
the  preteens  and  teenagers. 

One  must  first  identify  the  squamocolumnar 
junction,  cells  from  this  area  as  well  as  above 
(endocervical  canal)  the  lateral  (portio 
portion  of  the  cervix)  must  be  represented. 
Superficial  spread  from  the  cancer  site  (even 
insitu)  is  well  documented  with  the  endo- 
cervical direction  being  slightly  favored.  Here 
we  use  the  swab  to  obtain  cells  from  above  the 
squamocolumnar  junction  and  the  spatula  to 
obtain  cells  from  the  junction  and  portio  part 
of  the  cervix.  Although  we  use  two  separate 
slides,  it  has  been  reported  that  if  the  cells 
from  both  areas  are  placed  on  one  slide,  the 
reported  data  has  been  as  accurate.  Immediate 
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fixation  is  necessary  before  the  drying  effect 
renders  the  cell  useless  for  evaluation;  this  is 
especially  true  in  immediate  pre  and  post 
menopausal  ages.  If  the  report  returns  “in- 
adequate for  interpretation,”  it  behooves  the 
physician  to  contact  the  pathologist  for  in- 
formation that  would  help  correct  the  error. 

There  are  four  occasions  when  cancer  may 
be  present  on  the  cervix  but  the  slide  report 
negative: 

1.  When  not  done. 

2.  When  representative  cells  are  not  obtained 
(improper  technique). 

3.  Leukoplakia  is  present. 

4.  An  obvious  lesion  is  present. 

In  the  last  two  instances,  cervical  biopsies 
should  be  included  in  the  procedure  of  choice. 
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Epidermoid  Tumors  - 
Diagnostic  Dilemmas 


PART  I 

INTRACRANIAL  epidermoids 
are  rare  tumors  comprising  less 
than  1%  of  all  intracranial 
neoplasms.  These  tumors,  occasionally 
referred  to  as  cholesteatomas  or  pearly 
tumors,  are  cystic  structures.  They  are  very 
slow  growing  masses,  and,  hence,  the  onset  of 
symptoms  is  often  insidious  and  diagnosis 
frequently  difficult. 

Case  Reports 

Case  1:  A 46-year-old  white  male  developed 
vertigo  7 years  before  admission.  The  vertigo 
was  persistent  and  associated  with  some 
difficulties  with  balance.  Three  years  before 
admission,  he  developed  diplopia  requiring 
corrective  eye  surgery.  He  was  eventually 
hospitalized  because  of  severe  vertigo, 
unsteady  gait,  and  dull  occipital  headaches. 
Neurological  examination  was  normal  except 
for  difficulty  with  tandem  gait  walking  and 
visual  acuity  of  20/50  in  each  eye  with 
corrective  lenses. 

Computed  tomography  (CT)  of  the  head 
demonstrated  a cystic  mass  which  did  not 
enhance  after  contrast  medium  injection  in  the 
posterior  fossa  (mean  attenuation  value  of  five 
CT  units)  with  a mild  degree  of  associated 
hydrocephalus  (Fig  1).  Vertebral  angiography 
showed  the  mass  to  be  avascular. 

Both  clinical  and  radiographic  impression 
was  that  of  arachnoid  cyst  of  the  posterior 
fossa.  At  operation,  an  epidermoid  tumor  was 
found  in  the  fourth  ventricle  and  totally 
removed.  Several  weeks  postoperatively,  the 
patient  developed  hydrocephalus  requiring  a 
ventriculoatrial  shunt.  He  has  subsequently 
returned  to  work. 

Case  2:  A 16-year-old  Vietnamese  female 
had  noticed  gradual  visual  loss  in  her  left  eye 
for  two  years  prior  to  her  admission.  She  had 
passed  through  menarche  at  the  age  of  13  and 
had  no  signs  or  symptoms  of  hypopituitarism. 
Neurological  examination  was  normal  with  the 
exception  of  a blind  left  eye  and  a superior 
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Figure  1 

CT  slice  through  cerebellum  demonstrating  large 
non-enhanced  midline  cystic  structure. 


temporal  quadrant  defect  in  her  right  eye 
demonstrated  only  with  formal  visual  field 
testing. 

Skull  x-rays  showed  demineralization  and 
destruction  of  the  dorsum  sellae.  Computed 
tomography  demonstrated  a large  non- 
contrast enhanced  cystic  mass  in  the 
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Figure  2 

CT  slice  through  suprasellar  area  demonstrating  low, 
dense,  nonenhanced,  suprasellar  cyst. 


Figure  3 


I.eft  lateral  carotid  angiogram  demonstrating 
straightening  of  the  suprasellar  portion  of  the  internal 


carotid  artery  and  upward  displacement  of  the  anterior 
cerebral  arteries. 
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Figure  4 

CT  scan  showing  large  cystic  structure  in  left 
temporal  lobe  producing  midline  shift  and  ventricular 
effacement. 

suprasellar  area  (Fig  2).  Cerebral  angiography 
and  pneumoencephalography  confirmed  the 
presence  of  a large  avascular  suprasellar  mass 
(Fig  3). 

Clinical  and  radiologic  diagnosis  of  cranio- 
pharyngioma was  made.  At  craniotomy,  a large 
epidermoid  tumor  was  found  in  the  suprasellar 
region  extending  onto  the  clivus.  Both  optic 
nerves  and  the  optic  chiasm  were  elevated  and 
compressed.  The  tumor  was  removed  except 
for  a small  portion  on  the  clivus.  Post- 
operatively,  the  patient  remained  blind  in  her 
left  eye,  but  the  visual  deficit  in  the  right  eye 
cleared,  and  she  returned  to  school. 

Case  3:  A 42-year-old  white  male  was 
admitted  with  complaints  of  memory  loss  for 
one  year  and  poor  coordination  in  his  right  arm 


Figure  5 

Left  AP  carotid  angiogram  demonstrating  massive 
displacement  of  middle  cerebral  artery  medially  and 
superiorly. 

\ 

and  leg.  The  memory  loss  was  very  subtle 
consisting  primarily  of  difficulty  remembering 
names  and  recent  events.  Neurological 
findings  included  early  papilledema  consisting 
of  loss  of  the  physiologic  optic  cup  and  venous 
engorgement,  and  mild  right-sided  hyper- 
reflexia. 

Computed  tomography  showed  a huge  left 
temporal  cystic  structure  (attenuation  co- 
efficient of  four  CT  units)  with  mass  effect  (Fig 
4).  Cerebral  angiography  confirmed  the  mass 
to  be  avascular  (Fig  5). 

Clinical  and  radiologic  diagnosis  of 
arachnoid  cyst  was  made.  At  operation,  a large 
epidermoid  tumor  containing  much  cerebro- 
spinal fluid  was  removed  from  the  region  of  the 
left  sylvian  fissure.  His  postoperative  course 
was  complicated  by  aseptic  meningitis 
secondary  to  spillage  of  the  cyst  contents.  He 
subsequently  made  an  excellent  recovery  and 
returned  to  work. 
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AV  Node  Interruption,  Permanent 
Epicardial  Pacemaker  Insertion,  and  Lett 
Ventricular  Aneurysmectomy 


For  the  Treatment  of  Intractible  Atrial 
Flutter  following  Myocardial  Infarction  with 
a Rapidly  Developing  Ventricular  Aneurysm 


SIGNIFICANT,  recurrent  and 
frequently  intractible  atrial 
and  ventricular  arrhythmias 
occur  in  patients  who  develop  aneurysms  of 
the  left  ventricle  following  myocardial  in- 
farction or  myocardial  trauma.  These  arrhyth- 
mias are  usually  difficult  to  control,  and 
when  controlled,  the  result  is  short  term. 
The  occurrence  of  the  arrhythmias  neces- 
sitates repeated  hospital  admissions,  worsens 
associated  congestive  heart  failure,  may 
precipitate  coronary  insufficiency  and  recur- 
rent myocardial  infarction.  Frequently  re- 
peated cardioversion  is  necessary  to  termi- 
nate the  arrhythmias.  The  recent  literature 
delineates  left  ventricular  aneurysmectomy 
in  the  management  of  patients  with  these 
refractory  tachycardias.  The  present  case 
illustrates  our  handling  of  this  problem  by 
means  of  a combined  surgical  approach 
including  left  ventricular  aneurysmectomy, 
AV  node  interruption,  and  permanent  pace- 
maker implantation.  These  procedures  have 
been  used  individually  to  control  refractory 
supraventricular  tachycardia  but  to  our 
knowledge  have  never  been  used  in  combina- 
tion. 

Case  report 

A 58  year  old  white  male  was  admitted  to 
Archbishop  Bergan  Mercy  Hospital  for  the 
first  time  on  10/4/71  because  of  an  acute 
anterior  myocardial  infarction  complicated  by 
frequent  premature  ventricular  contractions, 
paroxysms  of  atrial  fibrillation,  and  finally 
despite  lidocaine  therapy,  ventricular  fibril- 
lation which  responded  to  defibrillation.  Mild 
congestive  heart  failure  was  easily  con- 
trolled, and  the  subsequent  hospital  course 
was  unremarkable  until  two  weeks  after  the 
infarct,  when  despite  maintenance  digoxin 


JOSEPH  A.  JARZOBSKI,  M.D. 

HUGH  S.  LEVIN,  M.D. 

Cardiology  Department 
Archbishop  Bergan  Mercy  Hospital 
Omaha,  Nebraska 

and  quinidine  therapy,  atrial  flutter  with  a 
rapid  ventricular  response  developed.  The 
addition  of  propanolol  controlled  the  ven- 
tricular rate,  and  rhythm  subsequently  con- 
verted to  sinus.  On  11/23/71  three  weeks 
after  discharge  from  the  hospital,  read- 
mission was  necessitated  by  recurrence  of 
rapid  heart  action  and  subsequently  sub- 
sternal  chest  pain.  Electrocardiogram  showed 
atrial  flutter  with  an  atrial  rate  of  320  and  a 
ventricular  rate  of  160.  Medical  therapy  was 
of  no  avail,  and  cardioversion  was  necessary. 
After  conversion  to  sinus  rhythm,  careful 
physical  and  radiographic  examination  gave 
evidence  of  a large  ventricular  aneurysm  and 
congestive  heart  failure.  There  was  no 
evidence  of  recurrent  myocardial  infarction 
by  serial  electrocardiograms  and  serum  en- 
zymes. During  the  hospitalization  four  epi- 
sodes of  atrial  flutter  with  aberrated  ven- 
tricular conduction  responded  to  intravenous 
propanolol.  Various  combinations  of  anti- 
arrhythmic  agents  in  addition  to  propanolol 
did  not  prevent  recurrence  of  the  arrhyth- 
mia. Anticoagulation  was  instituted.  Dis- 
charge from  the  hospital  was  attempted  but 
readmission  was  necessitated  three  days 
later  because  of  recurrence  of  atrial  flutter 
and  coronary  insufficiency.  Medical  treat- 
ment was  again  unsuccessful,  and  an  attempt 
at  overdrive  suppression  by  atrial  and 
ventricular  pacing  led  only  to  ventricular 
tachycardia  and  fibrillation.  Cardioversion 
was  necessary  15  times  over  the  next  6 days. 
The  ventricular  aneurysm  appeared  to  be 
rapidly  enlarging  and  was  thought  to  be 
primarily  responsible  for  the  recurring  atrial 
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arrhythmias.  Emergency  coronary  arteriog- 
raphy and  left  ventriculography  were  per- 
formed to  determine  the  size  of  the  an- 
eurysm. the  extent  of  functioning  left  ven- 
tricle, and  the  severity  and  operability  of  the 
underlying  coronary  artery  disease.  The 
wedge  pressure  was  24  mm  Hg,  and  the  left 
ventricular  enddiastolic  pressure  18  mm  Hg. 
The  central  aortic  pressure  was  80/64  mm 
Hg.  Left  ventriculogram  demonstrated  a 
large  ventricular  aneurysm  involving  the 
anterior  and  apical  aspect  of  the  left  ventri- 
cle, with  strong  forceful  contraction  of  the 
remaining  left  ventricular  myocardium.  Cor- 
onary arteriograms  demonstrated  100%  ob- 
struction of  the  anterior  descending  coronary 
artery  at  its  origin  from  the  left  main 
coronary  artery  with  no  visualization  of  the 
distal  vessel.  There  was  diffuse  plaquing  of 
the  left  circumflex  coronary  artery  with  no 
major  obstructive  process.  The  right  coron- 
ary artery  was  normal  and  the  dominant 
vessel  with  collaterals  from  the  posterior 
descending  cornary  artery  to  the  apex  of  the 
heart.  The  catheterization  was  complicated 
by  two  episodes  of  ventricular  fibrillation. 
Our  surgical  consultant  agreed  that  the 


patient  was  not  a candidate  for  vein  bypass 
surgery,  but  that  the  left  ventricular  an- 
eurysm was  resectable.  Since  the  arrhythmia 
was  primarily  supraventricular,  we  were  not 
convinced  that  aneurysmectomy  alone  would 
solve  the  entire  problem.  We  therefore 
requested  the  surgeon  to  interrupt  the  AV 
conduction  system  and  implant  a permanent 
epicardial  pacemaker  in  addition  to  resecting 
the  aneurysm.  Surgery  was  performed  on 
12/21/71  and  was  well  tolerated  by  the 
patient.  His  immediate  postoperative  course 
was  surprisingly  uneventful.  Premature  ven- 
tricular contractions  were  controlled  by 
quinidine,  and  pump  failure  did  not  develop. 
Improvement  was  rapid  and  remarkable  and 
discharge  was  possible  10  days  after  surgery. 
Digoxin,  quinidine,  and  Aldactazide  were 
continued.  In  the  immediate  postoperative 
period,  the  basic  supraventricular  rhythm 
was  sinus.  Ventricular  activity  was  com- 
pletely controlled  by  the  pacemaker.  One 
week  after  discharge  from  the  hospital,  the 
patient  was  entirely  asymptomatic.  Rhythm 
strip  at  that  time,  continued  to  show  the 
ventricular  activity  completely  controlled  by 
the  pacemaker  but  the  supraventricular 


Figure  1 10-4-71  — Admission  EKG.  Sinus  rhythm  with  fresh  anterior  lateral 
myocardial  infarction. 
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PiKure  3 10-24-71  — Atrial  flutter,  ri)(ht  bundle  branch  block  and  evolution  of 
anterior  lateral  infarction. 
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Figure  4 11-23-71  — Aberrated  atrial  tachycardia. 


Figure  5 4-7-72  — Pacemaker  artifact  at  rate  of  92/min.  Basic  atrial  rhythm 
is  atried  flutter. 
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rhythm  varied  between  atrial  flutter  and 
sinus.  Subsequently  the  predominant  supra- 
ventricular rhythm  has  been  atrial  flutter. 
The  patient  continued  to  do  well  for  16 
months  after  surgery,  returning  to  a reason- 
ably active  life.  Mild  congestive  heart  failure 
responded  to  intermittent  increase  in  diuretic 
therapy.  In  March  1973,  hospitalization  was 
necessary  for  recurrent  chest  pain,  and 
although  the  electrocardiogram  was  of  no 
benefit  in  the  diagnosis,  serial  serum  en- 
zymes as  weU  as  LDH  isoenzymes  and 
HBDH  all  indicated  a small  recurrent  myo- 
cardial infarction.  Recuperation  was  again 
uneventful,  and  over  the  next  8 months  the 
patient  again  became  relatively  active  al- 
though mUd  congestive  hesirt  failure  required 
intermittent  attention.  The  pacemaker  bat- 
tery pack  was  replaced  24  months  after 
surgery.  Recently  re  hospitalization  was  ne- 


Figure A 10-17-71  — Two  weeks  post  myocardial 
infarction,  normal  chest  x-ray. 


Figure  C 12-20-71  — X-ray  evidence  of  a huge 

ventricular  aneurysm. 


cessitated  by  a more  severe  than  usual 
episode  of  congestive  heart  failure.  The 
patient  survived  five  years  postoperatively 
and  expired  from  recent  and  rapid  progres- 
sion of  renal  failure.  Figures  1-5  and  A-D 
show  the  patient’s  electrocardiograms  and 
chest  x-rays. 

Discussion 

The  incidence  of  supraventricular  eirrhyth- 
mias  associated  with  ventricular  aneurysms 
is  approximately  5%  . The  exact  relationship 
of  the  ventricular  aneurysm  to  the  genesis  of 
the  arrhythmia  is  difficult  to  determine.  That 
there  is  a definite  cause  and  effect  relation- 
ship, however,  is  witnessed  by  the  fact  that 
aneurysmectomy  often  eliminates  the  atrial 
arrhythmia  as  weU  as  associated  or  isolated 
ventricular  arrhythmias.  The  aneurysm  may 


Figure  B 11-1-71  — X-ray  evidence  of  developing 
ventricular  aneurysm. 


Figure  D 1-26-72  — Post  ventricular  aneurysm  resection 
with  smaller  normal  cardiac  silhouette  and  evidence 
of  epicardial  pacing  leads  in  place. 
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be  directly  responsible  for  the  atrial  tachy- 
cardia which  may  be  initiated  by  a pre- 
mature ventricular  or  nodal  contraction  with 
associated  concealed  retrograde  conduction 
or  a reciprocating  rhythm.  Aneurysmectomy 
controls  the  electrical  instability  by  removing 
the  zone  of  electrical  inhomogeneity  from  the 
left  ventricle.  Additionally,  atrial  irritability 
may  be  an  indirect  consequence  of  left 
ventricular  dysfunction  manifested  by  severe 
elevation  of  the  left  ventricular  enddiastolic 
pressure  resulting  in  marked  increase  in 
atrial  load  and  wall  tension.  Medications 
prescribed  to  control  associated  heart  failure 
may  also  aggravate  or  precipitate  atrial 
arrhythmias.  It  was  our  judgment,  in  the 
case  presented  above,  that  although  aneur- 
ysmectomy alone  would  undoubtedly  im- 
prove left  ventricular  function,  there  was  no 
guarantee  that  it  would  eliminate  the  atrial 
arrhythmia  with  its  almost  certain  dire 
consequences  in  the  immediate  postoperative 
period.  Thus,  the  combined  procedure  was 
proposed.  Coronary  by-pass  surgery,  which 
is  often  successful  in  the  elimination  of 
ventricular  arrhythmias,  was  not  feasible  in 
our  case.  AV  node  interruption  has  been 
utilized  in  the  past  in  the  treatment  of 
intractible  atrizd  tachycardias  associated  with 
rheumatic  heart  disease  and  for  the  pre- 
vention of  recurrent  tachycardias  in  the 
Wolff-Parkinson-White  syndrome.  The  surgi- 
cal technique  is  an  easy  one  and  immediate 
confirmation  of  the  success  of  the  procedure 
is  afforded  by  electrocardiographic  moni- 
toring. Permanent  epicardial  pacemaker  im- 
plantation is  a well  established  procedure 


which  is  not  difficult.  Our  patient  tolerated 
the  combined  procedure  and  the  postopera- 
tive period  was  surprisingly  uncomplicated. 
The  supraventricular  activity  postoperative 
was  sinus,  causing  concern  that  the  operative 
approach  had  been  too  aggressive  and  that 
aneurysmectomy  alone  would  have  controlled 
the  entire  problem;  however,  late  in  the 
hospital  course,  intermittent  atrial  flutter 
reappeared  and  during  the  five  years  since 
surgery  atrial  flutter  has  persisted,  con- 
firming the  fact  that  aneurysmectomy  alone 
would  not  have  prevented  recurrence  of  the 
atrial  arrhythmia. 

Summary  and  conclusions: 

A case  is  presented  in  which  a rapidly 
enlarging  ventricular  aneurysm  was  associ- 
ated with  significant  congestive  heart  failure 
and  life-threatening  atrial  arrhythmias  which 
were  intractible  to  medical  therapy.  Success- 
ful control  of  this  complicated  combination 
necessitated  a combined  surgical  approach 
including  aneurysmectomy,  interruption  of 
the  AV  node  and  the  implantation  of  an 
epicardial  pacemaker.  The  procedure  was 
well  tolerated  by  the  patient,  who  lived  five 
years  after  surgery.  The  role  of  aneurysmec- 
tomy in  the  control  of  heart  failure  and  atrial 
and  ventricular  arrhythmias  and  the  indica- 
tions for  AV  node  interruption  in  the  control 
of  atrial  arrhythmias  are  briefly  discussed.  In 
our  patient,  recurrence  of  atrial  flutter  in  the 
late  postoperative  period  is  cited  as  evidence 
that  aneurysmectomy  alone  would  not  have 
controlled  the  arrhythmia. 


February  1980 


Nebraska  Medical  Journal  35 


Physostigmine  Reversal  of 
Delirium  and  Coma 


The  purpose  of  this  discussion 
is  to  review  the  use  of  physo- 
stigmine (Antilirium)  in  the 
treatment  of  drug  induced  delirium  and  coma. 
The  discussion  will  center  mainly  on  its  use  in 
the  postanesthesia  recovery  period  and  in  the 
emergency  room. 

Physostigmine  is  a parasympathomimetic 
drug  which  works  predominantly  by  blocking 
acetylcholinesterase,  which  is  needed  for 
termination  of  acetylcholine  (ACH)  activity  by 
hydrolysis.'  Most  clinically  available  anti- 
cholinesterase drugs  are  quarternary  amines 
which  will  not  cross  the  blood  brain  barrier.' 
Because  physostigmine  is  a tertiary  amine,  it 
will  cross  the  blood  brain  barrier,  thus  altering 
CNS  activity.'  It  is  the  CNS  effect  which  is 
effective  in  reversing  drug  induced  delirium 
and  coma. 

Physostigmine  will  reverse  the  delirium  and 
coma  seen  with  the  central  anticholinergic 
syndrome  (CAS).^’^  The  central  effects  of  the 
CAS  are  delirium,  anxiety,  hyperactivity,  hal- 
lucinations, disorientation,  purposeless  move- 
ments, seizures,  coma  and  death.  The 
peripheral  signs  are  tachycardia,  dry  mucous 
membranes,  decreased  sweating,  decreased 
bowel  activity,  hyperpyrexia,  mydriasis,  and 
urinary  retention. 

The  number  of  drugs  causing  the  CAS  is 
large,  and  includes  the  belladonna  drugs 
(atropine,  scoplamine),  tricyclic  antidepres- 
sants (Elavil,  Tofranil),  phenothiazines 
(Thorazine),  antihistamines  (Benadryl, 
Ornade),  proprietary  drugs  (Sleep-eze, 
Sominex)  and  toxic  plants  (mushroom,  jimson 
weed,  deadly  nightshade').  The  CAS  from  the 
drugs  may  be  seen  in  the  recovery  room  or 
emergency  room.'*  ''^ 

Physostigmine  can  reverse  somnolence  that 
may  not  be  part  of  the  CAS.  The  mechanism 
may  be  one  of  a nonspecific  analeptic  that 
increases  acetylcholine  in  the  cerebral  cortical 
arousal  areas  of  the  brain.'" 

The  adult  dosage  of  physostigmine  is  1-2  mg 
by  slow  intravenous  administration  or  by 
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intramuscular  injection.  This  may  be  repeated 
every  20  minutes.  The  pediatric  dose  is  0.5  mg 
to  a maximum  of  2 mg.  Physostigmine  is  fairly 
short  acting  and  clinical  effects  may  be  as 
short  as  thirty  minutes.  Galanthamine  is  a long 
acting  anticholinesterase  that  also  crosses  the 
blood  brain  barrier,  but  is  not  available  in  the 
United  States  at  this  time.  It  may  replace 
physostigmine  in  the  future. 

Toxic  effects  of  physostigmine  are  secon- 
dary to  excessive  cholinergic  stimulation  and 
include  bradycardia,  bronchoconstriction,  in- 
creased respiratory  tract  secretions,  miosis, 
vomiting,  abdominal  cramps,  and  urinary 
frequency.  Physostigmine  should  be  used 
cautiously  in  patients  with  asthma,  urinary 
retention,  heart  block  and  bowel  obstruction. 
Personal  experience  has  shown  that  toxic 
reactions  from  physostigmine  are  rarely  seen. 
Atropine  and  glycopyrrolate  (Robinul)  are 
effective  in  reversing  toxic  effects  of 
physostigmine,  but  glycopyrrolate  is  preferred 
because  it  does  not  cross  the  blood  brain 
barrier. 

Recovery  room  use 

A delirious  patient  in  the  recovery  room  can 
injure  himself  or  others,  will  disturb  other 
patients,  and  may  occupy  the  time  of  several 
personnel."’  The  delirious  patient  can  be 
heavily  sedated,  but  this  may  require  an 
excessive  stay  in  the  RR,  and  a more 
reasonable  approach  would  be  to  reverse  the 
delirium  with  physostigmine. 

While  most  of  the  delirium  is  either  drug 
induced,  or  the  patient  has  not  received 
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sufficient  narcotic  analgesia,  one  must  not 
forget  other  causes.  The  foremost  of  these  is 
hypoxia  or  hypercarbia.  Other  conditions 
would  include  fever,  electrolyte  imbalance 
such  as  water  intoxication  following  TURP, 
underlying  psychiatric  or  CNS  disease,  pain, 
shock,  septsis  and  hypoglycemia. 

Drug  induced  delirium  in  the  RR  is  often  the 
CAS,  and  is  caused  by  atropine,  scopolamine, 
droperidol,  phenothiazines,  or  diazepam.  As 
mentioned,  physostigmine  will  reverse  the 
CAS.'®  ’®  Physostigmine  has  been  reported  to 
reverse  ketamine,  which  is  well  known  for  its 
emergent  reactions. 

Recently  there  is  a growing  interest  in  using 
physostigmine  to  reverse  somnolence  in  the 
RR.  Hill  classified  230  patients  according  to 
their  degree  of  somnolence  and  then  divided 
them  into  two  groups.^”  One  group  was  given  2 
mg  of  physostigmine,  and  the  other  received 
saline.  The  physostigmine  group  had  a 
significant  improvement  in  awakening  time 
and  rapid  arousal.  These  patients  had  received 
a variety  of  premedicant  and  anesthetic 
agents.  Each  required  only  one  2 mg  dose  of 
physostigmine  and  none  reverted  to  the 
somnolent  state.^® 

Personal  experience  has  shown  that  reversal 
of  delirium  and  somnolence  occurs  at  about  5 
minutes  following  intravenous  physostigmine, 
with  respiratory  stimulation  seen  initially. 
Repeated  doses  are  rarely  necessary  and 
adverse  effects  from  physostigmine  are  also 
rare. 

Physostigmine  in  the  emergency  room 

The  use  of  physostigmine  to  reverse  drug 
induced  delirium  and  coma  in  the  emergency 
room  is  increasing.  It  must  be  stressed  that  the 
initial  treatment  of  drug  overdose  is  airway 
management,  oxygen  and  ventilation  when 
needed,  intubation  of  trachea  to  prevent 
aspiration  of  gastric  contents  if  laryngeal 
reflexes  are  depressed,  removal  of  drug  and 
cardiovascular  support. 


Tranquilizers,  sedatives,  and  hypnotics  may 
be  a cause  of  drug  overdose  seen  in  the 
emergency  room.  Physostigmine  has  been 
reported  to  reverse  many  of  these  agents,  such 
as  diazepam,  the  phenothiazines,  and  the 
barbiturates. 

The  central  anticholinergic  syndrome  (CAS) 
previously  discussed  may  be  seen  in  the 
emergency  room.  Plants  and  foodstuffs  such  as 
some  mushrooms,  jimson  weed  and  angels 
trumpet  produce  the  CAS.  Many  over-the- 
counter  sleeping  medications  contain  bella- 
donna substances  (scopalamine)  which  pro- 
duce the  CAS.  Physostigmine  is  useful  in 
reversal  of  these  agents. 

Drug  overdose  from  the  tricyclic  antidepres- 
sants, such  as  imipramine  (Tofranil)  and 
amityptyline  (Elavil)  is  increasing  and  com- 
prises 25  percent  of  all  overdose  patients 
admitted  at  some  institutions.  The  tricyclic 
agents  produce  the  CAS.  The  triad  of  coma, 
seizures  and  cardiac  dysrhythmias  is  often 
seen.  There  also  may  be  urinary  retention, 
pupillary  changes, . hypotension  and  hyper- 
pyrexia. The  dysrhythmias  are  usually  supra- 
ventricular or  conduction  abnormalities. 
Physostigmine  has  been  useful  in  reversing  the 
overdose  and  the  supraventricular  dysrhyth- 
mias, but  should  not  be  used  with  heart  block. 
Close  observation  for  at  least  24  hours  is 
necessary  and  repeat  doses  of  physostigmine 
may  be  required. 

Summary 

Physostigmine  is  an  anticholinesterase  drug 
that  crosses  the  blood  brain  barrier.  It  can  be 
useful  in  reversing  drug  induced  delirium  and 
coma  secondary  to  the  central  anticholinergic 
syndrome  in  the  recovery  room  and  emergency 
room.  It  is  also  useful  in  reversing  some 
anesthetic  induced  and  drug  induced  som- 
nolence. These  uses  of  physostigmine  have 
been  developing  over  the  past  15  years  and 
may  expand  in  the  future. 

References  may  be  obtained  from  the 
authors. 
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Down  Memory 

1.  Ether  anesthesia,  which  has  been  dig- 
nified, but  not  sanctified  by  long  usage, 
remains  the  most  generally  satisfactory  and 
safest  form  of  anesthesia,  because  it  is  volatile 
and  gives  a wide  margin  of  safety. 

2.  All  of  the  wild,  apparently  immoral, 
apparently  criminal  acts  of  youth  have  a logical 
explanation. 

3.  We  physicians  cannot  ignore  the  social 
problems  of  our  day.  Poverty,  crime  and  social 
injustice  are  too  intimately  associated  with 
disease,  and  illness,  and  human  suffering.  The 
latter  cannot  be  eliminated  without  eradicating 
the  former.  We,  therefore,  should  take  a 
leading  part  in  the  discussion  of  contraception 
from  its  social  aspect. 

4.  The  physician  who  openly  defends  fee- 
splitting stands  on  a higher  moral  plane  than 
the  one  who  openly  denies  it  and  secretly  does 
it. 

5.  Having  conceded  that  women  have  the 
same  right  to  smoke  that  men  have,  let  us  add 
that  it  is  not  very  nice  for  them  to  do  so. 


Lane 

6.  Nebraska  is  classified  with  10  other 
states  where  no  one  may  give  contraceptive 
advice,  or  material,  or  seek  it,  or  tell  anyone 
where  it  may  be  obtained. 

7.  I saw  an  interesting  family  of  seven  girls 
with  goiters,  and  the  mother  had  one  and  the 
father  did  not.  They  had  either  three  or  five 
boys,  and  none  had  goiter.  All  had  the  same 
food  and  water. 

8.  In  Nebraska  up  to  July  1,  1925  there 
have  been  8 vasectomies  and  14  salpingec- 
tomies, making  a total  of  22  sterilizations  of 
insane  patients  in  state  institutions. 

9.  One  interested  in  cystoscopy  cannot 
help  being  impressed  by  the  fact  that  although 
modern  cystoscopy  is  approximately  forty-five 
years  old,  little  information  has  reached  the 
patient.  Very  few  have  heard  of  it  at  all. 

10.  In  1830  there  were  twenty  Medical 
Schools  in  the  United  States  with  an  average 
attendance  of  about  100  students  each. 

Nebraska  State  Medical  Journal 

February,  1930 

F.C. 
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FEATURES 


President's  Page 


I don’t  know  about  some  “editors,”  but  I,  on 
occasion,  have  a problem  getting  inspired. 
However,  by  noon,  today.  I’d  been  inspired, 
villified,  flattered,  instructed,  and,  well  . . . . 

Heeding  not  Ben  Johnson’s  advice  to  answer 
calumnies  with  silence  and  to  preserve  one’s 
self  from  the  tame  beast  of  flattery,  I now  sally 
forth,  verbally,  into  the  disputatious  area  of 
“physician-extenders”  or  “middle-level  practi- 
tioners.” Now,  really! 

As  one  of  the  discussants,  a politician,  at  the 
recent  AMA  meeting  on  legislation  in  Phoenix 
said,  with  less  than  originality,  a rose  is  a rose, 
etc.  We  are  talking  about  Physician’s  As- 
sistants and  Nurse  Practitioners. 

Now,  whether  we  like  it  or  not,  we  got  ’em. 
And,  in  my  opinion,  they  are  useful. 

There  are  places  with  not  enough  physicians 
— that’s  where  they  are  needed.  However,  we 
must  also  keep  in  mind  that  for  quite  awhile, 
yet,  there  are  going  to  be  increasing  numbers 
of  physicians  per  hundred  thousand  in  this 
country  with  the  result  that  we  may  not  need  so 
many  nurse  practitioners  and  physician’s 
assistants  as  we  thought. 

Originally,  the  concept  was  to  relieve  (note!) 
the  overworked  rural  practitioner  of  some 
duties,  but  it’s  been  distorted  by  those  who 
want  to  be  physicians  without  having  to  spend 
the  time,  effort  and  money  the  rest  of  us  have 
spent. 

We  need  to  try  to  ensure  that  these 
physician’s  assistants  and  nurse  practitioners 
go  where  they  are  needed;  the  trouble  is,  most 
of  them  go  where  most  physicians  go,  and  they 
avoid  the  small,  rural  communities  for  the 
same  reason.  This  can  be  ameliorated  with 
some  incentives,  educational  and  otherwise,  as 
in  the  manner  of  the  University  of  California 
Medical  School  at  Davis. 

Most  nurse  practitioners  and  physician’s 
assistants  (notice  how  I change  that  order  to 
try  to  avoid  the  taint  of  bias?  Some  of  each  of 
these  would  be  insulted  at  even  the  somewhat 
loose  juxtaposition  of  being  referred  to  in  the 
same  magazine,  let  alone  in  the  same  article) 
welcome  the  genuine  supervision  of  the  em- 
ploying physician.  They  don’t  want  to  go  solo. 


It’s  the  vociferous  minority  in  both  groups  who 
is  stirring  everybody  up. 

And  — there  are  some  of  us  who  are  less 
than  ethical  in  our  relationships  with  our 
physician’s  assistants  and/or  practitioners. 
You  guys  clean  up  your  act  — nurse  practi- 
tioners and  physician’s  assistants  are  not  for 
lazy  doctors  or  for  those  who  wish  they’d  been 
something  else!  They  are  helpers  for  busy, 
dedicated  physicians. 

Our  taks  is  to  provide  the  best  medical  care 
practicable,  using  whatever  (and  whomever) 
we  can  to  do  that,  and  remain  in  charge  of  that 
care.  But,  if  we  are  going  to  quarter-back  the 
team,  we’d  better  deserve  the  right  to  that 
authority  and  responsibility  and  then  act 
appropriately. 

Cooperation  has  worked  in  Washington 
(State,  for  heaven’s  sake!)  and  in  California, 
and  it  appears  it  will  in  Arizona  and  can  in 
Colorado:  and  it  can  in  Nebraska.  Cooperation 
implies  concensus  not  synonymity. 

There,  now  — I’ve  upset  somebody. 

Anyway,  the  Nebraska  Medical  Association 
is  working  on  this,  with  the  help  of  others,  and, 
despite  what  some  may  believe,  we  seek 
concensus. 

More,  later. 

Charles  Landgraf,  M.D. 
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The 

Auxiliary 

1979  LEADERSHIP  CONFLUENCE 

The  Drake  Hotel  was  once  again  the  host  for 
the  AMA  Auxiliary  Leadership  Confluence 
held  on  October  7-9.  Delegates  from  Nebraska 
were  Bev  Karrer  (Mrs.  F.  Wm.),  State  Presi- 
dent; Betty  Hadley  (Mrs.  Clifford)  State 
President-Elect;  and  County  Presidents  Elect, 
Mrs.  Ardis  Grace  (Mrs.  L.  I.)  Burt-Washington 
County;  Mrs.  Jan  Johnson  (Mrs.  Pete)  Scotts 
Bluff  County;  and  Mrs.  Susan  Surber  (Mrs. 
Tom)  Northeast  County. 

The  delegates  to  the  1979  Leadership 
Confluence  were  given  the  opportunity  to 
choose  four  Topic  seminars  — eight  topics 
were  offered  to  the  delegates.  “Food  for 
Fitness”  was  offered  to  the  delegates  with  the 
emphasis  on  good  nutrition  as  a prerequisite 
for  fitness.  “Health  Maintenance”  was  the 
second  seminar  topic  offered  and  it  gave  the 
delegates  the  opportunity  to  gain  further 
knowledge  in  the  area  of  a good  health 
promotion  program.  “Hospice  Care  in  Ameri- 


ca” was  the  third  seminar  offered  and  atten- 
tion was  directed  to  the  role  of  the  volunteer. 

Seminar  4 - “Marijuana  and  Children”  dealt 
with  the  effects  of  marijuana  on  the  youth  and 
offered  strategies  for  community  action.  “Mid- 
Life  Stress,”  Seminar  5,  dealt  with  the 
problems  and  concerns  facing  men  and  women 
in  their  middle  years.  “Safety  on  the  Streets” 
was  the  6th  Seminar  with  presentations 
concerning  the  community  action  safety  on  the 
streets  programs  from  the  National  Safety 
Council  and  the  Chicago  Police  Department, 
Topic  7,  “Spouse  Abuse”  was  designed  to 
increase  the  awareness  of  the  problem  of 
battering.  “Youth  Suicide,”  Seminar  8,  offered 
assistance  in  becoming  aware  of  the  potential 
problem. 


Jan  Johnson 

President  Elect 

Scotts  Bluff  County  Auxiliary 

Scottsbluff,  Nebraska 
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Between  Cases 


On  Anesthesia. 

They  put  a cloth  dingus  over  my  face  and  a 
voice  of  authority  told  me  to  breathe.  That 
advice,  however,  was  superfluous  and  might 
just  as  well  have  been  omitted,  for  such 
was  my  purpose  anyhow. 

Irvin  S.  Cobb:  Speaking  of  operations. 

The  History. 

Apparently  he  sprang  his  ankle. 

Words  I Can  Do  Without. 

10  minutes  away  from  9 o’clock,  it’s  now 
coming  up  on,  preplanning,  cut  & dried,  this 
& that,  rudely  interrupted,  in  this  day  & age. 

Stephen  Crane  to  Albert  Einstein. 

The  stars  are  displaced 
By  this  towering  wisdom. 

D.U. 

A potential  ulster  never  hurt  anybody,  I 
says. 

Guy  S.  Williams:  Rolling  along. 

O Aye. 

If  you  have  something  to  do,  you  don’t  grow 
old. 

Anon. 

Lines  I Like. 

I have  seen  the  truth,  and  it  makes  no  sense. 
Chesterton. 

He  Wasn’t  A Doctor. 

So  laying  down  my  hat,  I took  hold  of  her 
fingers  in  one  hand,  and  applied  the  two 
fore-fingers  of  my  other  to  the  artery. 
Laurence  Sterne:  A sentimental  journey 
through  France  and  Italy. 


On  Longevity. 

There  is  no  absolute  limit  to  the  existence  of 
any  tree.  Their  death  is  due  to  accidents, 
not,  as  of  animals,  to  the  wearing  out  of 
organs. 

John  Muir. 

On  Numbers. 

The  function  of  statistics  is  the  refutation  of 
other  statistics. 

Anon. 

On  Writing. 

If  you  don’t  write  good,  take  a coarse. 
Anon. 

On  Psychiatry. 

The  body  may  be  healed,  but  not  the  mind. 
Chinese  proverb. 

The  Patient. 

Complaint:  Epditamidas. 

On  Prognosis,  Or  How’s  That  Again? 

He  went  out  of  the  office  doomed  to  the 
crass  fate  these  doctors  call  health  and 
happiness. 

Sylvia  Plath:  Johnny  Panic  and  the  Bible 
of  Dreams. 


On  Pain. 

His  pains  have  become  progressively  less, 
to  the  point  where  he  has  difficulty  per- 
forming any  strenuous  activity. 

F.C. 


February  1980  Nebraska  Medical  Journal  41 


Welcome  New  Members 


Gerald  F.  Keasling,  M.D. 
2350  North  Clarkson 
Fremont,  NE 

Harold  W.  Thaut,  M.D. 

805  West  Court 
Beatrice,  NE  (Reinstated) 


Ekiong  C.  Tan,  M.D. 
1811  West  2nd,  #205 
Grand  Island,  NE 

Vincent  N.  Miles,  M.D. 
310  West  38th 
Scottsbluff,  NE 


Michael  J.  Hanich,  M.D. 
Kearney  Clinic 
Kearney,  NE 

Stephen  C.  Papenfus,  M.D. 
701  Doctors  Bldg. 
Omaha,  NE 


Books 

Barron’s  guide  to  financial  aid  for  medical 
students;  by  Stephen  H.  Lazar;  published  1979;  Barron’s 
Educational  Series,  Inc.,  113  Crossways  Park  Drive, 
Woodbury,  N.Y.;  264  pages;  paperback  $5.95. 

I ran  out  of  money  in  my  senior  year  at  medical  school, 
and  I almost  didn’t  make  it.  I didn’t  know  where  to  turn  for 
help;  I don’t  even  know  now  if  there  was  help  at  the  time. 
Tuition  fees  were  laughingly  low  by  today’s  standards,  but 
they  seemed  skyhigh  to  me.  There  was  no  book  like  this, 
and  a guide  is  needed. 

Dr.  Lazar  is  Assistant  Dean  at  Albert  Einstein  College 
of  Medicine.  He  has  counseled  medical  students  who 
wanted  financial  help,  and  he  wrote  this  book  because  he 
could  find  no  other  like  it.  A student’s  chance  of  getting 


scholarship  aid  is  now  better  than  good,  he  says;  he  is 
himself  a former  recipient  of  student  financial  aid.  Every 
medical  school  in  this  country  has  money  that  the  student 
can  apply  for  directly  through  that  institution.  Every 
college  of  medicine  in  the  U.S.,  he  says,  has  at  least  one 
individual  who  is  responsible  for  helping  the  students 
financially. 

The  book  is  divided  into  7 chapters,  and  lists  the 
medical  schools,  federal  aid,  student  loans,  and  aid  by 
states.  Addresses  are  liberally  supplied.  I could  find  no 
index,  but  the  entries  are  alphabetized.  No  student,  says 
the  author,  should  have  to  withdraw  for  financial  reasons. 
That’s  a good  idea.  It’s  a good  book. 

F.C. 


Coming  Meetings 


The  Center  for  Sports  Medicine  of  North- 
western University  Medical  School  in 
conjunction  with  The  Division  of  Sports 
Medicine,  North  Carolina  Department  of 
Public  Instruction  is  sponsoring  a post 
graduate  course  in  Sports  Medicine  at  the 
Intercontinental  Hotel,  Maui,  Hawaii,  March  9- 
16,  1980. 

The  program  will  cover  problems  in  runners, 
racket  sports,  the  adolescent  athlete,  and 
athletic  emergencies.  Twenty  five  hours  of 
CME  Category  I credit  will  be  available  for 
physicians  completing  the  course. 

For  further  information,  write  to  Marianne 
Porter,  Center  for  Sports  Medicine,  2-063,  303 
E.  Chicago  Avenue,  Chicago,  Illinois  60611. 


THE  AMERICAN  HEART  ASSOCIATION 
— Lincoln  Division,  is  holding  a seminar 
entitled  “Congestive  Heart  Failure:  What’s 
New?”  at  the  Nebraska  Center  for  Continu- 
ing Education  on  April  19,  1980  at  8:30  a.m., 
Lincoln,  Nebraska. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  27-30,  1980,  Omaha 
Hilton,  Omaha,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  House  of  Delegates,  July 
20-24,  1980,  Chicago  Mariott,  Chicago, 
Illinois. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  2-4,  1980,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 
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Our  Medical  Schools 


Richard  Kennedy  elected. 

What  makes  Richard  Kennedy  run?  For 
University  of  Nebraska  Medical  Center  Stu- 
dent Senate  president,  that  is. 

This  time,  says  the  newly  elected  president 
and  current  senate  chief,  it’s  to  help  the 
university  in  obtaining  what  he  describes  as  a 
badly  needed  15  percent  increase  in  state 
funds  for  the  coming  year. 

Kennedy  became  the  only  student  to  be 
elected  twice  consecutively  as  the  UNMC 
Student  Senate  president  when  the  Alton,  111. 
native  and  doctoral  degree  candidate  captured 
267  out  of  330  votes  in  the  recent  campus- 
wide student  election. 

Although  Kennedy’s  second  election  victory 
appeared  easy,  his  new  term  as  the  president 
and  Medical  Center’s  student  regent  may  not 
be.  Kennedy’s  main  goal  during  the  next  year 
will  be  to  act  as  a representative  voice  for 
UNMC  students  in  defending  the  university’s 
requested  increase  in  state  money. 

“What  we  must  do  is  send  a student  to  the 
Legislature  in  an  attempt  to  receive  the 
proposed  15  per  cent  increase  in  state  funds,” 
he  said.  “Since  I was  on  the  Board  (of  Regents) 
when  the  budget  was  written,  I’m  as  knowl- 
edgeable as  anyone.” 

If  the  15  percent  increase  is  not  granted  by 
the  Legislature,  Kennedy  fears  the  university 
will  have  no  choice  but  to  make  some  cuts 
either  vertically,  in  eliminating  programs,  or 
horizontally  by  taking  dollars  away  from 
numerous  programs. 

Not  getting  the  requested  increase  could 
also  prompt  a future  tuition  hike,  Kennedy 
noted. 

Even  if  the  state  appropriation  is  increased 
by  15  percent  next  year,  Kennedy  said  the 
university  would  be  realizing  only  a two 
percent  increase  in  purchasing  power  because 
of  the  13  percent  inflation  rate.  An  increase  of 


10  or  seven  percent,  which  was  discussed  at 
the  November  Regent’s  meeting,  would  mean  a 
decrease  in  real  dollars  of  three  and  six 
percent  respectively,  he  said. 

If  the  amount  of  federal  and  private  grant 
money  is  any  indication,  research  at  the 
University  of  Nebraska  Medical  Center  has 
had  a prosperous  year. 

A report  issued  by  the  Medical  Center’s 
dean  of  graduate  studies  and  research  shows 
that  the  number  of  research  dollars  awarded 
this  year  to  faculty  from  private  and  federal 
organizations  increased  by  20  percent  over  last 
year. 

The  report  by  Dr.  Kenneth  Barker  showed 
that  faculty  was  awarded  $7,984,937  in  re- 
search funds  for  the  year  ending  September 
30,  compared  with  $6,653,164  for  the  year 
before. 

The  greatest  percentage  increases  were  in 
the  Pharmacy  College,  which  had  an  almost 
fourfold  increase  in  the  amount  of  money 
awarded  for  research,  and  the  College  of 
Medicine  with  a 34  percent  jump. 

“This  overall  increase  of  20  percent  comes 
at  a time  when  the  availability  of  federal  funds 
for  research  has  gone  down,”  said  Dr.  Barker, 
who  assumed  his  post  last  summer. 

In  just  the  last  quarter  (July  to  September), 
the  faculty  were  awarded  $1,380,183,  which 
was  used  to  support  research  mostly  in  the 
areas  of  carcinogenesis,  immunology,  repro- 
ductive biology,  cardiovascular  physiology, 
aging  and  nutrition.  Another  $2,346,450  was 
applied  for  during  the  same  period. 

Dr.  Barker  said  most  of  these  funds  are 
coming  from  such  federal  agencies  as  the 
National  Institutes  of  Health  and  National 
Science  Foundation;  and  private  organiza- 
tions, including  corporations,  drug  companies, 
and  health  organizations. 
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The  Letter  Box 

Dear  Sir; 

Please  include  the  following  information  in 
your  Journal  announcements: 

FAMILY  MEDICINE  UPDATE 
February  2,  1980 
6 hours,  Category  I 

2ND  ANNUAL  NEONATOLOGY  SEMINAR 
February  29  - March  1,  1980 
12  hours,  Category  I 

Medicinews 

Air  transport. 

Transporting  critically  ill  patients  from  as 
far  away  as  Montana  and  Wyoming  at  a 
moment’s  notice  is  becoming  increasingly 
characteristic  for  University  Hospital  and 
Clinic. 

What  is  making  these  long-distance,  life- 
saving trips  more  commonplace  is  the  hospital 
emergency  service’s  air  transport  system. 

Through  an  agreement  with  Sky  Harbor  Air 
Services  at  Omaha’s  Eppley  Airfield,  Univer- 
sity Hospital  is  using  a fleet  of  fixed-wing 
aircraft  to  bring  critically  ill  or  injured  patients 
to  the  hospital  from  the  far  reaches  of 
Nebraska  and  surrounding  states. 

The  hospital  has  operated  an  air  transport 
system  primarily  for  neonates  since  1972.  The 
hospital  has  in  the  past  few  months,  however, 
added  newer  and  better  adapted  aircraft  and 
expanded  flight  personnel. 

A prop  jet,  the  MU-2  is  used  on  the  longer 
hauls  and  has  a flight  range  of  1,500  miles, 
which  is  10  times  that  of  a helicopter. 

Comprising  the  air  transport  team  on  each 
flight  are  two  to  four  health  professionals,  with 
the  pilot  supplied  by  Sky  Harbor. 

Just  as  important  as  the  depth  of  personnel 
is  the  proper  equipment.  Flight  kits  and 
backpacks,  each  of  which  is  packed  with 
equipment  and  supplies  to  treat  a specific  type 
of  patient  and  illness,  are  kept  in  stock  in  the 
hospital’s  emergency  department,  along  with 
general  medical  necessities. 


CORONARY  CARE  & THE 
PRACTICING  PHYSICIAN 
March  26-28,  1980 
20  hours.  Category  I 

Thank  you  for  adding  this  information  to 
your  journal. 

Sincerely, 

Deborah  Zech 
Continuing  Education 
Creighton  University 


If  an  out-of-state  or  western  Nebraska 
physician  calls  requesting  transfer  of  a patient 
and  the  attending  university  physician  agrees, 
the  air  transport  team  grabs  the  appropriate 
backpacks  and  kits  and  is  rushed  to  an 
awaiting  airplane  at  Sky  Harbor. 

Which  plane  is  used  depends  on  the  type  of 
patient,  his  or  her  condition  and  the  number  of 
health  professionals  needed.  For  neonate  and 
adult  patients  who  are  farther  away  and  may 
need  treatment  en  route,  the  MU-2  is  used, 
while  one  of  the  Cessna’s  may  be  used  for 
cases  which  are  not  as  severe. 

Since  the  return  flight  could  take  almost 
two-and-one-half  hours  if  the  patient  is  in 
Billings,  or  one-and-a-half  hours  from  Sidney, 
the  team  must  be  prepared  and  able  to 
perform  emergency  surgery  or  any  other  type 
of  life-saving  measure  while  in  the  air. 

This  same  level  of  health  care  technology  is 
afforded  the  patient  once  the  plane  reaches 
Sky  Harbor,  where  a mobile  intensive  care  unit 
immediately  takes  the  patient  and  team  to  the 
hospital. 

If  the  patient  is  a seriously  ill  infant,  the 
baby  will  be  taken  to  the  hospital’s  neonatal 
intensive  care  unit,  a 32-bed  unit  facility 
equipped  to  take  care  of  newborns  with  a 
variety  of  problems. 

In  most  pediatric  and  adult  cases  involving 
serious  injury,  the  hospital’s  trauma  center 
takes  the  leading  role. 
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Orbital  Hemorrhage  — G.  B.  Krohel  (Albany 
Medical  College,  Albany,  NY  12208)  Am  J 
Ophthalmol  88:254-258  (Aug)  1979. 

Seventeen  patients  had  spontaneous  orbital 
hemorrhages.  The  usual  symptoms  were  acute 
onset  of  pain,  proptosis,  and  vomiting,  with 
decreased  vision,  limitation  of  motility,  and 
ecchymosis  of  the  eyelids  occurring  in  some 
patients.  The  children  often  had  a progressive 
space-occupying  lesion  that  simulated  a neo- 
plasm. Most  patients  had  underlying  venous 
anomalies,  although  in  several  elderly  patients 
with  atherosclerosis,  arterial  hemorrhages 
developed  with  more  abrupt  and  dramatic 
symptoms.  Other  associated  conditions  in- 
cluded hypertension,  anemia,  labor,  and  von 
VVillebrand’s  disease.  The  visual  outcome  was 
good  except  in  the  elderly  patients,  half  of 
whom  had  severe  and  permanent  visual  loss. 

Psychiatric  Illness  in  a General  Urban 
Emergency  Room  — W.  K.  Summers  et  al 
(Univ  of  Southern  California,  Los  Angeles, 
CA  90033)  J Clin  Psychiatry  40:340-343 
(Aug)  1979. 

Two  hundred  adults  who  came  to  the 
emergency  room  of  an  urban  general  hospital 
were  interviewed  by  a standardized  technique 
to  evaluate  the  existence  of  a current  or 
previous  psychiatric  illness.  One  hundred 
arrived  between  8 A.M.  and  4 P.M.  (daytime 
group),  and  100  between  12  A.M.  and  8 A.M. 
(nighttime  group).  In  the  nighttime  population 
65%  were  judged  to  have  current  or  past 
psychiatric  illnesses.  In  the  daytime  popula- 
tion only  35%  had  current  or  past  psychiatric 
illnesses.  The  difference  between  the  two 
populations  was  highly  significant.  Fewer  than 
10%  of  the  200  patients  had  neuropsychiatric 
symptoms  in  their  chief  complaints. 

Effects  of  Androgen  on  Sexual  Behavior  in 
Hypogonadal  Men  — J.  M.  Davidson  et  al 
(E.  R.  Smith,  Dept  of  Physiology,  Stanford 
Univ,  Stanford,  CA,  94305)  J Clin  Endo- 
crinol Metab  48:955-958  (June)  1979 

Despite  the  widespread  use  of  androgen  in 
the  treatment  of  hypogonadal  men,  its  efficiacy 
in  restoring  sexual  behavior  to  hypogonadal 
patients  has  not  been  established  in 
appropriately  controlled  behavioral  studies.  In 
a double-blind  experiment,  testosterone 


enanthate  or  vehicle  was  injected 
intramuscularly  once  every  four  weeks  into  six 
men,  aged  32  to  65  years,  two  with  gonadal 
failure  and  four  with  secondary  hypogonadism. 
Two  doses  of  testosterone  (100  and  400  mg) 
were  administered  for  approximately  five 
months,  with  the  treatments  varied  at  random 
within  and  among  subjects.  Sexual  activity  and 
experience  were  followed  by  daily  logs. 
Frequencies  of  erections,  including  nocturnal 
erections  and  coitus,  showed  significant  dose- 
related  responses  to  androgen  treatment  that 
closely  followed  the  fluctuations  in  the 
circulating  testosterone  level.  As  indicated  by 
the  Profile  of  Mood  States  test,  behavioral 
responses  did  not  appear  to  be  mediated  by 
changes  in  mood.  The  stimulatory  effects  of 
testosterone  on  sexual  activity  are  rapid, 
reliable,  and  not  due  to  a placebo  effect.  To 
maintain  plasma  testosterone  and  adequate 
sexual  function  within  normal  levels,  even  high 
doses  of  testosterone  enanthate  should  be 
given  no  less  frequently  than  once  every  three 
weeks. 


“Doc,  I’ve  been  standing  here  for  two  days  watching 
my  weight  and  still  no  change.” 
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Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal.  1512 
First  National  Bank  Building,  Lincoln,  Nebraska  68508. 

FULL  TIME  POSITION:  The  Department  of 
Correctional  Services  of  the  State  of  Nebraska  is 
seeking  a full-time  physician  to  work  in  health 
services  section.  Primary  responsibilities  will  be  the 
health  care  of  approximately  500-700  legal 
offenders  at  the  Nebraska  State  Penitentiary.  The 
institution  is  located  in  Lincoln,  Nebraska;  a very 
progressive,  clean  city  with  an  excellent  school 
system.  The  institution  is  in  the  process  of  major 
reconstruction  and  will  have  all  new  facilities  by 
1981.  The  state  has  excellent  state  benefits,  salary 
open  to  negotiation.  If  interested  please  contact  Mr. 
Gary  Burger,  Personnel  Officer,  Department  of 
Correctional  Services,  P.O.  Box  94661,  Lincoln, 
Nebraska  68509.  Telephone  (402)  471-2654. 

PHYSICIAN  OPPORTUNITIES  — Family 
Practice  - Internal  - Urology  - Oncology  - Neurology 
— Join  in  partnership  or  individual  practice  in 
professional  building  attached  to  350-bed  JCAH 
hospital.  Located  in  a northeast  Iowa  city  of 
100,000  population  with  a drawing  area  over 
275,000.  Presently  a large  segment  of  this 
population  is  without  complete  medical  care.  The 
hospital  provides  a minimum  fee  guarantee  for 
some  practice  openings.  All  specialties  are  cur- 
rently on  active  hospital  staff  and  relief  coverage  is 
available.  An  excellent  opportunity  for  family 
physician  and  urologist  to  assume  established 
practices.  Please  contact:  JAMES  T.  WALTER, 
PRESIDENT,  ALLEN  MEMORIAL  HOSPITAL, 
1825  LOGAN  AVENUE,  WATERLOO,  IOWA 
50703.  Telephone  No.  (319)  235-3987. 


FAMILY  PRACTICE  RESIDENCY  — Second- 
year  position  available  July,  1980.  Accredited 
program  is  community  based  and  affiliated  with  the 
University  of  Iowa  College  of  Medicine.  Generous 
stipend  and  fringe  benefits.  Contact:  C.  A.  Water- 
bury,  M.D.,  Director,  441  East  San  Maman  Drive, 
Waterloo,  Iowa  50702,  Telephone:  (319)  234-4419. 


TEXAS  NEEDS  DOCTORS!  — Excellent  op- 
portunities for  GP’s,  pediatricians,  internists, 
orthopods,  and  OB/GYN  in  several  small  towns 
(pop.  25,000)  throughout  the  state.  Also  excellent 
openings  for  neonatologist,  perinatologist,  ENT 
and  GP  in  Dallas.  Generous  guarantees  and  perks. 
Contact  Texas  Doctors  Group,  Suite  500,  815 
Brazos,  Austin,  Texas  78701,  Telephone  (512)  476- 
7129. 


OFFICE  FOR  SALE:  I am  retiring  from  the 
practice  of  medicine  January  1,  1980,  after  having 
been  in  the  same  location  since  April  26,  1920.  Will 
have  for  sale  my  building  with  the  equipment  and 
no  blue  sky  or  good  will.  I dislike  to  dismantle  my 
office  and  practice  after  spending  60  years  develop- 
ing it.  There  is  no  better  opportunity  or  more 
pleasant  place  to  live  in  the  State  of  Nebraska. 
QUALIFICATIONS  REQUIRED:  Board  certifica- 
tion in  general  surgery,  impeccable  character,  good 
habits,  and  not  lazy.  We  have  two  fine  hospitals, 
fine  churches,  the  expertise  of  the  profession  and 
hospitals  of  Omaha  and  Lincoln,  Nebraska,  at  your 
finger  tips.  This  opportunity  will  be  available  for 
only  30  days.  Contact:  William  T.  Wildhaber,  M.D., 
Beatrice,  Nebraska  68310,  Telephone:  (402)  223- 
2152. 
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E ore  prescribing,  please  consult  complete  product  information,  a 
snmary  of  which  follows: 

T effectiveness  of  Valium  (diazepam)  in  long-term  use.  that  is.  more  than 
4ionths.  has  not  been  assessed  by  systematic  clinical  studies  The 
ffsician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
irviduai  patient 

dtraindications:  Tablets  in  children  under  6 months  of  age.  known 
h'ersensitivity.  acute  narrow  angle  glaucoma,  may  be  used  in  patients 
vfi  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
trnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  oc- 
ciations  requiring  complete  mental  alertness  (e  g , operating  machinery, 
H'ing)  Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
he  occurred  following  abrupt  discontinuance  (convulsions,  tremor, 
cfominal  muscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  indi- 
vjals  (drug  addicts  or  alcoholics)  under  careful  surveillance  because  of 
f disposition  to  habituation  dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations,  as  sug- 
. gested  in  several  studies.  Consider  possibility  of  preg- 

i nancy  when  instituting  therapy;  advise  patients  to  dis- 
j cuss  therapy  if  they  intend  to  or  do  become  pregnant. 

'AL  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
(S  depressants 

r of  value  in  treatment  of  psychotic  patients,  should  not  be  employed  m 

ii  of  appropriate  treatment  When  using  oral  form  adiunctively  in  convul- 
s;  disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand 
r seizures  may  require  increase  m dosage  of  standard  anticonvulsant 
rjdication.  abrupt  withdrawal  in  such  cases  may  be  associated  with  tem- 
f ary  increase  in  frequency  and/or  severity  of  seizures 

r/CTABLE  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local 
lition.  swelling,  and.  rarely,  vascular  impairment  when  used  I V inject 
sv/y  taking  at  least  one  minute  lor  each  5 mg  (1  ml)  given,  do  not  use 
Sill  veins.  I e , dorsum  of  hand  or  wrist,  use  extreme  care  to  avoid  mtra- 
vnat  administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to 
apmster  Valium  directly  I V.  it  may  be  injected  slowly  through  the  infusion 
ling  as  close  as  possible  to  the  vein  insertion 

/(minister  with  extreme  care  to  elderly,  very  ill.  those  with  limited  pulmo- 
rjy  reserve  because  of  possibility  of  apnea  and  or  cardiac  arrest,  con- 
c nitant  use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases 
cpression  with  increased  risk  of  apnea,  have  resuscitative  facilities  avail- 
fie  When  used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dos- 
n at  least  1/3.  administer  in  small  increments  Should  not  be  administered 
t jatients  in  shock,  coma,  acute  alcoholic  intoxication  with  depression  of 
\|il  signs 


INJECTABLE  Although  promptly  controlled,  seizures  may  return,  readminister 
if  necessary,  not  recommended  for  long-term  maintenance  therapy 
Laryngospasm/increased  cough  reflex  are  possible  during  peroral 
endoscopic  procedures;  use  topical  anesthetic,  have  necessary  coun- 
termeasures available.  Hypotension  or  muscular  weakness  possible,  par- 
ticularly when  used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilitated 

Adverse  Reactions;  Side  effects  most  commonly  reported  were  drowsi- 
ness. fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipa- 
tion. depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
laundice.  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash, 
slurred  speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimula- 
tion have  been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  ob- 
served m patients  during  and  after  Valium  (diazepam)  therapy  and  are  of 
no  known  significance 

INJECTABLE  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity.  syn- 
cope, bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups, 
neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dysp- 
nea, hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been 
reported 

Management  of  Overdosage:  Manifestations  include  somnolence,  confu- 
sion. coma,  diminished  reflexes  Monitor  respiration,  pulse,  blood  pressure, 
employ  general  supportive  measures,  TV  fluids,  adequate  airway  Use 
levarterenol  or  metaraminol  for  hypotension,  caffeine  and  sodium  benzoate 
for  CNS-depressive  effects  Dialysis  is  of  limited  value 
Supplied:  Tablets,  2 mg.  5 mg  and  10  mg,  bottles  of  100  and  500; 
Tel-E-Dose‘  (unit  dose)  packages  of  100,  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing  10  strips  of  10;  Prescription 
Paks  of  50.  available  singly  and  in  trays  of  10  Ampuls,  2 ml,  boxes  of  10, 
Vials.  10  ml.  boxes  of  1.  Tel-E-Ject*  (disposable  syringes),  2 ml,  boxes  of 
10  Each  ml  contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol.  10%  ethyl  alcohol.  5%  sodium  benzoate  and  benzoic  acid  as  but  - 
ers.  and  1 5%  benzyl  alcohol  as  preservative 


Roche  Laboratories 

Division  of  Hotfmann-La  Roche  Inc. 

Nutley,  New  Jersey  071 10 


Is  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
itus  or  petit  mal  variant  status 

'hdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol)  have  oc- 
( red  following  abrupt  discontinuance  (convulsions,  tremor,  abdominal 
I scle  cramps,  vomiting,  sweating)  Keep  addiction-prone  individuals 
i ler  careful  surveillance  because  of  predisposition  to  habituation/ 
oendence  Not  recommended  for  OB  use 

icacy  safety  not  established  in  neonates  (age  30  days  or  less):  pro- 
Iged  CNS  depression  observed  In  children,  give  slowly  (up  to  0 25 
I kg  over  3 minutes)  to  avoid  apnea  or  prolonged  somnolence,  can  be 
I eated  after  15  to  30  minutes  If  no  relief  after  third  administration, 
oropriate  adjunctive  therapy  is  recommended 
tcautions;  If  combined  with  other  psychotropics  or  anticonvulsants, 

I efully  consider  individual  pharmacologic  effects — particularly  with  known 
mpounds  which  may  potentiate  action  of  Valium  (diazepam),  re.. 
janothiazines.  narcotics,  barbiturates,  MAO  inhibitors  and  antidepres- 
its  Protective  measures  indicated  in  highly  anxious  patients  with  ac- 
Tipanying  depression  who  may  have  suicidal  tendencies  Observe  usual 
icautions  in  impaired  hepatic  function,  avoid  accumulation  in  patients 
h compromised  kidney  function.  Limit  oral  dosage  to  smallest  effective 
lount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (mi- 
ly  2 to  2'/2  mg  once  or  twice  daily,  increasing  gradually  as  needed  or 
'Trated). 

ONLYWJUKtdiazepam) 

GIVES  YOU  THS  CHOICE  OF  DOSAGE 
FORMS  AND  FLEXBUTY 


2-MG,  5-MG, 
lO-MG  SCORED 
TABLETS 
TEL-E-DOSE® 
REVERSE- 
NUMBER  PACKS 
2-ML  TEL-E-JECT® 
DISPOSABLE 
SYRINGES 
2-ML  AMPULS 
lO-ML  VIALS 


5 MG/ML 
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A character 


all  its  own. 


Valium  (diazepam/Roche) 
is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  shouldfbe  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 
A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Valium*® 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states:  somatic  complaints 
which  are  concomitants  of  emotional  factors:  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation:  symptomatic  relief  of  acute  agita 
tion,  tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal:  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology:  spasticity  caused  by  upper  motor 
neuron  disorders:  athetosis:  stiff-man  syndrome:  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  is,  more  than  4 months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow  angle  glaucoma:  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed: 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 

Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported:  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice:  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic  slates,  2 to  10  mg  b.i.d,  to  q i d . 
alcoholism,  10  mg  t.i.d.  or  q.i.d,  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed:  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d.  or  q i.d.:  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d to  q i.d  Geriatric  or  debilitated  patients:  2 to  2'/2  mg,  1 or2 
times  daily  initially,  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children:  1 to2'/2  mg  t.i.d.  or  q i d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg— 
bottles  of  100  and  500,  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10,  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10 
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Be  sure  to  attend  . . . 

“Sexual  Medicine  Today” 

“Medical  Aspects  of  Human  Sexuality” 

presented  by 

Martin  Goldberg,  M.D. 


Doctor  Goldberg,  noted  psychiatrist  and  expert  in  marital  therapy,  will  speak  about  medicine  and 
sexuality  at  a symposium  beginning  at  1:45  p.m.,  Tuesday,  April  27. 


Presently  director  of  marital 
therapy  training  and  research 
at  the  Institute  of  Pennsyl- 
vania Hospital  and  associate 
clinical  professor  of  psychia- 
try, Department  of  Psychiatry, 
University  of  Pennsylvania 
School  of  Medicine,  Doctor 
Goldberg  has  written  numer- 
ous books  and  articles  on 


psychiatry  and  the  medical 
aspects  of  human  sexuality. 

He  received  his  BS  degree 
from  Philadelphia  College  of 
Pharmacy  and  Science  and 
his  medical  degree  from  Jef- 
ferson Medical  College.  Doc- 
tor Goldberg  has  served  on 
the  faculty  at  the  University  of 


Pennsylvania  School  of  Medi- 
cine since  1954  and  has  held 
posts  at  the  Institute  of  Penn- 
sylvania Hospital  since  1958. 

He  is  a member  of  the 
American  Psychiatric  Associa- 
tion and  American  Association 
for  Marital  and  Family  Therapy. 
He  lives  in  Haverford,  Pa. 


Tuesday,  April  27  112th  Annual  Session 

Omaha  Hilton  Hotel  Nebraska  Medical  Association 
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CLARKSON  HOSPITAL  DOCTORS  BUILDING 
February  Progress  Report 

The  cold  weather  and  snow  of  the  past  few  weeks  has  not  slowed  construction  of 
Clarkson  Hospital’s  new  Doctors  Building.  With  each  passing  day,  the  project  draws  a 
little  nearer  completion. 

During  the  past  month,  work  was  wrapped  up  in  several  areas.  For  example,  outer 
skin  walls  in  the  new  building  are  nearly  complete  with  the  addition  of  structural  stud 
walls  and  installation  of  most  windows.  All  concrete  floor  slabs,  both  in  the  doctors 
building  and  the  parking  garage,  have  been  poured  and  all  pre-cast  concrete  panels  are  in 
place.  At  the  present  time,  elevator  equipment  in  both  structures  is  being  installed.  In 
addition,  sheetmetal  work  for  the  heating  and  air  conditioning  systems  is  well  underway, 
as  is  the  hanging  of  interior  wall  partitions. 

Our  unique  pedestrian  skywalk  across  Farnam  Street  is  taking  shape,  too.  Enclosure 
of  the  steel  frame  is  now  in  progress.  Workers  are  currently  in  the  process  of  connecting 
all  utility  services  which  are  contained  in  the  skyway  framework. 

Sometime  in  early  April,  we  anticipate  the  start  of  construction  of  initial  doctor 
offices.  And  by  early  May,  we  expect  to  open  the  parking  garage  to  fulltime  use. 

Spring  is  just  around  the  corner,  but  there  is  still  time  to  locate  your  office  in 
Omaha’s  newest  medical  office  building.  For  more  information  about  Clarkson  Hospital’s 
Doctors  Building,  contact: 

R.  Daniel  Brown,  Property  Management  Director, 

Clarkson  Doctors  Building,  4239  Farnam  Street,  Room  28 
Omaha,  Nebraska  68131  — or  phone  (402)  348-3116 
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and  claims  expressed  in  the  articles  published  here. 
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only,  of  firm  letter  size  x 1 1 in.  (22  x 28  cm)|  white  paper;  leave 
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his  address  is  shown  in  the  upper  left  corner  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  o x 7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  .see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  u.se  references  without  numbers; 
we  do  not  print  bibliographies. 
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Letters-to-the-Editor.  for  which  galley  proofs  are  not  sent,  should  be 
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Tenuate'°  ® 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan'' 

(diethylpropion  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION;  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  In  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below, 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result), 
WARNINGS:  lf  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle;  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Deperulet>ce  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  ano  related  drugs  may 
be  associate!)  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  hign 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  caidiovascular 
disease,  including  arrhythmias,  Tenuate  should  not  be  administered 
to  patients  with  severehypertension.  Insulin  requirements  indiabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine  The  least  amount  feasible  should  be 
prescribed  or  dispensed  atonetime  in  order  to  minimize  the  possibility 
of  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics,  therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  In  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System:  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness.  insomnia,  anxiety,  euphoria,  depression,  dysphoiia.  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses  In  a lew  epileptics  an 
increase  In  convulsive  episodes  has  been  reported  Gasiroiniesiinai 
Dryness  of  fhe  mouth,  unpleasant  taste,  nausea,  vomiting. abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances. Allergic:  Urticaria,  rash,  ecchymosis.  erythema.  Endocrine 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upset,  Hema- 
lopoieiic  System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia, Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increase!)  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg  tablet  three  times  dally,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger  Tenuate 
Dospan  (diethylpropion  hydrochloride]  controlled-release  One  75  mg 
tablet  dally,  swallowed  whole,  in  midmorning  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age, 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest 
lessness.  tremor,  hyperreflexia.  rapid  respiration,  confusion,  assault- 
iveness,  hallucinations,  panic  states  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyin- 
mias,  hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  m fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  (Regitine')  has  been  suggestetfon  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  it  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inouiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richaidson-Meriell  Inc 
Cincinnati.  Ohio  45215.  USA 
Licensor  of  Merrell" 

References  1 . Citations  available  on  request  from  Medical  Research 
Department.  MERRELL  NATIONAL  LABORATORIES,  Cincinnati. 
Ohio  45215  2.  Hoekenga,  M T . O'Dillon  IDillon).  R H and  Leyland, 
H M A comprehensive  review  of  diethylpropion  hydrochloride  In 
Central  Mechanisms  of  Anorectic  Drugs.  S Garattini  and  R Samanin 
Ed  , New  York,  Raven  Press  1978.  pp  391-404 
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Iverweight  may  not  always  be  simple, 
implications  can  develop^ 

ifomplicated  or  not  ■■■ 


udies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
pertension.  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases. 
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For  prescribing  information  see  opposite  page. 


^uate-it  makes  sense, 
kiid  it’s  responsible  medicine. 


useful  short-term  adjunct 
an  indicated  weight  loss  program. 


linical  effectiveness. 

e anorectic  effectiveness  of  diethyl propion  hydrochloride  is 
HI  documented.  No  less  than  16  separate  double-blind,  placebo- 
ntrolled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
3 unique  chemistry  of  Tenuate  provides  . .anorectic  potency 
th  minimal  overt  central  nervous  system  or  cardiovascular 
mulation.’2  Compared  with  the  amphetamines,  diethyl  propion 
is  minimal  potential  for  abuse. 


h uncomplicated  overweight. 

hny  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
: ease.  While  this  condition  is  often  termed  uncomplicated 
: esity.  complications  of  both  a social  and  a psychologic  nature 
’ ly  be  distressingly  real  for  the  patients.  In  these  cases,  a 
I Drt-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
: unsel  during  the  important  early  weeks  of  an  indicated  weight 
s program. 


[jrweight  patients  in  certain  diagnostic  categories  often  require 
r St  appetite  control  and  a successful  program  of  weight 
< uction  may  tend  to  diminish  the  incidence  or  severity  of  the 
snplications  in  some  patients.  Diethylpropion  hydrochloride 
1 been  reported  useful  in  such  patients  and  while  it  is  not 
digested  that  Tenuate  itself  in  any  way  reduces  the 
: nplications  of  overweight,  it  may  have  a useful  place  as  a 

I trt-term  adjunct  in  a prescribed  dietary  regimen.  Tenuate 

\ tuld  not  be  administered  to  patients  with  severe  hypertension; 

II  additional  Warnings  and  Precautions  on  the  opposite  page. 
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Motrin  now  proved  an 
effective  analgesic 
for  mild  to  moderate  pain 


Motrin  400  mg  provided  greater  relief  of  pain  than  did 
propoxyphene  65  mg  in  controlled  clinical  pain  studies. 


Time  after  drug  administration  (hour) 

.5 

1 

2 

3 

4 

Mean  relief- 
of-pain  scores* 

Motrin  400  mg 
ibuprofen 

.89 

(108) 

1.25 

(108) 

1.36 

(108) 

1.28 

(107) 

1.19 

(106) 

(No.  patients 
reporting) 

Darvon  65  mg 

.66 

.99 

1.13 

.99 

.80 

propoxyphene 

(100) 

(99) 

(96) 

(96) 

(96) 

Statistical  significance 

p<0.02 

p<0.01 

p<0.05 

p<0.02 

p<0.002 

'0  = No  relief  1 = Partial  relief  2 = Complete  relief 

Data  on  file  at  The  Upjohn  Company 

Motrin  demonstrated  statistically  significant  greater  relief  of  pain  than  did  Darvon  at  all  time  intervals. 


Motrin 

ibuprofen,  Uoiohn 


‘ • Not  a narcotic  • Not  addictive  • Not  habit  forming 
; • Rapid  analgesic  action  • Indicated  in  acute  and  chronic  pain 
I • Well  tolerated. The  most  common  side  effect  with  Motrin 
is  mild  gastrointestinal  disturbance. 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Motrin^  (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin  ’ Tablets  (Ibuprofen.  Upjohn) 

Indications  and  Usage:  Treatment  ot  signs  and  symptoms  ot  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain. 

Contraindications;  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Fteptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions;  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

'Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration;  Rheumatoid  and  osteoarthritis,  including  flares  of 
chronic  disease:  Suggested  dosage  is  300, 400  or  600  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 
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THE  LACTOSE  INTOLERANCE  ISSUE 

Research  shows  lactose  intolerant  persons  CAN  drink  nutritionally 
useful  quantities  of  milk  without  adverse  effects. 


Digestion  of  milk’s  principle  sugar,  lactose, 
depends  upon  the  intestinal  enzyme  lactase. 
Medical  research  shows  that  most  people  who 
have  decreased  levels  of  lactase  are  still  able  to 
consume  useful  quantities  of  milk  without  suf- 
fering discomfort,  especially  when  they  drink 
milk  as  a part  of  a meal  or  with  other  foods. 

Two  researchers  at  Massachusetts  Institute  of 
Technology,  Nevin  S.  Scrimshaw,  Ph.D.,  M.D., 
and  Cutberto  Garza,  M.D.,  studied  the  reactions 
of  both  black  and  white  children  who  had  been 
found  “lactose  intolerant.” 

The  children  were  fed  up  to  two  8-ounce 
glasses  of  milk.  At  another  time,  they  were  given 


varying  amounts  of  lactose  mixed  into  peanut 
butter  sandwiches.  Even  though  many  of  the 
children,  ages  4 to  9,  had  low  levels  of  lactase, 
they  did  not  experience  adverse  symptoms. 

Children  in  earlier  studies  weregiven  doses  of 
lactose  equivalent  to  drinking  a quart  of  milk  on 
an  empty  stomach.  And  because  some  children 
had  lower  levels  of  lactose-digesting  enzyme 
lactase,  symptoms  appeared.  Drs.  Garza  and 
Scrimshaw  say  that  these  early  testing  methods 
were  responsible  tor  unrealistic  conclusions  on 
lactose  intolerance. 

For  more  up-to-date  information  and  patient 
materials,  contact  your  local  Dairy  Council. 


— The  Nutrition  Education  People  — 

DAIRY  COUNCIL  OF  CENTRAL  STATES,  INC. 
6901  Dodge  Street,  Suite  104 
Omaha,  NE  68132 


The  Efficacy  of  Prophylactic  Antibiotics  in 

Cesarean  Section  — S.  A.  Gall  (Duke  Univ 

Medical  Center,  Durham,  NC  27710)  Am  J 

Obstet  Gynecol  134:506-511  (July  1)  1979. 

To  determine  the  effectiveness  of  cefazolin- 
cephalothin  administration  as  a prophylactic 
regimen  in  patients  undergoing  cesarean  sec- 
don,  a randomized,  double-blind,  placebo- 
controlled  investigation  was  made.  Cefazolin, 
1.0  g,  or  placebo  was  administered  intra- 
muscularly on  call  to  the  operating  room,  and 
cephalothin,  2.0  g,  or  placebo  was  adminis- 
tered intravenously  at  6,  12,  and  24  hours 
postoperatively.  Ninety-five  patients  were 
studied,  with  49  in  the  placebo  group  and  46  in 
the  drug  group.  In  19  patients  in  the  placebo 
group  28  infections  developed  while  in  eight 
patients  in  the  drug  group  eight  infections 
developed.  Eight  patients  in  the  placebo  group 
had  infections  at  two  or  more  sites,  whereas  no 
patient  in  the  drug-treated  group  had  multiple 
infections.  Infection  and  bacterial  overgrowth 
did  not  occur  in  the  infants.  This  study 
supports  the  concept  of  preoperative  antibiotic 
administration  being  beneficial  to  the  obstetric 
patient. 


REPRINTS 

OF  YOUR 

Technical  Articles 

Axe  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 

★ 

It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Lettorheacb  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 
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It’s  just  wliat  tlie 
Doctor  ordered! 

Computer  software  for  the  Health  Professions 


Doctor... 

Now  Available  ...  A 
complete  micro 
computerized  patient 
accounts  management 
system  (PAMS)  for  your 
office. 

This  unique,  flexible 
and  comprehensive 
system  was  developed 
by  a practicing 
physician  to  handle  the 
s|3ecialized  needs  of  all 
health  care 
professionals. 


Solid  Soft 
Corporation 


The  PAMS  will  provide: 


Account  B<H)kkeeping 
Functions 

• Accounts  Receivable 

• Aged  Ac  counts  Balance 

• Audit  Trail  — Daily  Ijog(s) 

• Statement  Pnx'essing 

• Past  Due  Notices  (d)  — Final 
Notice  Letters 

• EOM/EOY  Services  Rendered 
Report 

• Patient  Recall  Letters 

• Insurance  Processing  and 
Billing  (up  to  4 companies  jxr 
family  account) 

• "qTYPE”  Word  Processing 
Also  Available 

...  All  for  a price  the  big  name 
companies  can’t  match. 

Start  enjoying  the  sfieed, 
efficacy,  accuracy  and  prestige 
only  computerization  can  afforc) 
your  office.  Your  staff  will  love  it. 


ISVSTGmS 

I OCfTTCC  COfnA/T«D  COPOGDOTUn 


CALL  TODAY  FOR  A DEMONS TR  VfK  tN  OR  FURTHER  INFORMATION. 
^>1979  Solid  Soft  Corporation 


AUTHORIZED  MICROSYSTEMS  DEALER 
of 

PSTrec 
COmPUTB) 
coGPCRPnon 


Contact: 

Gary  L.  Green 
COMPUTER  SYSTEMS 
611  No.  27th 
Lincoln,  Nebraska  68503 
(402)  474-2800 


C P«r1*c  Computer  Corpofallorr  1979 
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iNUSOL-HC 


pDsitories/cream  with  hydrocortisone  acetate 

I «■ 

rescribed  hemorrhoidal  prodi|ct  | 


IWAS  ^ 
UMBER  ONE 
111959 


L HC  SUPPOSITORIES 
cxdal  Suppositories 
L-HC  CREAM 

earn  with  Hydrocortisone  Acetate 

: Federal  law  prohibits  dispensing  without 
'tion. 

lion:  Each  Anusol-HC  Suppository  contains  hydrocor- 
etate,  10  0 mg,  bismuth  subgallate.  2 25%;  bismuth 
lompound,  1.75%;  benzyl  benzoate,  1.2%;  Peruvian 
1 8%,  zinc  oxide,  1 1 0% , also  contains  the  following 
ngredients  dibasic  calcium  phosphate,  and  certified 
in  a hydrogenated  vegetable  oil  base 
tram  of  Anusol-HC  Cream  contains  hydrocortisone 
5 0 mg,  bismuth  subgallate,  22  5 mg,  bismuth 
compound,  17  5 mg,  benzyl  benzoate,  12  0 mg; 
balsam,  18.0  mg,  zinc  oxide,  1 10.0  mg;  also  contains 
wing  inactive  ingredients:  propylene  glycol,  propyl- 
methylparaben,  polysorbate  60  and  sorbitan 
■arate  in  a water-miscible  base  of  mineral  oil,  glyceryl 
and  water 

ons:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
nctive  therapy  for  the  symptomatic  relief  of  pain  and 
art  in;  external  arxf  internal  hemorrhoids,  proctitis, 
cryptitis,  anal  fissures,  incomplete  fistulas  and  relief  of 
n and  discomfort  foltowing  anorectal  surgery. 
aPHC  Cream  is  also  indicated  for  pruritus  ani. 


Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can  be 
maintained  on  regular  Anusol*  Suppositories  or  Ointment. 
Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 
Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy, 
they  should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time 
Precautions:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment. 

If  irntation  develops,  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  and  appropriate 
therapy  instituted 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted.  If  a 
favorable  response  does  not  occur  promptly,  the  cortico- 
steroid should  be  discontinued  until  the  infection  has  been 
adequately  controlled. 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 

Anusol-HC  is  not  for  ophthalmic  use 
Dosage  and  Administration:  Anusol-HC  Suppositories  — 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the 
anus.  Insert  one  suppository  in  the  morning  and  one  at 


bedtime  for  3 to  6 days  or  until  inflammation  subsides  Then 
maintain  patient  comfort  with  regular  Anusol  Suppositories. 

Anusol-HC  Cream  — Adults:  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the 
exterior  surface  and  gently  rub  in.  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying  gentle 
continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 
to  6 days  until  inflammation  subsides  Then  maintain  patient 
comfort  with  regular  Anusol  Ointment. 

NOTE:  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand,  or  machine 
washing  with  household  detergent. 

How  Supplied:  Anusol-HC  Suppositories—  boxes  of  12 
(N  0047-0089-12)  and  boxes  of  24  (N  0047-0089-24)  in 
silver  foil  strips  with  Anusol-HC  W/C  printed  in  black 
Anusol-HC  Cream  — one-ounce  tube  (N  0047-0090-01) 
with  plastic  applicator. 

Store  between  59°-86°  F (15°-30°  C). 

Full  information  is  available  on  request 

®1980  Warner-Lambert  Company  00022  PD-JA-0234-I-P 

PARKE-DAViS  2/80 

Div  of  Warner-Lambert  Co 
Morris  Plains,  NJ  07950  USA 
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Plan  Now  to  Attend  . . . 


1980  ANNUAL 
SESSION 


OF  THE 


NEBRASKA  MEDICAL 
ASSOCIATION 


1 1:00 
1:00 


4:30 

7:00 


SUNDAY,  APRIL  27 

Board  of  Councilors 
House  of  Delegates 
Reference  Committees 
Board  of  Directors 

Annual  Recognition  and  Religion  Banquet 
Recognition  of  Fifty-Year  Practitioners 
Guest  Speaker:  John  Erickson,  President  of 
Fellowship  of  Christian  Athletes 


8:00 

10:30 


MONDAY,  APRIL  28 

House  of  Delegates 
Nominating  Committee 
Sportsman’s  Day 


TUESDAY,  APRIL  29 


7:30 


9:00 


Scientific  Breakfast  Meeting 
“To  Jog  or  Not  To  Jog” 

— William  R.  Hamsa,  Jr.,  M.D. 

— Eugene  M.  Zweiback,  M.D. 

Symposium  on  Cardiac  Therapy,  1980 
“Medical  Management  of  Coronary  Artery 

Disease" 

— Carl  White,  M.D. 

“Management  of  Congestive  Heart  Failure" 

— Jonathan  Abrams,  M.D. 

“Newer  Anti-arrhythmic  Agents” 

— Alan  D.  Forker,  M.D. 


11:15 

12:00 


1:45 


4:15 

6:00 

7:00 


Nominating  Committee 
Athletic  Medicine  Luncheon 

— Pat  Mallette,  Guest  Speaker 
Symposium  on  Sexuality 
“Sexual  Medicine  Today” 

“Medical  Aspects  of  Human  Sexuality” 

— Martin  Goldberg,  M.D. 

Nominating  Committee 
President’s  Reception 
Fun  Night 


7:00 

7:30 

9:00 


12:00 


WEDNESDAY,  APRIL  30 

Past  President’s  Breakfast 
House  of  Delegates 

Symposium  on  What’s  New  in  Medicine 
“Ultra  Sonography” 

— Kenneth  H.  Elson,  Jr.,  M.D. 

“Family  Cancer  Syndrome” 

— Henry  Lynch,  M.D. 


“Current  Topics  in  Ophthalmology” 

— Frederick  A.  Mausolf,  M.D. 

Annuai  Distinguished  Luncheon 
Installation  of  1980-1981  President, 
Russell  L.  Gorthey,  M.D. 

Guest  Speaker:  John  S.  Zapp,  D.D.S. 


APRIL  27  thru  30 


OMAHA 

HILTON 
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Hemoccult 


© 


The  world’s  leading  test  for 
fecal  occult  blood. 


Entire  Colon— 

Hemoccult  lest  or  colonoscopy 


8 cm.  — Digital  examination 


utine  digital  examination 
)res  only  8 cm.  of  the  colon, 
loidoscopy  reveals  an  additional 
n.  But  colorectal  cancer  can  occur 
ighout  the  colon.  And  it's  often 
iptomatic. 

at’s  why  the  Hemoccult®  test  is  so 
ible  as  a preliminary  diagnostic  screen. 
Hemoccult®  test  is  a reliable  detector 
Dod  throughout  the  colon, 
addition,  it’s  accurate,  inexpensive, 

■le  to  use  and  easy  to  read.  The  test 
ae  done  in  your  office  in  minutes, 
ven  to  your  patient  to  take  home  and 
Ti  by  mail. 

are  than  1 14,000  cases  of  colorectal 
;er  will  occur  in  the  United  States 
/ear.  The  earlier  they  are  diagnosed, 
ireater  the  chances  for  successful 
TTient.  Send  for  your  free  Hemoccult® 
er  package,  today. 


25  cm.— Sigmoidoscopy 


Medical  Specialty 

Address 

City 'State  Zip. 

Phone 


□ Please  send  me  the  Hemoccult  n*  Physician's 
Complimentary  Starter  Package. 


Send  to: 

SmrthKIine  Diagnostics 

880  West  Maude  Avenue.  P.O  Box  61947 

Sunnyvale.  CA  94086 


SJG 


Tioccult®  is  available  through  local  distributors,  nationwide.  ©smithKime  Diagnostics.  i9so 


i the  functional  bowel/irritable  bowel  syndrome* 


Bentyr 

tiicyclomine  hydrochloride  USP) 

T mg.  capsules,  20  mg.  tablets, 

■j)  mg./5  ml.  syrup,  10  mg. /ml.  injection 

I 

I 

ielps  control  abnormal  motor  activity 
' ith  minimal  anticholinergic  side  effectst 

emonstrated  smooth  muscle  relaxant  activity. 

this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
asm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
iloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
js  taken  . . . 

. Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
oduced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


lorospasm  has  Barium  meal  beginning 

nost  totally  blocked  to  pass  1 0 minutes 

ssage  of  barium  after  intramuscular 

sal.  injection  of  20  mg.  Bentyl. 


The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N M.;  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 

Merrell 


his  drug  has  been  classified  "probably  effective  in  treating 
nctional  bowel/irritable  bowel  syndrome 

iee  Warnings,  Precautions  and  Adverse  Reactions. 

ie  following  page  for  prescribing  information. 
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Bentyl* 

(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets,  Syrup.  Iniection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably" effective: 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OREN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE.  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-eftective  indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastromtestmal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis):  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient:  unstable  cardiovascular  status  in  acute 
hemorrhage:  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis:  myasthenia  gravis  WARNINGS.  In  the 
presence  of  a high  environmental  temperature,  heat  prostratioh 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  ihstance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug,  PRECAUTIDNS.  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with:  Autonomic  neuropathy.  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon.  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste: 
headache:  nervousness;  drowsiness;  weakness;  dizziness;  insom- 
nia, nausea;  vomiting,  impotence;  suppression  of  lactation;  con- 
stipation. bloated  feeling;  severe  allergic  reaction  or  drug 
Idiosyncrasies  including  anaphylaxis,  urticaria  and  other  dermal 
manifestations,  some  degree  of  mental  confusion  and/or  excite- 
ment. especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation.  DDSAGE  AND 
ADMINISTRATION.  Dosage  must  be  adjusted  to  individual  patient's 
needs. 

Usual  Dosage  Bentyl  10  mg.  capsule  and  syrup:  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants  'h 
teaspoonful  syrup  three  or  lour  times  daily.  (May  be  diluted  with 
equal  volume  of  wafer.)  Bentyl  20  mg. . Adults  1 tablet  three  or  four 
times  daily.  Bentyl  Iniection  Adu/fs:  2 ml.  (20  mg.)every  four  tosix 
hours  intramuscularly  only.  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot.  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  lor  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  Ingested,  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine’  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October,  1978 


Iniectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES, INC.,  Swillwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY,  Decatur.  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES,  Division  of  Richardson-Merrell  Inc . Cincinnati, 
Ohio  45215,  USA 


Suicide  Among  US  Women  Physicians, 
1967-1972  — F.  N.  Pitts,  Jr.,  et  al  (Univ 
of  Southern  California  School  of  Medicine, 
Los  Angeles,  CA  90033)  Am  J Psychiatry 
136:694-695  (May)  1979. 

The  authors  examined  American  Medical 
Association  death  records  of  751  women 
physicians  during  1967  to  1972.  Forty-nine 
(6.56%)  committed  suicide.  The  suicide  rate 
for  women  physicians  (40.7  per  100,000  per 
year)  was  higher  than  for  men  physicians  and 
about  four  times  that  for  white  American 
women  of  the  same  age.  From  the  known 
morbid  risk  for  suicide  among  women  with 
primary  affective  disorder,  the  authors  cal- 
culated that  about  65%  of  American  women 
physicians  have  primary  affective  disorder. 


Prognosis  After  Initial  Myocardial  In- 
farction — W.  B.  Kannel  et  al  (118  Lincoln 
St,  Framingham,  MA  01701)  Am  J Cardiol 
44:53-59  (July)  1979 

During  20  years’  follow-up  of  5,127  men  and 
women  initially  free  of  coronary  heart  disease, 
193  men  and  53  women  had  one  or  more 
recognized,  symptomatic  myocardial  infarc- 
tions. An  additional  45  men  and  28  women  had 
unrecognized  myocardial  infarctions.  Subse- 
quent mortality  and  morbidity  including 
angina,  reinfarction,  congestive  heart  failure, 
and  sudden  death  were  ascertained.  One  in 
five  men  who  had  a first  myocardial  infarction 
died  within  one  year,  a mortality  14  times  that 
of  those  free  of  coronary  heart  disease.  In  men 
who  survived  the  first  year,  a recognized 
myocardial  infarction  increased  risk  of  death 
over  the  next  five  years  to  23%,  four  times  that 
of  the  general  population.  The  next  five  years 
carried  a 25%  mortality  (three  times  that  of  the 
general  population).  The  prognosis  was  dis- 
tinctly worse  in  women  than  in  men  chiefly 
because  of  a higher  (45%)  early  mortality  in 
women.  Patients  with  recognized  and  un- 
recognized myocardial  infarctions  had  similar 
survival  rates  after  three  years.  A second 
myocardial  infarction  occurred  in  13%  of  the 
men  and  in  40%  of  the  women  within  five  years 
of  the  first  infarction.  Thus,  women  were  more 
prone  to  death  and  reinfarction  than  men. 
Congestive  heart  failure  occurred  as  commonly 
as  reinfarction,  afflicting  14%  of  the  men 
within  five  years  of  the  initial  infarction. 


Merrell 
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Vlanagement  of  Prolonged  Pregnancy  — 
G.  E.  Knox  et  al  (J.  F.  Huddleston,  Univ  of 
Alabama  Birmingham  Medical  Center, 
Birmingham,  AL  35294)  Am  J Obstet 
Gynecol  134:376-384  (June  15)  1979. 

Prolonged  pregnancy  was  rigorously  de- 
fined in  180  gravid  women  who  had  no  other 
complications.  Patients  were  randomly  as- 
signed to  be  serially  followed  up,  either  by 
amniocenteses  or  by  oxytocin  challenge  tests 
(OCTs).  Induction  of  labor,  based  on  only  a 
finding  of  meconium  in  the  amniocentesis 
group  or  a positive  test  in  the  OCT  group,  was 
nearly  three  times  more  frequent  in  the 
amniocentesis  group.  The  incidence  of 
meconium,  which  overall  was  22%  initially  and 
44%  at  delivery,  as  well  as  the  frequencies  of 
obstetric  and  perinatal  complications,  were 
similar  in  both  groups.  Although  meconium 
was  significantly  associated  with  abnormal 
labor  progression,  intrapartum  fetal  distress, 
and  low  one-  and  five-minute  Apgar  scores, 
induction  of  labor  after  discovery  of  meconi- 
um, when  compared  to  nonintervention,  did 
not  improve  perinatal  outcome.  The  search  for 
meconium  is  of  little  value  in  the  management 
of  prolonged  pregnancy. 
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MEDICAL 


SLPPLV  G01V1PAIVY 

2425  ''O"  St.,  lincoln,  Nebraska  68510 

AilTHOKIZED  CONTRACT  AGENT 


CHECK  YOUR  WAITING  ROOM. 


DO  THE  BRIEFCASES  OUTNUMBER  THE 
MEDICAL  CASES? 


A great  way  of  life. 


You’re  familiar  with  them  by  now  — attor- 
neys, accountants  and  salesmen  — all  in- 
terested in  your  time  and  money. 

They  represent  modern  business.  And,  if 
you’re  like  many  physicians,  you’re  probably 
spending  a greater  percentage  of  your  time 
each  year  as  a businessman  ...  at  the  ex- 
pense of  your  practice. 

We  provide  well  staffed,  modern  facilities, 
an  excellent  program  of  compensation,  and 
opportunities  for  professional  growth  and 
specialization. 

Equally  important,  we  provide  an  environ- 
ment in  which  you  may  practice  medicine. 
And  that’s  what  your  life  is  about. 

We  would  like  to  tell  you  more  about  Air 
Force  Health  Care. 


Contact  (call  collect): 

Capt.  Robert  Brown,  1 16  South  42nd  Street, 
Omaha,  NE  (402)  221-4319 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 
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Q Fever  at  a University  Research  Center 
— California  — S.  Dritz  et  al  (Field 
Services  Div,  Bureau  of  Epidemiology, 
CDC,  Atlanta,  GA  30333)  MMWR  28:333- 
334  (July  20)  1979. 

During  the  first  three  months  of  1979,  a total 
of  1 1 confirmed  and  more  than  30  presumptive 
cases  of  Q fever  occurred  among  research 
workers  and  employees  at  University  of 
California,  San  Francisco.  One  person  died. 
The  infections  were  introduced  by  a sheep 
used  in  research.  Of  580  employees  114 
(19.6%)  had  CF  antibodies  >1:8  to  Coxiella 
burnetii.  Q fever  is  a rickei-tsial  zoonosis 
transmitted  by  the  airborne  route  in  areas 
contaminated  by  infected  animals  such  as 
sheep,  goats,  and  cattle. 


Familial  Occurrence  of  Coronary  Heart 

Disease  — A.  M.  Rissanen  (Kivelz  Hosp, 

Helsinki,  Finland)  Am  J Cardiol  44:60-66 

(July)  1979 

The  occurrence  of  coronary  heart  disease 
and  its  main  risk  factors  were  assessed  among 
the  first-degree  relatives  of  309  men  from  the 
southern  and  eastern  areas  of  Finland  (203 
men  with  fatal  or  nonfatal  myocardial  in- 
farction and  106  healthy  men  younger  than  56 
years).  The  younger  the  patient  at  diagnosis  of 
a first  myocardial  infarction,  the  more  common 
was  coronary  heart  disease  in  his  parents  and 
siblings.  The  risk  of  having  coronary  heart 
disease  by  age  55  was,  respectively,  11.4,  8.3, 
and  1.3  times  greater  in  the  men  from  the 
south  and  6.7,  3.6,  and  1.8  times  greater  in  the 
men  from  the  east  for  the  brothers  of  patients 
than  for  the  brothers  of  the  healthy  subjects, 
depending  on  whether  the  diagnosis  of  myo- 
cardial infarction  in  the  patient  had  first  been 
established  before  the  age  of  46  years,  at  46  to 
50  years,  or  at  51  to  55  years.  Hypertension 
and  hyperlipidemia  were  most  common  among 
the  relatives  of  the  youngest  patients  and 
diminished  in  frequency  with  advancing  age  of 
the  patient.  Most  of  the  strong  familial 
component  in  coronary  heart  disease  of  early 
onset  thus  appears  to  be  mediated  by  familial 
hyperlipidemias  and  hypertension.  The  risk  of 
premature  coronary  heart  disease  in  the 
persons  at  highest  risk  can  be  largely  elimi- 
nated by  using  the  family  history  to  identify 
such  persons  at  an  early  stage. 
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Quinamm 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS:  For  the  prevention  and  treat- 
ment of  nocturnal  recumbency  leg  muscle 
cramps,  including  those  associated  with 
arthritis,  diabetes,  varicose  veins,  throm- 
bophlebitis, arteriosclerosis,  and  static  foot 
deformities. 

CONTRAINDICATIONS:  Because  of  the 
quinine  content,  Quinamm  is  contraindicated 
in  women  of  childbearing  potential,  in 
pregnancy,  in  patients  with  known  quinine 
sensitivity,  and  in  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency. 
Hemolysis  (with  the  potential  for  hemolytic 
anemia)  has  been  associated  with  a G-6-PD 
deficiency  in  patients  taking  quinine. 

PRECAUTIONS:  Thrombocytopenic  pur- 
pura may  follow  the  administration  of  quinine 
in  highly  sensitive  patients.  Recovery  will  fol- 
low withdrawal  of  the  medication. 

Cinchona  alkaloids,  including  quinine,  have 
the  potential  to  depress  the  hepatic  enzyme 
system  that  synthesizes  the  vitamin  K-de- 
pendent  factors.  The  resulting  hypopro- 
thrombinemic  effect  may  enhance  the  action 
of  warfarin  and  other  oral  anticoagulants. 
ADVERSE  REACTIONS:  Aminophylline 
may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizzi- 
ness, and  gastrointestinal  disturbance.  If 
ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur,  the  drug  should 
be  discontinued. 

DOSAGE  AND  ADMINISTRATION: 

1 tablet  upon  retiring.  When  necessary, 

1 additional  tablet  may  be  taken  following  the 
evening  meal. 

Product  Information  as  of  Sepfember,  1977 
U.S  Patent  2,985,558 

Merreil 

MERRELL-NATIONAL  LABORATORIES  Inc. 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inquiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U S A, 

Licensor  of  Merreil" 


Quinamm 

each  tablet  obtains  quinine  sulfate  260  mg.,  aminophylline  195  mg. 

specific  therapy  for  painful 
night  leg  cramps 

Nocturnal  recumbency  leg  muscle  cramping  is  frequently  an  unwelcome  bedfellow 
for  many  patients— especially  those  with  arthritis,  diabetes  or  peripheral  vascular 
disease . . . consider  Quinamm . . . simple,  convenient  dosage— usually  just  one  tablet 
at  bedtime . . . can  provide  restful,  welcome  sleep  without  night  leg  cramps. 


See  opposite  page  for  prescribing  information. 


' } 


M.idoom 


How  Suppliedt 
Pale  green  300  mg.  tablets 
bottles  of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutionjil  jfse  only). 
Injection,  300  tng./2  ml., 
in  single*dose  vials 
and  in  8 ml.  multiple*dose  vials, 
both  in  packages  of  10. 


a SmilhKIina  company 
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C.  N.  Sorensen,  M.D Scottsbluff 
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Opportunities  For 
Primary  Care  Physicians 


Seven  Midwestern  rural  communities  are  looking  lor 
primary  care  physicians  and  general  surgeons.  All  areas  offer 
modern  hospital  and  clinic  facilities,  with  local  physician(s)  to 
offer  support  and  coverage. 

Liberal  incentive  offers  are  available  for  relocation  and 
practice  set-up.  Vacation  and  conference  time  are  also 
included  in  the  benefits  of  several  sites. 


If  interested  in  more  detailed  information,  please  write 
Physician,  P.O.  Box  3909,  Omaha,  Nebraska  68103. 


The  Psychological  Treatment  of  Depres- 
sion — M.  W.  Weissman  (Yale  Univ  School 
of  Medicine,  New  Haven,  CT  06519)  Arch 
Gen  Psychiatry  36:1261-1269  (Oct)  1979. 

Seventeen  clinical  trials  are  identified  that 


Exercise  Stress  Testing  — D.  A.  Weiner 
et  al  (T.  J.  Ryan,  Cardiology  Dept,  Univer- 
sity Hosp,  Boston,  MA  02118)  N Engl  J 
Med  301:230-235  (Aug  2)  1979. 

To  determine  to  what  extent  the  diagnostic 
accuracy  of  stress  testing  is  influenced  by  the 
prevalence  of  coronary  artery  disease,  the 
authors  correlated  the  description  of  chest 
pain,  the  result  of  stress  testing,  and  the 
results  of  coronary  arteriography  in  1,465  men 
and  580  women  from  a multicentered  clinical 
trial.  The  pre-test  risk  (prevalence  of  coronary 
artery  disease)  varied  from  7%  to  87%, 
depending  on  sex  and  classification  of  chest 
pain.  A positive  stress  test  increased  the 
pretest  risk  by  only  6%  to  20%,  whereas  a 
negative  test  decreased  the  risk  by  only  2%  to 
28%.  Although  the  percentage  of  false-positive 
results  differed  between  men  and  women 


test  the  efficacy  of  various  psychological 
treatments  (behavioral,  cognitive,  group, 
marital,  interpersonal)  alone,  in  comparison 
with,  and  in  combination  with  pharmaco- 
therapy in  homogeneous  samples  of  depressed 
outpatients.  The  author  describes  the  results 
of  these  studies  and  gaps  in  the  evidence,  and 
suggests  future  research  directions. 


(12±1%  vs  53±3%),  this  difference  was  not 
seen  in  a subgroup  matched  for  prevalence  of 
coronary  artery  disease.  The  ability  of  stress 
testing  to  predict  coronary  artery  disease  is 
limited  in  a heterogeneous  population  in  which 
the  prevalence  of  disease  can  be  estimated 
through  classification  of  chest  pain  and  the  sex 
of  the  patient. 


John  Erickson,  President 
Fellowship  of  Christian  Athletes 


John  Erickson  is  a believer  in  dedication.  It 
is  evident  throughout  his  career  and  began 
in  his  youth. 

Erickson  was  a standout  athlete  in  high 
school  and  at  Beloit  College  in  Wisconsin 
where  he  received  nine  athletic  letters  and  is 
a Hall  of  Fame  member.  He  compiled  an 
impressive  record  as  a high  school  and  small 
college  coach  and  as  head  basketball  coach 
at  the  University  of  Wisconsin. 

His  leadership  was  also  evident  in  the 
expansion  of  the  Milwaukee  Bucks  National 
Basketball  Association  team  program.  With- 
in three  years  from  the  time  Erickson  joined 
the  team  as  vice-president  and  general 
manager  in  1968,  the  Bucks  achieved  the 
NBA  championship. 


Guest  speaker 


Today.  Erickson’s  dedication  and  leader- 
ship are  paving  the  way  for  expansion  and 
growth  of  the  Fellowship  of  Christian  Ath- 
letes. The  results  include  an  expanded 
national  Fellowship  of  Christian  Athlete  con- 
ference program,  development  of  a 355- 
acre  national  resource  center  in  Indiana  and 
addition  of  high  school  girl  athletes  and 
junior  high  boy  athletes  to  FCA’s  official 
programming.  A national  headquarters  has 
also  been  built  in  Kansas  City. 

Erickson  is  well  known  for  his  community 
and  volunteer  work.  He  is  the  recipient  of 
several  special  awards  and  is  a nationally 
known  speaker.  He.  his  wife  and  three 
daughters  live  in  Overland  Park,  Kansas. 


Annual  Recognition  and  Religion  Banquet 
Sunday,  April  27,  7 p.m.,  Omaha  Hilton  Hotel 

Nebraska  Medical  Association  112th  Annual  Session 

Registration  Forms  for  the  Session  and  Ticket  Forms  will  be  distributed  in  early  April 
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dinicQl  significance 


RORER 


of  constipation 


WILLIAM  H.  RORER,  iNC. 

Fort  Washington.  PA  19034 


Consfipolion 
acute  or  chronic 


Consfiporion  may  be  coused  by  conditions  offeaing 
the  filling  ond  emptying  of  the  rectum. 


Inodequctte  filling 

Interference  in  propulsive 
confroctions 

InnpQirnnent  of  smooth 
muscle  controctility 

Obstruction  of  the  lumen 


Inadequate  emptying 

Interference  in  the  stimulation  of  the 
defecation  reflex 

An  additional 
complication 

Self  treatment — use  and  obuse  of 
loxotives 


Treatment  of  underlying  disorders  is  critical... 
Relief  of  constipation  is  essential 


^erdiem: 


. . .distinctive! 


A unique  blend  of  natural  vegetable  derivatives 
For  comfortable  and  safe  relief  of  constipotion 


Isyllium 

■ ^ nonjrol  source  of  hydrophillic  colloids 
■(Srrengrhens  stimulus  to  defecore 
ti  increasing  indigestible  tesidue 

Helps  produce  soft, 
droted,  well  formed 
ol 


A unique 
granular 
ormulation 

, No  mixing  or  chewing 

I Granules  ore  ploced  in 
louth  ond  swallowed  with 
III  gloss  of  beverage 

Helps  break  cothortic 
obituation 

Helps  estoblish  normol 
efecotory  reflexes  and 
?gulor  bowel  rhythm 


for  comforTobie 
relief 

consfipor'®^ 


f^erdiern 


Senna 


grorm  (6  6oz 


■ Produces  mild  peristaltic 
stimulotion 

■ Helps  propel  bulk  through 
colon 


John  Moerz,  M.  D. 

Medical  Direaor 
W.  H.  Piorer,  Inc. 

Fort  Washington,  PA  19034 

Deor  Dr.  AAoerz; 

Yes,  I would  like  to  receive  o supply  of  Perdiem'' 
starter  samples  for  my  patients. 


Dr.. 


Address . 


Gry_ 


Srare . 
Zip_ 


Specialty 


5J-312 


PSrdiem” 

Prescribing  Informorion 

ACTIONS:  Perdiem^“,  with  irs  gentle  ocrlon,  does 
nor  produce  disagreeable  side  effects.  The  veg- 
etable muciloges  of  Perdiem^“  soften  the  stool 
ond  provide  pain-free  evacuation  of  the  bowel. 
Perdiem^"  is  effeoive  os  on  aid  to  elimination  for 
the  hemorrhoid  or  fissure  patient  prior  to  ond  fol- 
lowing surgery. 

COMPOSITION:  Natural  vegetoble  derivorives:  A 
unique  blend  of  psyllium  ond  senno  (Plontogo 
Hydrocolloid  wiih  Cossio  Pod  Concentrate). 
INDICATION:  For  relief  of  constipation. 

PATIENT  WARNING:  Should  nor  be  used  in  the 
presence  of  undiognosed  obdomihol  pain.  Fre- 
quent or  prolonged  use  without  the  direaion  of  o 
physician  is  not  recommended.  Such  use  moy 
leod  to  loxorive  dependence. 

DIRECTIONS  FOR  USE— ADULTS:  Before  breokfost 
ond  ofter  the  evening  meal,  one  to  two  rounded 
reospoonfuls  of  Perdiem^"  gronules  should  be 
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gloss  of  worm  or  cold  beverage.  Perdiem'“ 
granules  should  not  be  chewed.  After  Perdiem''"" 
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and  evening  doses  to  one  rounded  reospoonful. 
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of  Perdiem^”  token  once  or  twice  doily  will  pro- 
vide regular  bowel  habits,  fake  with  o full  gloss  of 
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Nonoperative  Dilatation  of  Coronary 
Artery  Stenosis  — A.  R.  Gruntzig  et  al 
(Univ  Hosp,  Zurich,  Switzerland)  N Engl  J 
Med  301:61-68  (July  12)  1979 
In  percutaneous  transluminal  coronary 
angioplasty,  a catheter  system  is  introduced 
through  a systemic  artery  with  the  patient 
under  local  anesthesia  to  dilate  a stenotic 
artery  by  controlled  inflation  of  a distensible 
balloon.  Over  the  past  18  months,  this 
technique  was  used  in  50  patients  and  was 
successful  in  32  patients,  reducing  the  stenosis 
from  a mean  of  84%  to  34%  and  the  coronary- 
pressure  gradient  from  a mean  of  58  to  19  mm 
Hg.  Twenty-nine  patients  showed  improve- 
ment in  cardiac  function  during  follow-up 
examination.  Because  of  acute  deterioration  in 
clinical  status,  emergency  bypass  was  later 
necessary  in  five  patients;  three  showed 
electrocardiographic  evidence  of  infarcts. 
Patients  with  single-vessel  disease  appear  to 
be  most  suitable  for  the  procedure,  and  a short 
history  of  pain  indicates  the  presence  of  a soft 
(distensible)  atheroma  likely  to  respond  to 
dilation.  Only  10%  to  15%  of  candidates  for 
bypass  surgery  may  have  lesions  suitable  for 
this  procedure. 
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penicillin  V potassium 


is  the  most 


widely  prescribed 
brand  of  oral  penicillin 


VCiUinK* 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hyf>ersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  arni 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
p>enicillin.  iweiw 

*Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


I,  UNION 

I was  engaged  in  the  private  practice  of 
medicine  during  my  entire  adult  life.  I never 
screamed  for  shorter  hours,  better  working 
conditions,  or  fringe  benefits  or  a pension  plan. 

And  I never  struck. 

F.C. 

DOES  THE  PATIENT  HAVE 
THE  RIGHT  NOT  TO  BE  TOLD? 

Maybe  the  patient  once  had  no  more  right  to 
all  the  truth  than  to  all  the  medicines  in  your 
saddle-bag,  but  we  do  not  have  saddle-bags 
now.  It  is  an  old  question;  if  the  patient  does 
not  ask,  should  he  be  told  that  his  disease  is 
life-threatening?  We  treat  fear  when  we  cannot 
cure,  but  not  telling  the  patient  that  he  will 
probably  die  is  not  honest  medical  practice;  it 
borders  on  deceit.  If  you  keep  the  truth  from 
the  patient,  you  are  not  being  truthful.  I do  not 
believe  it  is  possible  for  the  patient  to  say,  I 
don’t  want  you  to  tell  me.  Lawyers  say,  the 
'whole  truth  and  nothing  but  the  truth.  When 
you  do  not  tell  the  truth,  you  lie. 

What  is  truth,  said  jesting  Pilate,  and  would 
not  stay  for  an  answer. 

I once  heard  a surgeon  tell  a young  lady  who 
had  just  awakened  that  she  had  cancer,  bluntly 
and  without  being  asked.  She  burst  into  tears, 
and  when  I saw  her  a few  hours  later,  she  was 
smiling.  A friend  told  me  that  his  surgeon  said, 
without  being  asked,  that  it  was  cancer  and  the 
five-year  mortality  rate  was  75%,  again  without 
being  asked.  It  was  correct  procedure,  he  felt: 
now  he  knew  the  truth. 

The  doctor  does  not  bring  the  disease.  And 
unless  the  patient  says  plainly,  I don’t  want  to 
know,  which  does  not  often  happen,  it  is  not 
only  the  doctor’s  duty  to  tell  the  patient  the 
unpleasant  truth,  it  is  his  right.  The  patient  will 
learn  the  truth  some  day,  with  bitterness,  loss 
of  confidence  in  the  doctor  who  deceived  him, 
and  with  the  feeling  that  more  might  have  been 
done  to  help  him.  There  is  even  the  disquieting 
thought  that  the  doctor  did  not  know  the 
diagnosis,  if  he  did  not  tell  the  patient. 

I think  the  physician  needs  to  tell  the 


patient,  and  may  not  take  refuge  in  speaking  to 
the  family.  Whether  he  is  asked  or  not,  he  must 
tell  the  patient,  and  he  cannot  be  made  to  hide 
the  truth.  People  who  say  no  two  cases  are 
alike,  or  who  say  we  must  individualize,  are 
people  who  cannot  make  up  their  minds.  The 
patient  has  a duty  too,  and  it  is  to  let  the  doctor 
tell  him  everything.  He  can  do  battle  only  when 
he  knows  what  he  is  fighting.  He  can  help  in  his 
own  fight  only  when  he  knows  the  truth.  Then 
the  doctor  can  help  him. 

F.C. 


THE  MEDICAL  ARTICLE  AS 
AN  ART  FORM 

Art  has  rules,  although  Beethoven  broke 
them,  and  I think  Chopin  did,  too;  Picasso  and 
Modigliani  did,  and  so  did  all  the  impression- 
ists and  the  dadaists  and  the  ashcan  school. 
But  there  are  regulations.  The  sonnet  has 
exactly  14  lines.  Haiku  has  17  symbol-sounds. 
In  geometry,  you  say  given,  and  to  prove,  and 
Q.E.D.  In  ballroom  dancing,  I count  one,  two, 
three  to  see  if  it’s  a waltz;  and  if  it  goes  to  four, 
I don’t  cavort  with  as  much  abandon.  Shakes- 
peare’s plays  are  all  five-act  productions;  is 
medical  writing  a literary  form,  too? 

In  medicine,  we  start,  too  often,  with  going 
back  to  the  year  one,  or  we  begin  by  justifying 
the  undertaking  of  the  study.  When  an  author 
says,  what  we  set  out  to  prove,  I stop  reading; 
he  knew  the  answer  before  he  did  the  study. 
What  I like  better  is,  what  we  set  out  to  see. 
Fifteen  authors  strain  my  credulity,  sometimes 
two  do;  and  I do  not  always  believe  that  the 
first  author  wrote  the  manuscript. 

But  we  state  the  problem  first,  then  we  tell 
how  we  did  the  work.  We  speak  of  random 
selection,  and  of  validity,  of  statistical  signifi- 
cance and  chi-square  tests.  Then  we  reach 
conclusions,  like  Q.E.D.  Sometimes  there  is  an 
abstract  at  the  beginning  of  the  article,  or  there 
may  be  a summary  at  the  end. 

Then  there  are  before-and-after  pictures, 
four-place  tables,  x-rays,  thank-you  notes;  and 
references,  arranged  chronologically,  alpha- 
betically, or  serially  as  they  appear  in  the  text; 
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and  references  conform  to  system,  as  Index 
Medicus. 

Medical  writing  is,  indeed,  an  art;  it  has  its 
own  jargon  and  its  very  own  rules.  I have  many 
times  curled  up  in  an  armchair  with  a good 
medical  whodunit.  Try  it,  the  next  time  you  run 
across  a good  medical  report;  enjoy  it  as  you 
would  fine  pottery  or  ballet.  When  he  writes, 
your  doctor  is  an  artist. 

F.C. 


HOW  SHALL  WE  CHARGE? 

I was  once  (twice,  really,  and  I abolished  the 
dues  both  times,  but  they  put  them  right  back 
in)  president  of  my  state  specialty  society.  And 
we  had  to  work  out  some  way  of  arriving  at  our 
fees;  this  was  when  the  government  asked  us 
for  fee  schedules.  Of  course,  if  we  did  not  set 
fees  for  our  group,  we  still  had  to  fix  them  for 
ourselves,  individually.  With  all  the  emphasis 
on  the  lack  of  teaching  social  or  socioeconomic 
aspects  of  medicine  in  school,  nobody  ever  told 
me  how  to  go  about  earning  a living  in 
medicine,  I mean  how  to  set  my  fees. 

It  is  as  important  to  know  how  much  to 
charge  as  when  not  to  charge.  We  know  when 
not  to  charge,  but  the  laborer  is  worthy  of  his 
hire,  and  we  must  know,  when  fresh  out  of 
school  or  50  years  later,  how  much  the  patient 
ought  to  pay  for  an  office  visit,  or  for  having  his 
appendix  removed,  or  for  the  anesthetic. 

When  I was  president,  I said  we  should 
charge  for  time;  this  was  in  anesthesiology,  and 
I argued  that  time  was  what  we  had  to  sell.  My 
colleagues  in  my  own  city  agreed,  but  all  those 
in  a neighboring  and  larger  city  voted  for 
charging  by  procedure.  Charging  by  time  was 
undignified,  they  said,  and  besides,  we  in  this 
larger  city  all  agree  on  procedure,  and  there 
are  more  of  us  than  there  are  of  you,  and 
procedure  will  carry  the  day.  They  were  right; 
procedure  won,  but  our  national  society  ruled 
for  procedure  plus  time,  so  we  were  both  right. 

Doctors  were  once  advised  to  divide  the 
income  we  wanted  by  the  number  of  patient- 
visits  and  thus  see  how  much  we  should  charge 
each  patient.  But  if  you  have  just  opened  your 
office  and  have  few  patients,  you  will  be 
charging  more  than  your  older  and  busier 
doctor-friends,  and  that  isn’t  right. 


Then  we  went  into  units,  and  later  into 
welfare  schedules,  where  we  paid  part  of  the 
government’s  charity,  and  still  later  into 
conferences  with  insurance  companies,  notably 
one. 

There  is  charging  by  the  difficulty  attending 
the  procedure,  and  we  are  tempted  to  charge 
by  the  amount  of  good  we  do  for  the  patient. 
But  all  specialties  require  the  same  length  of 
training,  and  while  the  surgeon  charged  more 
than  the  anesthesiologist,  the  anesthesiologist 
didn’t  rave  over  this;  he  had  a family  to 
support,  too,  and  he  just  worked  harder  and 
did  more  cases.  As  to  the  good  you  do  your 
patient,  you  might  ask  him  how  much  his  life  is 
worth  every  time  you  save  it. 

You  might  be  the  only  one  in  the  world  who 
can  do  one  particular  operation;  and  you  might 
tie  a bleeding  vessel  and  save  the  patient’s  life 
in  one  minute. 

How  much  we  charge  the  patient  is  as 
important  to  the  patient  as  it  is  to  us.  This 
should  be  taught  in  schools,  but  we  shy  away 
from  it.  When  the  patient  asked  the  doctor,  a 
hundred  years  ago,  how  much  he  owed  him  for 
the  house  call  (remember,  this  was  a hundred 
years  ago),  the  doctor  often  said,  0 just  for  the 
taxicab.  But  the  patient  knew  better,  and 
usually  put  a little  more  than  that  in  the 
doctor’s  coat  pocket;  you  see,  it  was  un- 
dignified for  us  to  handle  money. 

Well,  it  isn’t  undignified,  and  it  never  was. 
How  to  charge  for  medical  service  is  as 
important  as  anything  they  teach  in  school,  1 
think,  and  it  ought  to  be  taught  now. 

F.C. 


THE  HEADBONE’S  CONNECTED 
TO  THE  THIGHBONE 

It’s  all  in  your  head  is  small  comfort.  It 
doesn’t  take  away  the  pain,  and  it  makes  you 
feel  uncomfortable;  whoever  says  this  does  not 
seem  to  admire  you.  But  sensation  is  in  the 
brain,  and  your  pain  is  real,  and  a more  careful 
examiner  may  find  and  remove  the  cause 
where  another  cannot.  Saying,  It’s  all  in  your 
head  led  to  Take  two  aspirins,  and  then  to  the 
antibiotic,  and  finally  to  the  transquilizer. 

If  no  amount  of  testing  will  tell  you  why  there 
is  chest  pain,  the  pain  is  still  there,  and  if  you 
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are  a painless  doctor,  you  may  not  be  feeling 
pain,  but  the  patient  is  hurting. 

When  the  patient  does  not  feel  well, 
something  is  wrong.  If  he  came  all  the  way  to 
the  office  or  hospital,  he  wants  help. 

And  we  should  remember  two  more  things. 

He  took  time  off,  too,  and  more  than  you  did, 
and  his  time  is  just  as  valuable  to  him  as  yours 
is  to  you. 

And  neurotics  die  of  organic  disease. 

The  headbone’s  connected  to  all  the  other 
bones. 

F.C. 

THE  BONE  DOCTOR  AND 
THE  PAIN  KILLER 

Think  of  the  poor  orthopod.  He  has  to  know 
206  bones,  while  the  ophthalmologist  has  only 
two  eyes  to  study,  and  they’re  the  same.  Then 
there  are  all  those  joints,  one  for  every  bone,  I 
think,  and  you  have  to  pretend  to  know 
capsulitis  from  tendinitis  from  bursitis;  they  all 
sound  the  same  to  me. 

The  lung  doctor  deals  with  two  lungs,  the 
nephrologist  with  two  kidneys. 

But  the  brain  surgeon,  the  cardiologist,  and 
the  dermatologist  have  it  made;  one  brain,  one 
heart,  and  one  skin. 

And  the  anesthesiologist  has  to  know  every- 
thing. 

I’m  an  anesthesiologist. 

F.C. 


SNOW  AND  CANCER 

35  percent  chance  of  precipitation  is  like  75 
percent  mortality  rate;  you  only  want  to  know 
if  it  will  snow  or  if  you  will  die.  But  I think  we 
tell  more  than  the  weatherman  does.  There  are 
so  many  other  things  I want  to  know.  I do  not 
care  if  it  is  raining  a thousand  miles  away,  but  I 
would  rather  be  told  how  bright  it  is,  on  a ten- 
scale,  and  the  amount  of  radiation.  Tell  me 
something  about  the  fragrance  of  the  air,  the 
direction  of  air  movement,  the  color  of  the  sky, 
and  the  amount  of  dust. 

The  pollen  count  interests  me,  so  do  smoke 
particles  and  smog,  and  the  acidity  of  the  air.  I 
want  to  know  the  absolute  water  content,  it 
varies  so;  the  color  of  clouds,  and  the  height  of 
the  clouds.  Why  are  some  clouds  light  and 
some  are  dark?  What  is  the  electric  charge  of 
the  air?  Tell  me  about  sounds,  is  it  too  noisy  for 
me  to  go  out?  Is  there  haze,  are  leaves  falling? 
Is  there  ice,  will  there  be  snow  on  the  ground, 
and  slush?  What  is  the  slipperiness  index?  And 
is  there  smoke? 

How  shall  I dress?  That  is  what  I want  to 
know.  Don’t  say  it  is  windy  someplace  where  I 
will  never  go.  But  tell  me  if  I should  wear  a 
coat,  or  maybe  a raincoat.  And  would  I be  wise 
to  wear  gloves,  and  rubbers,  and  maybe  boots? 

Will  I live  or  die?  the  patient  wants  to  know, 
not  what  is  happening  to  somebody  else  in 
another  world.  Should  I take  an  antibiotic?  35 
percent  chance  of  rain  does  not  tell  me  what  I 
want  to  know:  should  I carry  an  umbrella?  Or 
make  my  will? 

F.C. 
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A Review  of  1,008  Cases 
of  Colorectal  Carcinoma 


This  study  represents  the  results 
of  a review  of  colorectal  cancer 
at  the  Nebraska  Methodist 
Hospital  from  1965-1976.  Entered  in  the 
study  were  1,008  cases.  Three  fourths  of  the 
patients  were  treated  exclusively  at  the 
Methodist  Hospital.  The  remaining  one  fourth 
were  referred  to  Methodist  for  additional 
treatment. 

Cancer  of  the  colon  and  rectum  is  primarily 
a disease  of  patients  over  50  years  of  age 
(Figure  1)  with  the  average,  in  this  review, 
being  66  years  of  age.  The  frequency  of 
occurrence  increases  steadily  with  age  but 
because  of  death  from  other  causes,  the  peak 
incidence  is  in  the  6th  and  7th  decades. 

There  is  a greater  percentage  of  females 
affected  than  males  overall,  but  this  varies 
depending  on  the  site  of  the  primary.  (Figure 
2)  In  rectal  cancers,  males  predominate. 

Our  studies  are  somewhat  different  from 
other  published  series.  Generally,  it  is  reported 
that  40%  of  cancers  occur  in  the  rectum  and 
another  20%  in  the  rectosigmoid  junction.  This 
accounts  for  60%  of  colon  cancers  that  can 
be  detected  by  rectal  and  proctoscopic 
examination.  Our  studies  show  (Figure  3)  only 
30-40%  of  cancers  could  be  detected  this  way. 
Nevertheless,  rectal  and  proctoscopic  exami- 
nation still  represents  a major  source  of 
diagnosis  of  colon  cancer  in  our  series. 

In  order  to  fully  understand  this  chart 
(Figure  4)  definition  must  be  made: 

(1)  In  situ  refers  to  lesions  without  evidence 
of  invasion,  occurring  only  in  the  mucosa. 
Polyps  with  carcinoma  at  the  tip  are  included. 
This  would  represent  a Dukes  A. 

(2)  Local  refers  to  lesions  contained  inside 
the  serosa  of  the  bowel  wall.  This  would  be 
Dukes  B. 

(3)  Regional  refers  to  lesions  through  the 
serosa  into  surrounding  fat  or  other  local 
invasion.  These  includes  disease  in  regional 
draining  nodes.  This  is  a Dukes  C. 

(4)  Remote  involves  metastatic  disease 
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beyond  the  primary  drainage  area  including 
liver,  lung,  omentum,  and  peritoneal  seeding. 

Other  series  have  reported  a larger  per- 
centage of  patients  with  local  disease,  but  in 
our  group  the  most  frequent  stage  diagnosed 
at  operation  was  regional  disease  or  a Dukes  C. 
This  further  emphasizes  the  need  for  develop- 
ment of  new  routines  or  tests  that  will  enable 
us  to  make  an  earlier  diagnosis. 

Although  it  is  generally  felt  that  left  colon 
lesions  may  present  earlier  because  they  are 
symptom  producing  by  partial  obstruction  or 
pain,  this  study  showed  that  all  colon  lesions 
were  diagnosed  at  essentially  the  same  stage, 
regardless  of  location.  (Figure  5)  And,  un- 
fortunately, the  most  common  finding  at  opera- 
tion was  regional  disease. 

It  is  apparent  from  this  graph  (Figure  6) 
that  earlier  diagnosed  lesions  enjoy  a more 
favorable  survival.  Examining  regional  disease, 
as  we  most  commonly  find  it,  approximately 
survive  one  year;  just  under  14  survive  for  5 
years.  These  figures  (Figure  7)  correspond 
with  other  large  published  series. 

The  Howard  B.  Hunt  Tumor  Registry 
The  Nebraska  Methodist  Hospital  — 1965-1976 
FIGURE  1 
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STAGE  AT  DIAGNOSIS 
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As  might  be  expected,  remembering  -that 
location  did  not  seem  to  effect  stage  at 
diagnosis,  we  find  that  survival  throughout  the 
colon  (Figure  8)  is  nearly  equal,  with  the  left 
colon  lesions  holding  a small  increase  at  1,  3, 
and  5 years. 

Although  colon  cancer  is  more  frequent  in 
the  6th  and  7th  decade,  where  other  serious 
disease  are  also  very  prevalent,  we  see  that  of 
the  patients  who  have  had  a colon  cancer 
treated  but  eventually  died,  greater  than  80% 
died  a cancer  related  death.  (Figure  9)  This 
attests  to  the  aggressiveness  of  colon  cancer. 

We  decided  to  examine  survival  rates  based 
on  age  at  diagnosis  to  see  if  the  disease 

behaved  more  aggressively  in  younger  in- 
dividuals. (Figure  10)  We  arbitrarily  divided 
the  group  at  age  50,  and  as  can  be  seen, 
survival  appears  generally  independent  of  age 
at  diagnosis. 

We  examined  survival  base  on  the  number  of 
positive  nodes  present  in  the  resected 
specimen.  (Figure  11)  We  find  that  there  is  a 
linear  decrease  in  survival  as  the  number  of 
positive  nodes  increases.  The  more  positive 
nodes  found,  the  worse  the  prognosis. 

If  we  examine  the  importance  of  any  positive 
nodes  (Figure  12),  we  see  a universal  decrease 
in  survival  as  compared  to  node  free  in- 
dividuals. You  can  notice  the  even  greater 
difference  in  survival  as  the  patients  are  traced 
3 and  5 years. 

Out  of  the  1,008  patients  in  this  series,  the 
operating  surgeons  decided  about  half  (500)  of 
the  patients  to  be  free  of  cancer  at  the  end  of 
the  operative  procedure.  Or,  in  other  words, 
500  patients  had  an  operation  for  cure. 

Of  those  500  patients  thought  to  be  free  of 
cancer,  12%  recurred  or  had  a persistence  of 
the  disease  at  1 year,  an  additional  8%  at  3 
years  and  an  additional  2%  at  5 years  (Figure 
13). 

These  figures  suggest  that  on  patients  who 
the  surgeon  feels  are  free  of  disease  at  the  end 
of  the  procedure,  nearly  80%  remain  free  of 
disease. 

We  know  that  there  are  no  guarantees  for 
obtaining  cure,  but  it  is  encouraging  that  our 
estimate  of  tumor  ablation  is  accurate  80%  of 
the  time.  This  may  be  useful  in  deciding  on 
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additional  postoperative  treatment  in  selected 
cases. 

Looking  at  those  patients  who  did  have  a 
recurrence  or  persistence  (Figure  14),  we  see 
that  a total  of  95%  presented  with  that 
recurrence  within  5 years.  This  justifies 
frequent  re-examination  within  the  first  five 
years  after  operation,  and  it  gives  us  an 
accurate  estimate  of  prognosis.  If  patients 
remain  free  of  disease  for  five  years,  they 
generally  do  not  recur. 
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My  Specialty:  Psychiatry 


SYCHIATRY  has  been  described 
as  the  world’s  oldest  profession. 
However,  I do  not  choose  to 
debate  that  claim  with  another  segment  of  the 
population  that  has  been  similarly  described, 
nor  do  I wish  to  argue  that  psychiatry  has  a 
more  legitimate  claim  to  lineal  descent  from 
the  witch  doctor  than  has  the  rest  of  medicine. 
I do  submit,  though,  that  primitive  healers,  by 
and  large,  had  an  awareness  of  the  effect  of 
mental  processes  on  health  and  disease,  and 
that  such  an  awareness  is  essential  in  medical 
practice  today. 

If  not  the  world’s  oldest  profession,  psy- 
chiatry is  at  least  among  the  oldest  medical 
specialties.  The  earliest  records  of  all  civiliza- 
tions indicate  that  mental  illnesses  were 
recognized  and  that  there  were  physicians  who 
devoted  themselves  exclusively  to  the  care  of 
the  mentally  ill. 

There  are  such  physicians  today;  over 
25,000  of  them  in  the  United  States.  Neverthe- 
less there  is  a shortage  of  psychiatrists.  The 
President’s  Commission  on  Mental  Health 
estimated  that  between  20  and  32  million 
Americans  require  some  kind  of  mental  care. 
Of  course,  not  all  patients  needing  mental  care 
require  the  services  of  a specialist.  Surveys 
indicate  that  at  least  60%  of  patients  with 
mental  disorders  are  treated  by  primary 
physicians,  about  20%  receive  care  from 
mental  health  professionals,  and  about  20% 
are  not  treated. 

During  the  nineteenth  century,  before 
modern  treatment  methods  were  developed, 
persons  with  major  mental  illnesses  were  likely 
to  require  prolonged  hospital  care.  Since  many 
patients  were,  or  as  a result  of  prolonged 
illness  became,  medically  indigent,  state 
hospital  systems  were  developed.  Accordingly, 
the  psychiatrist  became  familiar  with  the 
problems  and  limitations  of  government  medi- 
cine somewhat  before  his  or  her  colleagues  in 
other  medical  specialties  did. 

Today  about  half  of  the  psychiatrists  in  this 
country  are  employed  in  the  public  sector,  and 
the  other  half  are  primarily  engaged  in  private 
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practice.  For  the  psychiatrist  desiring  salaries 
work,  positions  are  open  not  only  in  public 
mental  hospitals,  but  also  in  comprehensive 
community  mental  health  centers,  academic 
and  research  institutions,  and  in  a variety  of 
other  settings  ranging  from  the  student  health 
services  of  universities  to  the  medical  depart- 
ments of  prisons  and  reformatories.  Many 
persons  holding  such  positions  also  spend 
some  time  in  private  practice. 

In  private  practice  a variety  of  activities  are 
possible.  In  addition  to  practicing  general 
psychiatry  or  undertaking  a recognized  sub- 
specialty, such  as  child  psychiatry,  the  practi- 
tioner may  choose  to  work  exclusively  with 
patients  with  a particular  disorder  or  to  restrict 
practice  to  patients  needing  certain  therapies. 
One  may  work  with  the  more  severely  ill  and 
spend  most  of  one’s  time  treating  hospitalized 
patients  in  psychiatric  units  in  general  hospitals 
or  in  private  psychiatric  hospitals.  On  the 
other  hand,  one  may  have  primarily  an  office 
practice.  The  private  practitioner  often  de- 
votes some  time  to  serving  as  a consultant  for 
public  mental  health  facilities. 

Psychiatrists  in  public  facilities,  and  many 
psychiatrists  in  private  practice,  make  con- 
siderable use  of  physician  extenders  including 
persons  in  various  mental  health  disciplines. 
The  psychiatrist  may  head  a clinical  team  (or 
in  some  settings  serve  as  the  medical  con- 
sultant to  one). 

People  choose  careers  in  psychiatry  because 
it  is  an  interesting  and  challenging  specialty 
and  because  of  its  diversity.  In  most  psy- 
chiatric practices  one  spends  more  time  with 
each  patient  than  is  usual  in  other  specialties, 
and  accordingly  the  psychiatrist  has  a better 
chance  to  get  to  know  the  patient  as  a person. 
Psychiatric  patients  are  interesting  people. 
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Another  attractive  feature  of  psychiatry  is  the 
fact  that  there  is  so  much  about  mental  health 
and  disease  that  is  not  yet  known.  There  are 
opportunities  for  research  and  discovery  both 
in  the  laboratory  and  the  clinic.  Finally, 
opportunities  for  salaried  work  or  for  office 
practice  allow  some  flexibility  in  schedule  to 
the  person  who  wishes  to  limit  the  number  of 

Epidermoid  Tumors  - 
Diagnostic  Dilemmas 

PART  II 


hours  worked  weekly  for  reasons  of  health  or 
because  of  family  responsibilities. 

Board  eligibility  in  psychiatry  requires  four 
years  of  house  officer  training  (including  the 
internship  year).  House  officer  training  is 
usually  full  time,  but  part  time  arrangements 
are  sometimes  possible. 


Discussion 

Epidermoid  tumors  develop  as  the  result  of 
misplaced  ectodermal  cells  during  develop- 
mentment  of  the  embryo.  Closure  of  the 
medullary  groove  occurs  early  in  the  third 
week  of  fetal  life.  Cell  rests  trapped  at  this 
time  may  produce  a midline  tumor.  Cell  rests 
misplaced  during  the  fourth  and  fifth  week  of 
fetal  development,  when  the  secondary 
vesicles  are  developing,  may  lie  away  from  the 
midline  producing  laterally-placed  and  in- 
traventricular tumors.  If  the  blood  supply  to 
the  misplaced  cells  is  adequate,  tumors  may 
develop. 

The  lining  of  the  these  cystic  neoplasms  is 
comprised  of  simple  stratified  squamous 
epithelium  resting  on  a thin  layer  of  connective 
tissue  (Fig  6).  Most  of  the  mass,  however,  is 
made  up  of  desquamated  epithelium,  keratin, 
cholesterol  crystals,  and  fatty  material  in  the 
central  portion  of  the  cyst.  Therefore,  the 
number  of  cells  actually  undergoing  repro- 
duction at  any  one  time  is  extremely  low  when 
compared  to  the  size  of  the  cystic  structure 
itself.  This  explains  the  extremely  slow  growth 
of  these  mass  lesions,  and,  hence,  the 
subtleness  of  the  presenting  symptoms. 

These  tumors  are  most  commonly  found  in 
the  parasellar  region  and  the  cerebellopontine 
angle  but  are  also  seen  in  the  lateral  and  fourth 
ventricles.  ' All  age  groups  may  be  affected, 
but  the  majority  of  tumors  present  between  20 
and  50  years  of  age.  There  is  a slight 
predilection  for  these  tumors  to  occur  in 
males. 

Because  of  their  extremely  slow  growth. 
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patients  with  epidermoid  tumors  typically  will 
have  histories  dating  back  months  or  even 
years  ’ as  was  the  situation  in  cases  1 and  2. 
Increased  intracranial  pressure  is  found  in 
approximately  50%  of  patients.^  Mental 
aberration  and  personality  changes  are 
common.^'  Seizure  activity  is  seen  in  half  the 
patients  with  epidermoids.  ’ Focal- 
neurological  deficits  such  as  blindness, 
hemiparesis,  and  ataxia  will  slowly  progress 
depending  upon  the  location  of  the  mass. 

With  the  exception  of  computed  tomog- 
raphy, non-invasive  neurodiagnostic  pro- 
cedures are  not  very  helpful.  Plain  skull  films 
show  demineralization  of  the  dorsum  sellae  in 
cases  of  increased  intracranial  pressure  or  in 
parasellar  tumors.  Technetium  99  brain  scans 
are  of  no  help  and  are  universally  normal. 

Computed  tomography,  however,  is  helpful 
and  characteristically  demonstrates  a low 
density,  well-defined  mass  with  attenuation 
values  near  that  of  cerebrospinal  fluid. 
Contrast  material  fails  to  enhance  the 
neoplasms  reflecting  their  avascular  nature. 
One  case  of  an  epidermoid  with  CT  values  of 
-30  to  -70  has  been  reported.^  This  tumor 
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Figure  6 

Photomicrograph  of  a wall  of  an  epidermoid  cyst  stratified  squamous  epithelium  and  connective  tissue 
demonstrating  desquamated  epithelium  and  keratin  in  base  is  seen  in  the  lower  right  hand  corner, 
the  upper  left.  The  thin  cyst  lining  composed  of 


contained  large  amounts  of  cholesterol,  how- 
ever, there  are  usually  much  larger  amounts  of 
keratin  than  cholesterol.  These  tumors  may 
also  contain  large  amounts  of  cerebrospinal 
fluid.  For  these  reasons,  the  CT  values  usually 
range  from  -2  to  +12.’’^ 

Cystic  astrocytomas  and  hemangio- 
blastomas, along  with  arachnoidal  cysts,  may 
be  indistinguishable  from  epidermoids  by 
computed  tomography.  Angiography  occa- 
sionally demonstrates  a vascular  mural  nodule 
in  the  first  two  instances  and  is  an  advisable 
adjunctive  examination  in  these  situations. 
Since  only  invasive  procedures  (angiography, 
pneumoencephalography,  ventriculography) 
would  demonstrate  these  tumors  in  the  past, 
many  patients  went  undiagnosed  until 
papilledema  or  progressive  neurological 
deficits  developed.  Computed  tomography 
should,  because  of  its  noninvasive  nature, 
allow  earlier  diagnosis  and  treatment. 

The  treatment  of  epidermoid  tumors  is 
surgical  removal.  Chemotherapy  and  radiation 
have  no  affect  on  these  masses.  Evacuation  of 
the  contents  of  the  tumor  and  removal  of  the 
cyst  wall  are  necessary  for  primary  cure.  Even 


if  a small  portion  of  the  cyst  wall  is  left  in  situ, 
however,  because  of  its  attachment  to  a 
strategic  structure  (carotid  artery,  optic  nerve, 
floor  of  the  fourth  ventricle,  or  hypothalamus), 
recurrence  is  rare.’  Postoperative  aseptic 
meningitis  is  a common,  self-limiting  compli- 
cation secondary  to  spillage  of  the  cyst 
contents  into  the  subarachnoid  space. 
Hydrocephalus  requiring  shunting  occa- 
sionally occurs  following  the  removal  of  tumors 
in  the  posterior  fossa. 

All  patients  reported  in  this  series  returned 
to  their  previous  activities.  If  the  diagnosis  is 
made  prior  to  the  patient  becoming  moribund, 
good  results  should  be  expected. 

Summary 

Three  cases  of  epidermoid  tumor  have  been 
presented  which  characterize  the  slow  and 
insidious  nature  in  which  these  masses 
present.  Computed  tomography  should  allow 
earlier  diagnosis  than  was  possible  in  the  past. 
Surgical  removal  remains  an  effective 
treatment  for  this  benign  disease. 

References  may  be  obtained  from  the 
authors. 
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Noninvasive  Peripheral 
Vascular  Diagnosis 


Before  this  decade,  clinical 
evaluation  of  peripheral  oc- 
clusive arterial  disease  was 
dependent  upon  the  history  and  physical 
examination  followed  by  angiographic  delinea- 
tion of  the  involved  vessels  to  obtain  an 
anatomic  distribution  of  the  disease  process. 

That  the  history  and  physical  examination 
can  be  misleading  is  evident  from  the  diagnosis 
of  pseudoclaudication  secondary  to  neuro- 
genic, musculoskeletal,  or  venous  insufficiency 
in  patients  previously  thought  to  have  arterial 
insufficiency.  This  diagnosis  is  often  based  on 
a vague  history  of  intermittent  claudication 
and  a physical  finding  of  decreased  or  absent 
pedal  pulses. 

An  angiogram  demonstrating  occlusive 
lesions  in  the  arterial  system  cannot  quantita- 
tively characterize  the  patient’s  functional 
disability.  Angiography  requires  hospitaliza- 
tion and  may  be  associated  with  significant 
morbidity  and  mortality  as  well  as  the  need  for 
extensive  instrumentation  and  personnel. 
Angiography  is  inappropriate  as  a routine 
screening,  or  periodic,  reevaluation  technique. 
It  should  be  restricted  to  potential  surgical 
candidates,  as  its  purpose  is  to  provide  the 
operating  surgeon  with  essential  anatomic 
information. 

Materials  and  methods 

The  clinical  vascular  laboratory  has  become 
successful  in  assisting  the  clinician  in  both  the 
diagnosis  and  longterm  followup  of  patients 
with  peripheral  vascular  disease.  As  opposed 
to  the  invasive  angiogram,  the  vascular 
laboratory  utilizes  the  noninvasive  Doppler 
ultrasound.  Continuous  ultrasound  allows 
transcutaneous  flow  detection  using  audible 
and  recordable  signals,  pulse  waveform 
tracings,  segmental  systolic  pressure  measure- 
ments, and  directional  flow  capabilities  in  the 
extremities.  Plethysmography,  bruit  record- 
ings, and  directional  blood  flow  characteristics 
are  useful  in  evaluation  of  cerebrovascular 
insufficiency. 
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I.  Noninvasive  cerebrovascular 

evaluation 

Oculoplethysmography  (OPG),  carotid 
phonoangiography  (CPA),  and  ophthal- 
mosonometry  (OSE)  are  now  being  used  for 
noninvasive  cerebrovascular  evaluation  at  the 
Creighton  Memorial  Saint  Joseph  Hospital 
Vascular  Diagnostic  Laboratory. 

A.  Oculoplethysmography  entails  the  use  of 
small,  transparent,  semihemispherical  plastic 
corneal  cups  fixed  to  the  topically  anesthetized 
cornea  with  suction.  Variations  in  the  profile  of 
the  globe  are  recorded  as  pulse  waveforms; 
each  waveform  representing  manifestations  of 
the  negative  pressure  exerted  when  the  cornea 
is  withdrawn  from  the  cup  as  the  globe 
expands  with  each  arterial  pulse.  Bilateral 
ocular  pulses  are  recorded  simultaneously  and 
the  differential  in  pulse  arrival  time  between 
the  two  eyes  is  electronically  determined  to 
distinguish  between  the  two  eyes.  Ear  pulse 
arrival  time  is  obtained  with  photoelectric 
sensors  applied  to  the  earlobes.  A significant 
delay  in  pulse  arrival  time  of  one  eye  as 
compared  to  the  other,  one  ear  compared  to 
the  other,  or  eye  compared  to  ear  may 
represent  a hemodynamically  occlusive  lesion 
in  the  internal  or  external  carotid  arterial 
system. 

B.  Carotid  phonoangiography  utilizes  a 
specially  adapted  microphone  applied  ex- 
ternally over  the  neck  in  three  positions 
bilaterally:  just  under  the  angle  of  the 
mandible  representing  the  internal  carotid 
artery,  midneck  anterior  to  the  sternomastoid 
muscle  representing  the  carotid  bifurcation, 
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and  just  above  the  sternoclavicular  junction 
representing  the  common  carotid  artery. 
Recordings  are  made  of  carotid  bruits  in  these 
three  positions  bilaterally  and  photographic 
reproductions  of  the  recorded  waveforms  are 
made  directly  at  the  time  of  recording.  Carotid 
bruits  extending  through  systole,  or  into 
diastole,  are  considered  to  represent  areas  of 
turbulent  flow  secondary  to  hemodynamically 
significant  obstructive  lesions. 

C.  Ophthalmosonometry  utilizes  pulse 
waveform  recordings  of  the  supraorbital 
arterial  flow  bilaterally  made  with  the  di- 
rectional Doppler.  Flow  in  the  supraorbital 
artery  is  normally  antegrade  out  of  the  orbit.  In 
the  presence  of  a hemodynamically  significant 
occlusive  lesion  of  the  internal  carotid  artery, 
flow  reversal  may  occur  with  blood  flowing  into 
the  orbit  from  collateral  channels  fed  by  the 
superficial  temporal  artery  or  facial  artery 
(terminal  branches  of  the  external  carotid 
artery).  An  antegrade  depression  of  the  flow 
wave  velocity  amplitude  ^ 50%  with  digital 
compression  of  the  ipsilateral  superficial 
temporal  and  facial  arteries  is  also  regarded  as 
positive  for  significant  obstruction  of  the 
internal  carotid  artery. 

II.  Noninvasive  peripheral 
vascular  evaluation 

Transcutaneous  flow  detection  using  re- 
cordable signals,  pulse  waveform  analysis,  and 
segmental  pressure  testing  is  especially 
valuable  in  the  patient  with  peripheral  vascular 
occlusive  disease.  Palpation  of  pedal  pulses  is 
often  unreliable  in  determining  physical  exami- 
nation supporting  evidence  for  a clinical 
history.  Pedal  pulses  may  be  congenitally 
absent,  or  extremely  difficult  to  palpate  in  an 
edematous  or  obese  limb.  The  noninvasive 
peripheral  diagnostic  laboratory  is  useful  in 
confirming  the  presence  and  location  of  acute 
and  chronic  arterial  occlusions,  in  evaluation  of 
intermittent  claudication,  in  selection  of  opera- 
tive candidates  and  techniques,  monitoring  the 
patency  of  an  artery  or  graft  after  surgery,  and 
to  obtain  reproducible  objective  data  on 
sequential  reevaluations  of  both  operated  and 
nonoperated  patients. 

The  peripheral  vascular  evaluation  is  begun 
with  resting  segmental  pressures.  The  systolic 
pressure  in  both  arms  is  recorded  and  the 
highest  is  used  as  the  denominator  for  the 


brachial  index.  In  this  fashion  each  patient 
serves  as  his  own  control  for  that  given 
examination.  All  other  resting  pressures  ob- 
tained are  compared  to  the  brachial  pressure 
to  obtain  popliteal/brachial  or  pedal/brachial 
indices.  Normally  systolic  pressure  in  the  lower 
extremities  is  95-110%  of  the  brachial 
pressure. 

Once  resting  pressures  are  obtained,  pulse 
waveform  tracings  are  recorded  over  the  distal 
aorta,  iliacs,  femorals,  and  pedal  arterial  areas. 
Concomitantly,  an  EKG  tracing  is  obtained. 
The  time  interval  from  the  QRS  peak  to  the 
beginning  of  the  upstroke  of  each  waveform 
obtained  is  measured.  Each  waveform  is 
analyzed  for  its  shape,  transit  time,  decay,  and 
distortion. 

The  patient  is  then  fitted  with  an  automatic 
blood  pressure  recording  device  and  EKG 
monitor.  Each  limb  is  selectively  exercised  to 
the  point  of  tolerance  or  five  minutes.  At  that 
time,  pedal  pressures  are  measured  at  zero 
time  and  every  minute  until  the  postexercise 
pedal  pressure  (ankle-arm  index)  returns  to 
preexercise  levels. 

Discussion 

Noninvasive  diagnostic  tests  must  be  safe 
and  readily  accepted  by  the  patient.  The  tests 
should  be  reliable  as  compared  to  arteriog- 
raphy, and  able  to  give  reproducible  results. 

The  primary  impetus  for  the  development  of 
noninvasive  vascular  testing  was  for  a safe 
screening  device  in  patients  with  questionable 
diagnosis.  Noninvasive  testing  will,  hopefully, 
increase  the  positive  yield  of  arteriography  by 
a more  appropriate  and  objective  selection  of 
patients  for  arteriography.  Certainly,  patients 
with  transient  ischemic  attacks  and  those  with 
stable,  frank  strokes  do  not  provide  con- 
troversy regarding  diagnostic  therapeutic 
priorities. 

Patients  with  asymptomatic  carotid  bruits, 
non-hemispheric  neurologic  symptoms,  or 
those  being  evaluated  for  another  major 
surgical  procedure  where  the  possibility  of 
significant  hypotension  exists,  noninvasive 
evaluation  with  the  OPG,  CPA,  and  OSE  are 
worthwhile  to  rule  out  hemodynamically  sig- 
nificant occlusive  lesions  in  the  extracranial 
carotid  system.  As  a screening  device,  non- 
invasive testing  may  isolate  those  patients  who 
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might  benefit  from  reconstructive  vascular 
surgery  before  the  onset  of  a fatal  or  disabling 
stroke. 

Ophthalmosonometric  evaluation  with  the 
directional  Doppler  has  been  reported  to 
achieve  a diagnostic  accuracy  of  80%  when 
compared  to  angiograms  of  the  patients.^  A 
reversal  of  supraorbital  arterial  flow  or  a 50% 
drop  in  pulse  waveform  amplitude  with 
ipsilateral  superficial  temporal  and  facial 
artery  compression  may  represent  a 75% 
reduction  in  the  cross-sectional  area  of  the 
corresponding  internal  carotid  artery  lumen: 
the  stenotic  point  at  which  mean  flow  begins  to 
drop  precipitously. 

The  concomitant  use  of  oculoplethysmog- 
raphy and  carotid  audiofrequency  analysis 
have  diagnostic  accuracy  rates  of  approximately 
90%  when  compared  to  angiography.^  A 
greater  than  10  millisecond  delay  in  pulse 
arrival  time  and/or  a carotid  bruit  extending 
through  systole  and/or  into  diastole  con- 
stitutes a positive  test. 

The  noninvasive  laboratory  is  particularly 
useful  in  patients  with  lower  extremity  oc- 
clusive peripheral  vascular  disease.  Palpation 
of  pedal  pulses  alone  is  often  difficult  and 
represents  subjective,  often  erroneous,  inter- 
pretation. Evaluation  of  resting  and  post- 
exercise segmental  pressures  may  identify 
patients  with  lesions  not  demonstrable  by 
physical  examination  alone.  Resting  pressures 
alone  may  fail  to  detect  a significant  number  of 
clinical  lesions;  therefore,  postexercise  pres- 
sures are  also  used.  The  degree  of  pressure 
drop  with  exercise  and  the  time  for  the 
pressure  to  return  to  preexercise  levels  are 
helpful  in  determining  the  amount  of  func- 
tioning collateral  circulation. 

The  pulse  waveform  is  analyzed  for  its 
shape,  transit  time,  progressive  distortion,  and 
mean  forward  flow  velocity.  The  combined 
velocity  and  pressure  data  provide  a repro- 
ducible, predictive  profile  of  that  particular 
patient  at  that  particular  time.  A decreased 
ankle-arm  index  pressure  ratio  with  a normal 
velocity  profile  may  imply  good  collateral 
circulation;  whereas  a decreased  ankle-arm 
index  with  a decreased  velocity  profile  would 
suggest  poor  collateral  circulation.^  Results  of 
these  tests  form  a permanent  record  in  the 
patient’s  chart  and  can  be  referred  to  for  long- 


term correlation  with  the  patient’s  signs  and 
symptoms. 

There  is  little  question  that  the  patient  with 
rest  pain  has  a pregangrenous  form  of  per- 
ipheral vascular  disease  and  needs  angiog- 
raphy and  vascular  reconstruction  if  possible. 
Since  intermittent  claudication  should  be 
disabling  to  fit  the  criteria  for  operative 
intervention,  noninvasive  evaluation  allows 
documentation  with  objective  data  of  a 
patient’s  functional  symptom  complex.  A 
decreased  ankle-arm  index,  prolonged  time  for 
pressure  stabilization  after  exercise,  and  a 
decreased  velocity  profile  would  pinpoint  the 
patient  who  is  likely  to  develop  progressive 
claudication  or  rest  pain. 

Once  angiography  is  decided  upon,  cor- 
relation of  angiographic  findings  with  pressure 
and  velocity  profiles  allows  the  clinician  to 
assess  the  functional  impairment  of  a given 
occlusive  lesion.  Clinically,  this  can  be  applied 
to  the  question  of  the  need  for  proximal  or 
distal  reconstruction  in  a patient  with 
angiographically  demonstrated  multi-seg- 
mental disease.  A decrease  in  the  velocity 
profile  at  the  common  femoral  artery*^  in  a 
patient  with  decreased  flow  acceleration 
between  the  common  femoral  artery  and 
posterior  tibial  artery  with  a corresponding 
decreased  ankle-arm  index  suggests  func- 
tionally significant  disease  proximal  and  distal 
to  the  common  femoral  artery. 

The  Doppler-obtained  popliteal  artery  pres- 
sure has  been  used  to  predict  successful 
healing  of  a below-knee  amputation.  A 
popliteal  artery  pressure  equal  to  or  greater 
than  50  mm.  Hg.  is  associated  with  a below- 
knee  amputation  healing  rate  of  91  per  cent.^ 
An  ankle-arm  index  of  less  than  0.2  has  been 
demonstrated  to  be  associated  with  a 90% 
short-term  failure  rate  of  femoral-popliteal 
bypasses.  These  values  assume  importance 
when  one  is  considering  the  best  surgical 
approach  towards  successful  rehabilitation  of  a 
patient  with  severe  ischemic  disease  of  the 
lower  extremity.^ 

Conclusion 

Noninvasive  vascular  diagnostic  laboratories 
have  been  demonstrated  to  be  extremely 
useful  in  assessing  the  patient  with  peripheral 
vascular  disease.  As  a screening  test  for  the 
patient  with  an  asymptomatic  bruit  or  non- 
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hemispheric  neurologic  symptoms,  or  in 
providing  pressure-velocity  profiles  in  patients 
with  lower  extremity  peripheral  arterial 
disease,  noninvasive  evaluation  can  increase 
the  positive  yield  from  angiography,  func- 
tionally assess  a given  occlusive  lesion,  and 
provide  longterm  followup  with  objective  data 
for  both  operated  and  nonoperated  patients. 
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Mucocutaneous  Lymph  Node  Syndrome 
(Kawasaki  Disease)  - A Case  Report 


Kawasaki  disease  (kd)  or 

mucocutaneous  lymph  node 
. syndrome  (MLNS/MCLS)  was 
first  described  by  Kawasaki'  in  1967.  Nearly 
10,000  cases  have  been  reported  in  Japan 
since  then.  It  was  not  until  1974  that  the 
existence  of  KD  in  this  country  became  known. 
The  Center  for  Disease  Control  (CDC)  pres- 
ently requires  that  fever  plus  four  of  the 
following  five  criteria  should  be  present  and 
that  other  known  disease  processes  should  be 
niled  out  before  a diagnosis  of  MLNS  is  made: 
(1)  bilateral  conjunctival  injection;  (2)  changes 
of  the  mucous  membrane  of  the  upper 
respiratory  tract  — injected  pharynx,  injected 
lips,  dry,  fissured  lips,  or  strawberry  tongue; 
(3)  changes  of  the  peripheral  extremities  — 
peripheral  edema,  peripheral  erythema,  des- 
quamation, or  periungual  desquamation; 
(4)  rash,  primarily  truncal  and  polymorphous; 
and  (5)  cervical  lymphadenopathy.'' 

Recently,  we  saw  an  infant  who  fulfilled  the 
above  criteria,  and  whom  we  believe  to  be  the 
first  reported  case  of  KD  in  Nebraska. 

Case  report 

An  1 1 -month-old  black  male  was  in  apparent 
good  health  until  about  one  week  before 
hospitalization  when  he  developed  a mild 
upper  respiratory  infection.  One  day  prior  to 
admission,  he  became  febrile  (103°F)  and  was 
brought  to  the  emergency  room,  where  he  was 
given  erythromycin  estolate.  That  night,  his 
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fever  rose  to  105°F,  and  approximately  two 
hours  after  the  first  dose  of  erythromycin,  his 
trunk  and  extremities  became  covered  with  a 
rash.  He  was  then  admitted  to  the  hospital. 

His  immunizations  had  been  up-to-date.  He 
had  not  been  outside  of  Omaha  nor  had  he 
come  in  contact  with  anybody  who  had  a 
similar  rash.  He  had  not  had  erythromycin  or 
any  other  drug  previously.  The  family  history 
was  not  contributory. 

His  temperature  on  admission  was  102°F. 
Physical  examination  revealed  a maculo- 
papular  rash  diffusely  scattered  over  his  trunk 
and  extremities.  Conjunctivae  of  both  eyes 
were  injected  (Fig  1).  His  nose  was  congested; 
lips  were  swollen,  erythematous,  and  fissured 
(Fig  2);  and  oral  mucosa  and  throat  were 
injected.  Both  hands  and  feet  had  nonpitting 

•Reprint  reqtie.st  to:  (!.  V.  Villarorte.  M.O.,  Lt.  Col..  USAF.  MC. 
WHMCASCHMA.  Lackland  AKH,  .San  Antonio,  TX  782.-J6. 
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FIGURE  1 

Photograph  of  the  left  eye  showing  injection  of  the 
bulbar  conjunctiva  with  some  purulent  discharge. 


FIGURE  2 

Swollen,  erythematous  and  fissured  lips. 


edema.  His  palms  and  soles  were  erythema- 
tous (Fig  3).  There  was  no  cervical,  axillary  or 
inguinal  lymphadenopathy.  The  rest  of  the 
physical  examination  was  unremarkable. 


WBC  on  admission  was  10,500  with  33% 
neutrophils,  30%  bands,  28%  lymphocytes,  6% 
monocytes,  and  3%  eosinophils.  Hematocrit 
was  31.4%.  Platelet  counts  and  erythrocyte 
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sedimentation  rate  were  markedly  elevated 
and  remained  so  for  4 weeks.  Bilirubin  was  4.9 
mg/dl.  SGPT  was  342  IU/1  (normal  = 
0—45),  SCOT  was  120  IU/1  (normal  = 0—41), 
LDH  was  351  IU/1  (normal  = 60—200),  and 
alkaline  phosphatase  was  388  IU/1  (normal  = 
178—556).  Repeat  tests  five  days  later  re- 
vealed normal  values.  The  following  studies 
were  normal  or  negative:  serum  electrolytes; 
immunoglobulins  A,  G,  M,  and  D;  throat,  urine, 
stool  (x2),  and  blood  (x3)  cultures;  febrile 
agglutinins;  cold  agglutinins;  toxo,  leptospira, 
Weil-Felix,  ASO  and  streptozyme  titers; 
rubeola  and  rubella  hemagglutination-inhibi- 
tion titers;  monospot;  VDRL;  ANA;  and 
rheumatoid  factor. 

Electrocardiogram  showed  nothing  more 
than  sinus  tachycardia  on  three  occasions. 
Chest  xrays  on  admission  showed  a patchy 
pneumonitis  in  the  right  middle  lobe,  which 
resolved  five  days  later. 

During  the  first  six  days  of  hospitalization, 
his  fever  spiked  to  104-105°F  despite  the  use 
of  aspirin  and  acetaminophen.  He  became 
afebrile  when  the  ASA  dose  was  increased  to 
lOOmg/kg/day.  He  also  had  several  loose 
stools  which  developed  more  form  on  the 
fourth  hospital  day.  His  prepuce  became 


swollen  and  red  from  the  third  through  the 
eighth  hospital  day.  (Fig  4).  The  skin  rash 
disappeared  on  his  fifth  day  of  hospitalization. 
Although  he  was  discharged  against  medical 
advice  on  the  ninth  hospital  day,  his  mother 
had  brought  him  back  for  follow-up.  His  fever 
recurred  when  ASA  was  discontinued,  and 
persisted  for  another  week  before  finally 
subsiding.  This  coincided  with  the  return  of  his 
WBC  count  to  normal,  and  the  appearance  of 
periungual  desquamation.  Three  weeks  after 
the  onset  of  his  illness,  the  patient  appeared 
markedly  improved  even  though  his  ESR  has 
remained  elevated.  Echocardiogram  obtained 
on  the  fourth  week  of  his  illness  was  suggestive 
of  left  coronary  dilatation.  Coronary  angiogram 
was  normal. 

Discussion 

Not  very  much  has  been  learned  about 
MENS  since  Kawasaki  first  reported  it  in 
1967.  Although  rickettsia-like  bodies  have 
been  demonstrated  by  electron  microscopy  in 
biopsy  specimens  from  skin,  lymph  nodes  and 
spleen  of  some  patients,^  its  cause  has  yet  to 
be  established. 

The  prognosis  is  usually  good.  Recurrence 
has  been  reported  in  one  case,  but  the  most 


FIGURE  A 

Swollen  feet  with  erythematous  soles. 
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FIGURE  4 

Swollen  and  ery  thematous  penis  and  prepuce. 


serious  complication  of  MLNS  is  sudden 
death.  Fatality  rate  ranges  from  1 to  2%.  While 
nearly  all  deaths  happen  within  six  months  of 
onset  of  the  disease,  it  may  not  occur  until 
years  later.2  Tanaka^  found  that  85%  of  the 
deaths  were  due  to  cardiac  causes,  the  most 
common  of  which  is  myocardial  infarction 
secondary  to  coronary  thromboarteritis.  Rare- 
ly was  it  due  to  arrhythmia  or  aneurysmal 
rupture.  About  6%  of  deaths  were  due  to 
noncardiac  identifiable  causes  and  9%  being  of 
undetermined  nature. 

There  is  no  specific  treatment  for  MLNS. 
Usual  doses  of  antipyretics  are  not  effective  in 
reducing  the  fever.  Heparin,  warfarin,  corti- 
costeroid and  high-dose  ASA  have  not  been 
shown  to  improve  the  long-term  prognosis  of 
the  disease.  The  latter  two  drugs  however,  may 
be  of  some  benefits  in  the  acute  phase  of  the 
illness.2  In  a recent  study,  Kato  et  aF  found 
that  low-dose  ASA  (30mg/kg/day)  was  effec- 


tive in  reducing  the  risk  of  sudden  death  from 
thrombotic  occlusion  of  the  coronary  arteries. 
Steroids  on  the  other  hand,  appeared  to 
increase  the  incidence  of  coronary  aneurysm  in 
that  Study. 

It  is  our  hope  that  this  case  report  will  alert 
the  practitioners  of  the  existence  of  MLNS  or 
KD  in  the  midlands. 
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OB  - GYN  Section: 

G6PD  Deficiency 


GLUCOSE-6-phosphate  dehydro- 
genase deficiency  is  a heredi- 
tary metabolic  anomaly,  a sex- 
linked  disorder  carried  on  the  X chromosome. 
It  is  prevalent  in  approximately  10%  of  the 
United  States  black  population,  but  the 
disease  is  more  severe  among  Mediterranean 
origins. 

When  enzyme  (G6PD)  deficient  red  blood 
cells  are  exposed  to  any  of  a host  of  oxidant 
drugs,  a series  of  events  results  in  the  removal 
of  affected  cells  from  the  circulation,  resulting 
in  hemolytic  anemia.  In  simplest  terms,  the 
production  of  intracellular  hydrogen  peroxide 
in  response  to  these  drugs  produces  denatura- 
tion  and  precipitation  of  these  cells  and  their 
removal  by  the  spleen. 

Serum  iron  levels  are  generally  elevated  in 
hymolytic  states.  The  diagnosis  of  antepartum 
iron  deficiency  is  based  on  lowered  serum  iron 
values,  and  hemolysis  may  explain  the  rather 
low  incidence  of  recorded  iron  deficiency 
among  G6PD  deficient  patients.  Hemolysis 
may  also  account  for  much  of  the  encountered 
anemia  in  these  patients.  An  elevated  serum 
iron  level  in  an  anemic  antepartum  woman 
should  suggest  a G6PD  deficiency. 

The  literature  describes  three  specific 
complications  associated  with  G6PD  defici- 
ency and  pregnancy.  They  are  1)  neonatal 
jaundice,  hydrops  fetalis,  and  stillbirth; 


W.  RILEY  KOVAR,  M.D. 
Director 

OB-GYN  Outpatient  Services 


2)  decreased  G6PD  activity  in  late  pregnancy; 

3)  a high  incidence  of  urinary  tract  infection. 

Therapy  of  urinary  tract  infection  commonly 
requires  oxidant  drugs  (sulfonamides,  nitro- 
furantoins) capable  of  causing  profound 
hemolysis  among  G6PD  deficient  individuals. 
The  association  between  G6PD  deficiency  and 
urinary  tract  infection  is  common  enough  to 
warrant  careful  review  of  the  patient’s  status 
concerning  the  G6PD  enzyme  prior  to 
partum  care  of  the  G6PD  deficient  patients, 
urine  cultures  are  indicated  during  the  ante- 
partum care  of  the  G6PD  deficient  patients. 

The  patient  with  this  deficiency  should  be 
informed  of  her  problem  and  of  the  potential 
medication  that  may  affect  the  enzyme  level. 
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Down  Memory  Lane 


1.  Sclerosing  solutions  injected  into  vari- 
cose veins  give  better  results  than  the  surgical 
method.  In  addition,  the  method  is  safer,  is 
practically  free  from  pain,  is  ambulatory  and 
less  expensive. 

2.  Medical  movie-talkies  were  given  in 
Omaha  for  the  first  time  and  elicited  great 
interest  in  the  possibilities  they  foreshadow  in 
future  medical  teaching. 

3.  In  the  eighties  and  early  nineties, 
whiskers,  silk  hats  and  Prince  Albert  coats 
were  almost  omnipresent  at  medical  society 
meetings. 

4.  Beware  of  the  physician  who  is  “too 
busy”  to  attend  medical  meetings,  especially 
those  of  his  own  county  medical  society. 

5.  Chronic  post-traumatic  headache  can  be 
relieved  in  a considerable  percentage  of  cases 
by  spinal  air  injection. 


6.  It  is  said  that  in  France  if  a pedestrian  is 
injured  he  is  arrested  and  punished  for 
obstructing  the  street. 

7.  Ultra-violet  rays  are  undoubtedly  a 
valuable  therapeutic  agent  under  controlled 
supervision,  but  what  is  the  matter  with  our 
God-given  sunshine? 

8.  An  admirer  of  The  Nebraska  State 
Medical  Journal  says  that  the  popularity  of  the 
magazine  is  due  to  its  “human  touch”  in 
addition  to  its  scientific  worth,  which  sounds 
good  to  those  responsible  for  the  touch. 

9.  The  Public  Health  Service  reports  that 
there  were  at  least  649  recognized  cases  of 
undulant  fever  in  the  United  States  during 
1928. 

10.  Hershey,  Nebr.,  is  calling  for  a physician. 

The  Nebraska  State  Medical  Journal 
March,  1930 

F.C. 
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President's  Page 


You  will  recall  the  end  of  my  last 
PRESIDENT’S  PAGE  - “more  later”  about 
the  “Physician  Extender”  imbroglio). 

Gee,  that  stuff  about  a “position  paper”  sent 
to  some  of  you  must  have  zinged  up  an 
otherwise  dull  day;  your  letters  left  no  doubt 
the  juices  were  surging. 

As  so  often,  truth  is  rather  less  dramatic 
than  fiction.  I know  there  may  be  disappoint- 
ment, but  we  must,  except  for  the  pursuit  of 
some  forms  of  amusement,  deal  with  life  the 
way  it  is. 

Now,  I don’t  like  to  prick  the  bubble  of 
imagination  — I mean,  gosh!  Without  imagina- 
tion there  wouldn’t  be  much  fun.  And  so  I was 
tempted,  briefly,  to  let  things  run  on  a bit,  so  to 
say.  You  know  — let  people  enjoy  their 
delicious  horror  and  hostility  for  a while  - sort 
of  cathartic,  although  hypertension  may 
detract  from  the  purging.  Maybe  suggest  in  a 
sly  way  that  NMA  really  was  gonna  comment 
about,  oh,  peanuts  without  asking  Jimmy  Earl 
if  it  were  O.K.  — or  about  p.e.,’s,  without 
permission. 

Then  I thought  somebody  might  think  us 
reckless  - arrogant,  even  — to  talk  about 
something  that  belongs  to  somebody  else. 
Certainly  not  the  thing  gentlemen  would  do  - a 
kind  of  misappropriation  - or  malappropria- 
tion.  That  word  has  a certain  wickedness, 
doesn’t  it?  I can  create  neologisms  just  as 
quickly  as  the  next  guy. 

Anyway,  I resisted  temptation  (well,  that’s 
not  altogether  true,  else  I wouldn’t  be  writing 
this)  and  remembered  entertainment  at  some- 
one else’s  expense  can  be  ill-advised,  except 
for  the  evening’s  dinner  check. 

Somehow,  it  seemed  the  better  thing  to  deal 
in  the  mundane  and  find  another,  harmless 
diversion.  The  trouble  is,  it’s  hard  to  find 
something  for  us  at  NMA  to  talk  about  that 
doesn’t  belong  to  somebody,  as  one  might  say. 
Like  the  original  American’s  (is  it  all  right  to 


write  that?)  soul  being  removed  from  him  by 
the  camera. 

Well,  I guess  we’ll  just  have  to  run  the  risk  - 
our  hearts  are  pure,  the  road  to  Hell  to  the 
contrary  notwithstanding. 

Now,  I’m  beginning  to  amuse  myself  - an 
indelicacy  - so,  to  the  denouement. 

Despite  assumptions  in  certain  circles, 
arrived  at  in  projection-stimulated  haste,  NMA 
has  not  developed,  nor  has  it  intended  to 
develop  a “position  paper.”  Sorry.  Any  “prob- 
lem” is,  and  has  been,  in  the  hands  of  the  right 
people  (Examining  Board). 

Ciao 

P.S.  I trust  this  and  the  February  Pages  can  be 
considered  a proper  response  to  your  letters; 
you  wouldn’t  want  to  go  over  this  three  times, 
would  you? 
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A uxiliary 

Dear  Doctors  and  Auxilians: 

Your  NMA  and  NMAA  Presidents,  Dr. 
Charles  Landgraf  and  Mrs.  Bev  Karrer  (F. 
\Vm.),  thank  you  for  joining  in  the  Mobile 
Health  Gallery  fund  raising  venture.  “Rent  a 
Retreat!  for  a day,  a weekend  or  a week. 

The  rules  for  “Rent  a Retreat”  require 
donations  by  our  membership  of  a condo, 
cabin,  farm,  duck  blind,  ski  lodge  or  other 
hideaways  to  the  highest  bidder.  Only  NMA 
members  may  bid  and  of  course  donate.  The 
donor  will  make  necessary  arrangements  with 
the  buyer  for  exchange  of  the  facilities  and  its 
services.  The  NMA  or  the  NMAA  will  not  be 
responsible  for  property  transactions.  Below 
are  the  listings  you  may  bid  on.  If  you  still  have 
a donation  location  send  it  to  the  office 
immediately  so  that  we  may  incorporate  it  in 
the  final  mailing  before  April  15th.  The  bids 
should  be  mailed  to  the  NMA  office.  The 
deadline  is  April  15th,  1980.  At  the  1980 
Annual  Session,  the  winners  will  be  announced 
and  posted,  exclusive  of  the  bid. 

Listings  are: 

“Whipoorwill  Farm  at  Brownville,  Nebraska. 
Located  on  bluffs  overlooking  the  Missouri 
River.  Offered  for  one  weekend  including  a 
river  boat  trip,  theater  performance  and 
historic  tour.  Accommodations  for  four.”  — 
Dr.  and  Mrs.  F.  Wm.  Karrer 

“Year  round  cabin,  located  fifteen  miles 
west  of  Wausa,  Nebraska.  Large  fireplace, 
completely  equipped,  will  sleep  six,  flowing 
stream,  very  private.”  — Dr.  and  Mrs.  R.  L. 
Tollefson 


“Broken  Acres  Cabin.”  Located  south  of 
PLstes  Park  on  the  slope  of  Longs  Peak.  Year 
round  modern  log  home.  Equipped  for  six, 
adults  with  family.  Minimum  bid  for  weekend 
$250.  — Dr.  and  Mrs.  Kenneth  McGinnis, 
Lincoln 

“A  Day  of  Duck  Hunting”  Location  near 
Linwood,  Nebraska.  Dr.  Stryker  guide,  men 
only  with  group  of  5 allowed.  — Dr.  and  Mrs. 
Robert  Stryker,  Omaba 

“Weekend  at  Enders”  May  or  June,  Fishing 
and  Water-skiing.  Sleeps  6 and  completely 
equipped.  — Dr.  and  Mrs.  Bryce  Schopp, 
Imperial 

“Woodcliff  Cabin”  Summer,  swim  and  water 
sports.  Winter,  ice-skating  and  nature  walks. 
Sleeps  6 and  is  completely  equipped.  One 
week  of  lake  fun.  — Dr.  and  Mrs.  Duane 
Krause,  Fremont 

“River  Bend”  Located  at  the  Bass  Capitol  of 
the  World  in  central  Florida.  Sleeps  4 Condo 
with  bass  boat  included.  A fishermans  dream. 
— Dr.  and  Mrs.  Clifford  Hadley,  Lyons 

“Trail  West”  Condo.  #1,  Buena  Vista, 
Colorado.  Family  of  4 or  6.  Tennis,  swim, 
horses,  hike.  Kiddie  Keeper  for  age  3 and  up. 
Ghost  Town  nearby.  — Dr.  and  Mrs.  H.  D. 
Shaffer,  Lincoln 


Let’s  all  help  get  the  Mobile  Van  on  the 
move  this  spring  by  supporting  this  money 
raiser.  We  are  very  appreciative  to  our  donors 
and  will  be  looking  for  your  bids.  Highest 
bidder  by  April  15,  1980  wins! 
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Between  Cases 


Lines  I Like. 

Nobody  calls  back. 

Culture  Department,  Liver  Section. 

Urere  bills  jecur:  Anger  burned  my  liver. 
Burton:  Anatomy  of  melancholy. 

Department  Of  Therapy. 

This  was  repaired  acutely. 

Division  Of  Requests  & Reports. 

Requested:  Arthrogram  of  left  knee. 
Report:  Normal  arteriogram  of 

right  knee. 

Annual  Visit  To  The  Library. 

A dirty  book  is  seldom  dusty. 

We’re  Not  Immortal,  You  Know. 

The  house  officer  on  call  was  called  to  see 
the  patient  and  at  that  time  was  found  to  be 
dead. 

DEN. 

The  PE,  The  DX,  & The  RX. 

Found:  Explosive  personality. 

RX:  Nitroglycerine. 

Just  Walk  This  Way. 

On  walking,  he  seems  to  have  a normal  gait. 

O Boy. 

Sheila  is  not  capable  of  handling  her  own 
affairs  and  should  be  appointed  a guardian. 


A Big  Help. 

Dx:  Neuropsychiatric  disorder,  undifferen- 
tiated. 

Bleed,  Please. 

The  patient  says  she  does  not  believe  in 
psychiatry  because  doctors  don’t  know  what 
to  do  when  there  is  no  blood. 

Words  I Can  Do  Without. 

Pinch  hit,  psyching  up,  where  is  it  at,  savvy. 

Quote  Unquote:  Department  Of  Editors. 

Nothing  pleases  an  editor  more  than  to  get 
anything  worth  having  from  a new  hand. 
Oliver  Wendell  Holmes:  The  autocrat  of 
the  breakfast  table. 

Section  On  Decisions. 

The  possibility  of  a kidney  stone  or  prosta- 
titis was  ascertained. 

DEN. 

Geriatrics  Division. 

We  spend  a great  deal  of  time  in  waiting. 
Emerson. 

Foreign  Language  Department. 

His  other  medicines  were  left  as  is,  as  it  was 
felt  to  be  clinically  non-severe,  although 
symptomatically  he  claimed  to  be  at  home. 
Beautiful. 

F.C. 
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Pituitaries. 

Americans  are  hearing  more  and  more  about 
shortages  of  fuel,  building  materials,  food- 
stuffs, and  other  commodities.  There  is  an- 
other shortage,  however,  which  is  little  known, 
yet  affects  the  lives  of  thousands  of  children 
across  the  nation. 

It’s  a shortage  of  pituitary  glands  and  people 
who  are  willing  to  bequeath  them  for  use  after 
death  in  treating  children  with  growth  prob- 
lems. 

Dr.  Carol  Huseman  of  the  University  of 
Nebraska  Medical  Center  depends  on  such 
donations  for  a program  she  coordinates  to 
treat  growth  hormone  deficiency  in  children 
and  adolescents. 

All  15  children  in  her  program,  ages  6 to  14, 
suffer  from  hypopituitarism,  where  the  pitui- 
tary gland  functions  below  normal. 

In  Dr.  Huseman’s  patients,  growth  hormone 
is  not  produced  in  sufficient  quantities  by  the 
pituitary  and  causes  a delay  in  physical 
development,  although  mental  capabilities  are 
not  affected. 

The  only  method  found  to  normalize  the 
growth  pattern  in  hypopituitary  patients  is 
regular  injections  of  the  hormone  extracted 
from  human  pituitary  glands. 

With  120  pituitary  glands  needed  to  supply 
a year’s  worth  of  growth  hormone  for  one  child. 
Dr.  Huseman  said  there  are  not  nearly  enough 
glands  being  donated  to  meet  the  demand  for 
the  hormone. 


Dr.  Huseman  obtains  the  hormone  from  the 
National  Pituitary  Agency,  which  is  affiliated 
with  the  National  Institutes  of  Health  and  acts 
as  a clearing  house  in  collecting  pituitary 
glands  from  deceased  donors  and  distributing 
the  vital  hormone. 

Through  her  special  research  studies.  Dr. 
Huseman  and  her  patients  receive  the  growth 
hormone  free,  a savings  of  approximately 
$6,000  a year  for  each  patient’s  family. 

Dr.  Huseman  noted  that  many  of  her 
patients  come  from  out  of  state  and  as  far  away 
as  Utah.  She  said  since  patients  need  injec- 
tions of  the  hormone  three  times  weekly,  the 
parents  and  the  children  are  taught  to  ad- 
minister the  hormone  themselves  and  are  seen 
by  Dr.  Huseman  once  every  6 months  to 
monitor  progression  of  the  treatment. 

As  part  of  her  research  on  the  possible 
causes  of  growth  hormone  deficiency,  Dr. 
Huseman  periodically  gives  her  patients  addi- 
tional hormones  from  the  brain,  called  neuro- 
transmittors,  to  evaluate  their  role  in  pituitary 
hormone  output.  The  neurotransmittors  may 
enhance  the  effect  of  the  growth  hormone 
treatment. 

The  effects  from  the  pituitary  hormone 
treatment,  however,  are  quite  obvious  in 
adding  inches  a year  to  the  height  of  patients. 
Just  as  apparent  are  the  psychological  effects. 

Those  who  are  interested  in  making  such  a 
bequest  may  contact  her  at  the  Medical 
Center,  42nd  and  Dewey,  Omaha  68105. 
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Welcome  New  Members 


James  Billups,  M.D. 

15255  “W”  Street 
Omaha,  NE  68137 

Martin  F.  Sears,  M.D. 

Memorial  Hospital  of  Dodge  County 
Fremont,  NE  68025 

Richard  T.  Flynn,  M.D. 

Norfolk  Regional  Center 
Norfolk,  NE  68701 

Stephen  D.  Torpy,  M.D. 

317  Doctors  Bldg. 

Omaha,  NE  68131 

Raymond  W.  Conant,  M.D. 

604  W.  6th 
Hastings,  NE  68901 

Jerry  Adler,  M.D. 

715  North  St.  Joseph 
Hastings,  NE  68901  (Reinstated) 

L.  G.  Cromwell,  M.D. 

R.R.  #3,  Country  Lane 
Lincoln,  NE  68507 

Alex  T.  Stolarskyj,  M.D. 

Bergan  Mercy  Hospital 
Omaha,  NE  68124 

Howard  R.  Woodward,  M.D. 

290  Embassy  Plaza 
Omaha,  NE  68114 

Benjamin  Gelber,  M.D. 

2221  South  17th  St. 

Lincoln,  NE  68502 


Robert  M.  House,  M.D. 

1824  W.  2nd  St. 

Grand  Island,  NE  68801  (Reinstated) 

Steven  B.  Black,  M.D. 

219  Doctors  Bldg. 

Omaha,  NE  68131 

Peter  C.  Chilian,  M.D. 

Methodist  Hospital 

Omaha,  NE  68114  (Reinstated) 

Chandra  K.  Nair,  M.D. 

601  North  30th 
Omaha,  NE  68131 

Jeffrey  A.  Passer,  M.D. 

5th  Floor,  Doctors  Bldg. 

Omaha,  NE  68131 

Timothy  0.  Wahl,  M.D. 

530  Doctors  Bldg. 

Omaha,  NE  68131 

Thomas  L.  Williams,  M.D. 

Methodist  Hospital 
Omaha,  NE  68114 

M.  Ross  Thomas,  M.D. 

8552  Cass 

Omaha,  NE  68114  (Reinstated) 

Michael  L.  McCoy,  M.D. 

4600  Valley  Road 
Lincoln,  NE  68510 

David  Borg,  M.D. 

Falls  City,  NE  68355 
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CPR  project. 

A unique  project  will  give  Nebraskans  the 
opportunity  to  learn  more  about  Cardio- 
pulmonary Resuscitation  (CPR)  and  how  to 
take  care  of  their  hearts. 

The  American  Heart  Association,  Nebraska 
Affiliate,  the  American  Red  Cross,  Nebraska 
Chapter,  and  the  Emergency  Medical  Service 
Division  of  the  State  Health  Department  will 
be  sponsoring  a four  week  course  on  CPR  in 
cooperation  with  the  Nebraska  Educational 
Television  Network. 

A series  of  4 programs  on  CPR  and  proper 
heart  care  will  be  aired  on  NETV’s  “Grand 
Generation,”  on  Mondays  in  February  at  7:30 
p.m.,  with  re-broadcast  on  Sundays  at  5 p.m. 

The  Heart  Association  and  Red  Cross  will 
assist  in  providing  instructors  for  groups 
interested  in  becoming  certified  in  CPR  in 
conjunction  with  the  NETV  broadcasts. 

EMS  has  scheduled  six  CPR  courses  sites  in 
conjunction  with  the  program,  including  Ger- 
ing,  Norfolk,  North  Platte,  Kearney,  Lincoln 
and  Omaha. 

*** 

The  World  Rehabilitation  Fund  Interna- 
tional Exchange  of  Information  in  Rehabilita- 
tion is  pleased  to  announce  the  availability  of  a 
monograph  written  by  Sven-Jonas  Dencker, 
M.D.,  Lillhagen  Hospital,  Goteborg,  Sweden, 


on  Hospital-Based  Community  Support  Serv- 
ices for  Recovering  Chronic  Schizophrenics: 
The  Experience  at  Lillhagen  Hospital,  Gote- 
borg, Sweden. 

This  monograph  has  been  written  and 
published  as  a result  of  a Rehabilitation 
Services  Administration  grant  which  addres- 
ses itself  to  the  filling  of  information  gaps  in 
the  U.S.  by  arranging  for  foreign  experts  to 
write  monographs  in  these  areas  of  concern. 

To  obtain  a copy  of  this  monograph,  please 
write:  Ms.  Diane  Woods,  Dissemination,  World 
Rehabilitation  Fund,  400  East  34th  Street, 
New  York,  NY  10016. 

* 

The  World  Rehabilitation  Fund  Interna- 
tional Exchange  of  Information  in  Rehabilita- 
tion is  pleased  to  announce  the  availability  of  a 
monograph  written  by  Harald  Sanne,  M.D., 
University  of  Goteborg,  Goetborg,  Sweden,  on 
Readaptation  After  Myocardial  Infarction. 

This  monograph  has  been  written  and 
published  as  a result  of  a Rehabilitation 
Services  Administration  grant  which  addres- 
ses itself  to  the  filling  of  information  gaps  in 
the  U.S.  by  arranging  for  foreign  experts  to 
write  monographs  in  these  areas  of  concern. 

To  obtain  a copy  of  this  monograph,  please 
write:  Ms.  Diane  Woods,  Dissemination,  World 
Rehabilitation  Fund,  400  East  34th  Street, 
New  York,  NY  10016. 
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WashingtoNo  tes 


Health  budget. 

The  Carter  Administration  has  asked  Con- 
gress to  approve  a $61  billion  budget  for 
health  programs,  $5  billion  more  than  last 
year,  largely  because  of  the  climb  in  the  costs 
of  Medicare  and  Medicaid. 

The  budget  for  fiscal  1981,  the  year  starting 
Oct.  1,  was  marked  by  “overall  fiscal  restraint” 
due  to  the  exigencies  of  inflation  and  inter- 
national confrontations,  but  most  health  pro- 
grams were  ticketed  for  modest  increases.  The 
notable  exception  was  aid  for  medical  educa- 
tion, where  the  administration  again  proposed 
eliminating  capitation  aid  and  reducing  funds 
for  nurses’  training. 

The  Health,  Education  and  Welfare  Depart- 
ment asked  for  a total  of  $222.9  billion,  of 
which  $153  billion  represented  Social  Security 
disbursements  and  $51  billion  was  for  Medi- 
care and  Medicaid  outlays,  up  $5  billion. 

The  budget  contained  $326  million  for 
support  of  health  professions  training  pro- 
grams, but  states  that  by  1990  the  supply  will 
exceed  the  need,  especially  in  the  case  of 
physicians.  The  termination  of  capitation 
grants  to  medical  schools,  a fiscal  body  blow  to 
the  schools,  would  be  accompanied  by  a $77 
million  cut  in  support  of  nurse  education. 

The  budget  provides  a $17.7  million  in- 
crease, for  a total  of  $83.2  million,  for 
expanded  programs  to  train  primary  care 
physicians. 

An  additional  765  new  and  converted  first- 
year  family  medicine  residencies  will  be 
created  nationally,  bringing  the  total  to  3,265. 
Also  proposed  are  147  new  first-year  residen- 
cies in  other  primary  care  specialties  such  as 
general  internal  medicine  and  general  pedi- 
atrics. 

Support  for  direct  health  services  in  com- 
munity health  centers  and  migrant  health 
centers  would  total  $436  million,  an  increase  of 
$54  million. 

The  budget  for  the  National  Health  Seiwice 
Corps  (NHSC)  would  total  $134  million,  an 
increase  of  $52  million.  This  would  swell  the 
present  Corps  by  1,700  so  that  4,500  health 


care  professionals  would  be  serving.  At  the 
same  time,  the  NHSC  scholarship  program, 
with  an  additional  $8  million,  would  be  i 
providing  $94  million  in  support  of  6,700  i 
students  who  later  would  join  the  Corps. 

Funds  for  the  maternal  and  child  health  , 
grants  to  states  and  family  planning  program  ^ 
were  set  at  $537  million,  a $27  million  j 
increase. 

A total  of  $565  million  was  earmarked  for 
the  Indian  Health  Service,  a $50  million 
increase. 

The  administration  is  requesting  $69  mil- 
lion — a $10  million  increase  — to  support  36 
new  Health  Maintenance  Organizations  | 
(HMOs)  and  to  expand  47  existing  HMO  ' 
plans. 

The  president’s  budget  request  for  all  i 
mental  health  activities  in  1981  is  $671.3 
million,  including  $367,775,000  for  services, 
$162,964,000  for  research,  $90,354,000  for 
training,  $12,117,000  for  formula  grants  to 
states  and  $38,113,000  for  program  adminis- 
tration. 

The  Medicare  and  Medicaid  programs  would 
be  expanded.  Legislation  will  be  sought  to 
eliminate  the  Medicare  requirement  that  bene- 
ficiaries be  hospitalized  for  three  days  before 
they  are  eligible  for  home  health  care  services. 
Funds  were  proposed  for  a Medicare  demon-  i 
stration  project  to  determine  the  costs  and  I 
practicality  of  payment  to  home  health  aides 
for  providing  routine  homemaker  services,  in 
conjunction  with  home  health  care. 

The  overall  Medicare  and  Medicaid  budget 
request  for  1981  is  $53.2  billion,  an  increase  of 
$5.4  billion.  The  budget  proposal  includes 
$403  million  to  fund  the  Child  Health  Assur- 
ance Program  (CHAP)  now  under  considera- 
tion in  the  Conress.  CHAP  would  extend 
health  care  to  an  additional  two  million  poor 
children  not  now  eligible  for  Medicaid. 

Expanded  services  to  migrant  children  and 
to  poor  children  in  urban  areas  would  result 
from  a proposed  $90  million  increase  in  the 
budget  for  the  Head  Start  Program. 
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The  budget  targets  $859  million  for  the 
Public  Health  Service  to  promote  healthful 
lifestyles,  provide  preventive  health  services 
and  protect  consumers  and  persons  in  the 
workplace,  an  increase  of  $87  million. 

The  National  Institutes  of  Health  budget  is 
$3.6  billion,  up  $139  million.  Only  minor 
additional  funds  were  sought  for  the  1 1 
institutes.  The  National  Cancer  Institute  con- 
tinues to  get  the  most,  $1  billion,  with  Heart, 
Lung  and  Blood  next  at  $548  million. 

Chiropractors. 

The  administration  plans  to  amend  its 
National  Health  Plan  to  eliminate  the  require- 
ment that  reimbursable  chiropractice  services 
can  be  provided  only  on  referral  from  phy- 
sicians. 

Stuart  Eizenstat,  Domestic  Affairs  Aide  to 
President  Carter,  told  the  American  Chiro- 
practic Association  and  the  International 
Chiropractors  Association  in  a letter  that  “the 
initial  specifications  for  the  Administration’s 
legislation  were  altered  to  provide  a definite 
role  for  chiropractors”  following  talks  with 
chiropractic  officials. 

HEW  will  soon  be  sending  Congress  a 
technical  amendment  to  provide  chiropractors 
a greater  role  in  the  plan,  according  to 
Eizenstat. 

The  Medicare-Medicaid  amendments  being 
considered  in  the  House  and  Senate  also  relax 
requirements  for  chiropractic  reimbursement. 
The  House  measure  changes  present  require- 
ments by  reimbursing  chiropractors  for  the 
costs  of  X-rays  to  diagnose  subluxation  of  the 
spine.  Reimbursement  also  is  allowed  if 
subluxation  is  demonstrated  through  clinical 
finding  without  x-ray.  The  Senate  bill  follows 
the  latter  provision,  simply  dropping  the 
requirement  for  X-ray  to  demonstrate  sub- 
luxation. 

Medical  fees. 

American  physicians  have  chalked  up  a 
“massive  accomplishment”  in  keeping  medical 
fees  below  the  Consumer  Price  Index  (CPI)  in 
a time  of  galloping  inflation,  according  to 
James  H.  Sammons,  M.D.  executive  vice 
president  of  the  AMA. 


Physicians  “have  clearly  demonstrated  their 
intention  to  make  the  Voluntary  Effort  (VE) 
work,”  Dr.  Sammons  said. 

Commenting  on  the  impact  of  the  VE  since 
its  1977  inception.  Dr.  Sammons  told  a 
Washington,  D.C.  news  conference  the  results 
mark  “a  rare  occasion  in  history,  when  a 
professional  group  has  voluntarily  restrained 
the  rate  of  increase  in  its  fees.  They  now  stand 
three  percentage  points  below  the  CPI.”  The 
achievement  is  all  the  more  noteworthy  in  view 
of  the  fact  that  the  buying  power  of  physicians 
has  dropped  10  percent  in  the  past  eight  years, 
he  said. 

Figures  released  at  the  briefing  showed  that 
the  nation’s  hospitals  have  saved  consumers 
more  than  $2.88  billion  since  the  VE  was 
established  and  that  during  most  of  this  period 
the  rate  of  increase  in  physicians’  fees  has 
consistently  been  several  points  below  the  all- 
items index  of  the  CPI.  Price  increases 
throughout  the  health  care  field  have  been 
more  moderate  than  the  overall  CPI.  The 
latest  statistics  show  that  the  medical  index 
was  lower  than  the  overall  CPI  for  the  13th 
month  in  a row. 

Paul  Earle,  VE  executive  director,  said  the 
VE  goals  include  a continued  campaign  to 
restrain  the  increase  in  health  care  costs  to 
attain  a closer  relationship  between  total 
health  care  expenditures  growth  and  growth  in 
the  total  gross  national  product. 

The  national  increase  in  total  inpatient 
community  hospital  expenditures  in  1980 
should  decline  by  1.5  percentage  points  from 
1979,  contingent  on  no  increase  in  the  general 
economy-wide  inflation  rate  in  1980  over  1979, 
he  said. 

The  total  number  of  hospital  beds  in  the 
nation  should  be  held  at  the  level  as  of 
December  31,  1978,  adjusted  for  any  new  beds 
added  due  to  certificate-of-need  approvals 
prior  to  that  date. 

The  latest  data  show  hospitals  beds  increas- 
ing at  the  slowest  rate  (0.7  percent  for  the  first 
nine  months  of  1979)  since  1963,  the  first  year 
for  which  data  are  available. 

Physicians,  during  the  first  half  of  1980  were 
asked  to  continue  to  voluntarily  restrain  fee 
increases  to  a level  that  maintains  the  1979 
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relationship  between  the  all-items  index  and 
the  physicians  service  index  of  the  CPI.  This 
target  will  be  reassessed  in  mid-1980. 

The  VE  founding  members  are  the  AMA, 
the  American  Hospital  Association,  and  the 
Federation  of  American  Hospitals.  In  addition 
to  these  three  organizations,  the  VE  partners 
include  the  Blue  Cross/Blue  Shield  Associa- 
tions, the  Health  Industry  Manufacturers 
Association,  the  Health  Insurance  Association 
of  America,  the  National  Associaton  of 
Counties,  representatives  of  business,  and 
Virginia  Knauer  & Associates,  a consumer 
affairs  consulting  firm. 

Ethical  problems. 

Some  of  the  toughest  and  most  far-reaching 
social  and  philosophical  questions  facing 
medicine  are  on  the  agenda  of  the  new 
Presidential  Commission  for  the  Study  of 
Ethical  Problems  in  Medicine  and  Biomedical 
and  Behavioral  Research. 

The  11-member  commission  has  conducted 


its  first  meeting  with  an  imposing  list  of  initial 
assignments: 

* the  requirements  for  informed  consent  in 
research  and  medical  practice, 

* the  definition  of  death, 

* programs  for  genetic  testing,  counseling,  and 
education, 

* differences  in  the  availability  of  health 
services  by  income  or  place  of  residence, and 

* the  confidentiality  and  privacy  of  medical 
records. 

Drugs. 

The  Justice  Department  has  reported  that 
100  physicians  were  prosecuted  for  selling 
drugs  illegally  between  1972  and  1977.  The 
drug  involved  was  a stimulant  in  more  than 
one-half  the  cases.  Only  one  in  every  five  cases 
involved  a narcotic.  Justice  said  that  in  nearly 
all  of  the  cases  there  was  no  general  physical 
examination  of  the  patient  before  distribution 
of  the  drug.  A majority  of  the  physicians  were 
found  guilty  and  received  prison  sentences. 


Coming  Meetings 


The  Center  for  Sports  Medicine  of  North- 
western University  Medical  School  in 
conjunction  with  The  Division  of  Sports 
Medicine,  North  Carolina  Department  of 
Public  Instruction  is  sponsoring  a post 
graduate  course  in  Sports  Medicine  at  the 
Intercontinental  Hotel,  Maui,  Hawaii,  March  9- 
16,  1980. 

The  program  will  cover  problems  in  runners, 
racket  sports,  the  adolescent  athlete,  and 
athletic  emergencies.  Twenty  five  hours  of 
CME  Category  I credit  will  be  available  for 
physicians  completing  the  course. 

For  further  information,  write  to  Marianne 
Porter,  Center  for  Sports  Medicine,  2-063,  303 
E.  Chicago  Avenue,  Chicago,  Illinois  60611. 

THE  AMERICAN  HEART  ASSOCIATION 
— Lincoln  Division,  is  holding  a seminar 
entitled  “Congestive  Heart  Failure:  What’s 
New?”  at  the  Nebraska  Center  for  Continu- 
ing Education  on  April  19,  1980  at  8:30  a.m., 
Lincoln,  Nebraska. 


NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  April  27-30,  1980,  Omaha 
Hilton,  Omaha,  Nebraska. 

3rd  Annual  Seminar:  Pediatrics:  the  Uni- 
versity of  South  Dakota  School  of  Medicine 
Department  of  Pediatrics  and  Adolescent 
Medicine  and  the  South  Dakota  Chapter  of  the 
Academy  of  Pediatrics,  June  18-20,  1980;  at 
Sylvan  Lake  Resort  in  the  Black  Hills  of  South 
Dakota.  For  additional  information  contact: 
Charles  R.  Rose,  Director  of  Continuing 
Health  Education,  800  E.  21st  Street,  Sioux 
Falls,  South  Dakota  57101  (605)  339-7573. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Session,  House  of  Delegates,  July 
20-24,  1980,  Chicago  Mariott,  Chicago, 
Illinois. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  2-4,  1980,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 
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Books 

Current  Medical  Diagnosis  & Treatment;  edited  by 
Marcus  A.  Krupp,  M.D.  and  Milton  J.  Chatton,  M.D.; 
1116  pages;  limp  cover  $19.00;  published  1980  by  Lange 
Medical  Publications,  Los  Altos,  California  94022. 

This  book  first  appeared  in  1962,  and  is  now  in  its  19th 
edition;  a new  version  appears  every  year,  so  that  the  word 
current  in  the  title  is  deserved.  There  are  33  chapters,  an 
appendix,  and  an  index.  I counted  35  authors,  which 
includes  the  editors.  There  are  tables  and  figures 


In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

Dean,  G.  W.,  M.D.  - Born  May  22,  1917,  died 
January  4,  1980  - University  of  Nebraska 
College  of  Medicine,  graduated  1944  - 
practiced  in  Lincoln,  Nebraska  - NMA  and 
AMA  member. 


throughout;  the  type  is  good  and  printing  is  easy.  The 
book  appears  in  6 other  languages  and  will  come  out  in  2 
more. 

There  are  special  chapters  on  medical  genetics,  cancer 
chemotherapy,  and  immunologic  disorders.  I cannot  think 
of  anything  better  you  could  do  with  19  dollars. 

It  is  recommended. 

F.C. 


Wegner,  Ernest  S.,  M.D.  - Born  1889,  died 
December  19, 1979  - University  of  Nebraska 
College  of  Medicine,  graduated  1919  - 
practiced  in  Lincoln,  Nebraska  - NMA 
member. 
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ORGANIZATIONS,  STATE_= 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Executive  Vice  President 
Overland  Wolf  Centre.  Suite  210. 

6910  Pacific  Street,  Omaha  68106 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson.  Executive  Director 
7377  Pacific  St,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E”  St.,  Lincoln  68501 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  No.  69th  St.  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station.  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California.  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
Karen  Mundv.  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

6901  Dodge  Street,  Room  104,  Omaha  68132 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street.  Lincoln  68502 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Building,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Kidney  Foundation  of  Nebraska 

Karen  Engelsman.  Acting  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Meill,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street.  Lower  Level,  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St..  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Mr.  Harrison  J.  Welch,  Executive  Director 
740  Keeline  Bldg..  319  So.  17th  St..  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
John  F.  Aita,  M.D.,  Secretary-Treasurer 
2302  North  55th  St.,  Omaha  68104 
Nebraska  Academy  of  Ophthalmology 
Richard  Meissner,  M.D.,  President 
434  The  Doctors  Building,  Omaha  68114 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 
Nebraska  Academy  of  Physician  Assistants 
Michael  J.  (Jrutsch.  P.A.C, 

Box  906.  Imperial  69033 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M I)..  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  and  Dewey  Avenue.  Omaha  68105 
Nebraska  Association  of  Pathologists 
Wayne  Markus,  M.D.,  Sec’y.-Treas. 

Lutheran  Medical  Center  Laboratory, 

515  So.  26th  St..  Omaha  68103 
Nebraska  ('hepter  — American  Academy  of  Family  Physicians 
Wesley  G.  Wilhelm,  M.I)..  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  F^xecutive  Secretary 
8258  Hascall  St..  Omaha  6H124 

Nebraska  (’hapter  — American  Academy  of  Pediatrics 
Eileen  C.  Vautravers,  M.I)..  Secretary-Treasurer 
5145  "0”  Street.  Lincoln  6H510 

Nebraska  Chapter  — American  ('ollege  of  Emergency  Physicians 
Jeanette  M.  Pergam,  M.D..  Secretary-Treasurer 
502  South  44th  Street.  Omaha  68105 
Nebraska  ('hapter  — American  (V>llege  of  Surgeons 
John  W.  .Smith,  M l)..  Secretary-Treasurer 
8300  Dodge  St..  -*'124.  Omaha  6HI14 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita.  M I)  . Medical  Advisor 
105  South  49th  St..  Omaha  68132 
Nebrnskn  Dental  Association 

I)  W,  Edwards,  I)  D.S..  Secretary 
1007  Lincoln  Benefit  Life  Bldg  . Lincoln  68508 
Nchraskfi  Dietetic  Association 
Tama  Krause.  R.I),.  President 
418  Oak  Drive,  Wayne  68787 
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Nebraska  Easter  Seal  Society 

David  E.  Evans.  Executive  Director 
P.O.  Box  14204.  West  Omaha  Station, 

12177  Pacific  St..  Omaha  68114 
Nebraska  Epilepsy  League.  Inc. 

7171  Mercy  Road.  Suite  129,  Omaha  68106 
Nebraska  Health  Care  Association 
Mr.  Bernard  Dana,  Interim  President 
3100  "O”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  "L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue,  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff.  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff.  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26.  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson.  M.D..  Secretary 

Embassy  Plaza  #290,  90th  & West  Dodge  Rd..  Omaha  68114 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
Dr.  Robert  P.  Marshall,  Executive  Director 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr..  M.D..  Director 
602  South  45th  St..  Omaha  68106 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  10.  Dodge  Professional  Center 
8601  W.  Dodge  Road.  Omaha  68114 
Nebraska  Public  Health  Association 
D.  Mike  Wight,  President 
301  Centennial  Mall  South,  Lincoln  68509 
The  Nebraska  Radiological  Society  — A Chapter  of  the 
American  College  of  Radiolog>' 

W.  Benton  Copple.  M.D.,  Secretary-Treasurer 
One  Country  (?lub  Medical  Plaza 
6801  North  72nd  Street.  Omaha  68122 
Nebraska  Region  — American  College  of  Physicians 

Robert  L.  Grissom.  M.D.,  F.A.C.P.,  Governor  for  Nebr. 
Univ.  of  Nebr  Medical  Ctr..  42nd  & Dewey  Ave. 

Omaha  68105 

Nebraska  Rheumatism  Association 

Arthur  L.  Weaver.  M.D.,  President 
2121  South  56th  Street,  Lincoln  68506 
Nebraska  Society  of  Internal  Medicine 
Joseph  E.  Stitcher.  M.D..  President 
2121  South  56th  Street,  Lincoln  68506 
Nebraska  Society  for  Medical  Technologists,  Inc. 

Rodney  Roland.  MT  (ASCP).  President 
920  No.  Ash,  Gordon  69343 
Nebraska  Society  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
4600  Valley  Hoad.  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
John  G.  Headley.  CRTT.  President 
University  of  Nebraska  Mt-dical  Center.  42nd  & Dewev. 
Omaha  68105 

Nebraska  Society  of  Anesthesiologists 
John  R.  Allely.  M.I)..  President 
Suite  255  • Second  Floor  North.  450  East  2.3rd, 

Memorial  Hospital.  Fremont  68025 
Nebraska  Society  of  Radiologic  Technologists 
Pat  Englehaupt.  HT.  President 
1 1655  Fowler  Avenue.  Omaha  68164 
Nebraska  Stale  Department  of  Health 

Henry  I)  Smith.  M I)..  Director  of  Health 
I*.().  Fk)x  95007.  301  ('entennial  Mall  So.,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  I).  Ik‘avers,  M I)..  Secretary-Treasurer 
8552  ('ass.  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Mrs.  Norma  Parker,  I^resident 
4002  No.  78th  Si..  Omaha  68134 
Nebraska  llrological  Association 
David  H.  Kuper,  M I).,  President 
201  Ridge  Street,  ('ouncil  Bluffs.  Iowa  51501 
Nebraska  Veterinary  Medical  Association 
Bob  Garey.  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-W'esl  Clinical  Society 

Ms.  Lorraine  E.  Seihel.  Executive  Secretary 
7363  Pacific  Si,.  #210  A.  Omaha  68114 
United  Orebral  Palsy  of  Nebraska 

Mrs.  Camille  Wolesensky.  Executive  Director 
1600  No.  56lh  St.,  Lincoln  68504 
University  of  Nebrnskn  Medical  Center 
Neal  A Vanselow.  M l).,  ('hancellor 
42nd  and  Dewey  Avenue.  Omaha  68105 


A 


Burroughs  Wellcome  Co. 

I I Research  Triangle  Park 
%uo-^‘  North  Carolina  27709 


’hysicians"  Classified 


PEDIATRICIAN:  Lincoln  Clinic,  P.C.,  a 17 
physician  multi-specialty  group,  has  immediate 
opening  for  full-time  pediatrician.  Call  lotation 
available  with  two  other  pediatricians.  Please  wiite 
or  call  collect:  K.  W.  Lange,  Lincoln  Clinic.  P.C., 
Box  81009,  Lincoln.  Nebraska  68501  (402) 

475-4511. 


PHYSICIAN  OPPORTUNITIES  — Family 
Practice  - Internal  - Urology  - Oncology  - Neurology 
— Join  in  partnership  or  individual  practice  in 
professional  building  attached  to  350-bed  JCAH 
hospital.  Located  in  a northeast  Iowa  city  of 
100,000  population  with  a drawing  area  over 
275,000.  Presently  a large  segment  of  this 
population  is  without  complete  medical  care.  The 
hospital  provides  a minimum  fee  guarantee  for 
some  practice  openings.  All  specialties  are  cur- 
rently on  active  hospital  staff  and  relief  coverage  is 
available.  An  excellent  opportunity  for  family 
physician  and  urologist  to  assume  established 
practices.  Please  contact:  JAMES  T.  WALTER, 
PRESIDENT,  ALLEN  MEMORIAL  HOSPITAL, 
1825  LOGAN  AVENUE,  WATERLOO,  IOWA 
50703.  Telephone  No.  (319)  235-3987. 


TEXAS  NEEDS  DOCTORS!  — Excellent  op- 
portunities for  GP’s,  pediatricians,  internists, 
orthopods,  and  OB/GYN  in  several  small  towns 
(pop.  25,000)  throughout  the  state.  Also  excellent 
openings  for  neonatologist,  perinatologist,  ENT 
and  GP  in  Dallas.  Generous  guarantees  and  perks. 
Contact  Texas  Doctors  Group,  Suite  500,  815 
Brazos,  Austin,  Texas  78701,  Telephone  (512)  476- 
7129. 

WANTED:  Family  practice  physician  to  join  with 
two  established  Fellows  of  the  A.A.F.P.  Beautiful, 
very  well-equipped  new  office  designed  for  four 
doctors.  New  107  bed  nursing  home  and  26  bed 
hospital.  OB  optional.  Large,  prosperous  trade 
territory.  Will  consider  any  proposal.  Medical 
Center,  Syracuse,  Nebraska  68446  (402)  269-2411. 

EMERGENCY  PHYSICIAN:  Emergency  phy- 
sician needed  to  join  three  others  in  Cheyenne, 
Wyoming.  ACLS  Certification  necessary,  experi- 
ence and  Board  Certification  desirable.  Unique 
organization,  multiple  hospital  group  owned  by  all 
the  physicians.  Profits  returned  to  physicians,  not 
to  entrepeneur.  Contact  American  Medical  Serv- 
ices Association,  4400  Boardway,  Suite  306, 
Kansas  City,  Missouri  64111  (816)  931-3040. 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 


Double 

strength 

Tablets 


lust  one  tabiet  b.i.d.f  or  10  to  i4  days 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps  ■ Convenient  b.i.d.  dosage  provides  day-and-night 
eliminate  reservoirs  of  infecting  organisms  antibacterial  control 


■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  DTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


Before  prescribing,  piease  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinll  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
{Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole”  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC's  and  urinalyses  with  microscopic 
examination. 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage— 1 DS  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose — every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vz  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

IV2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

X Roche  Laboratories 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc. 

\ X Nutley,  New  Jersey  07110 

Please  see  back  cover. 


Her  jiext  attack  of  cystitis  mayrequire 

theBactrimr 
3-system  counterattack 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into- 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero-i 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis' 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  introiti 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 


urinary  tract/vaginai  tract/iower  intestinai  tract 


Please  see  reverse  side  for  summary  of  product  information. 
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Aspects  of  management 


Monitoring  patient 

response  to^^linm  (dlazepam/Roche) 


Assessing  initial  response  to  therapy 


During  the  first  follow-up  visit  after  initiating 
therapy,  both  physician  and  patient  should  de- 
termine if  Valium  (diazepam/Roche)  is  having 
the  desired  effect.  Most  patients  will  prompt- 
ly report  a feeling  of  relaxation  and  relief  of 
anxiety-linked  symptoms  such  as  insom- 
nia, headaches,  palpitations  and 
hyperventilation. You  will  probably 
/ observe  that  the  patient  is  calmer 
and  more  relaxed.  If,  however, 
patient  response  does  not  meas-  | 
ure  up  to  expectations,  a reeval  - f 
nation  of  the  patient’s  profile 
with  modification  of  the  dosage 
regimen  should  be  considered. 

Making  dosage  adjustments 

With  any  psychoactive  medication  it  is 
good  medical  practice  to  initiate  therapy  at 
base  dosage  levels  and  titrate  to  the  patient’s 
needs.  With  Valium,  experience  has  shown 
that  5 mg  t.i.d.  is  usually  sufficient  although 
some  patients  with  severe  or  persistent  anxiety 
may  require  higher  dosages  initially.  In  geriat- 
ric or  debilitated  patients,  the  recommended 
dosage  is  2 to  2'/2  mg  once  or  twice  daily. 

When  anxiety  fluctuates,  as  is  common  with  most  patients,  the  dosage  may 
be  adjusted  as  needed  during  the  course  of  therapy;  three  strengths  in  scored 
tablets  give  you  unmatched  flexibility  and  simplicity  in  individualizing  dosage. 


START 

2 mg  ) to 

2x  to  4x 
daily 


ADJUST 


Evaluating  progress 
toward  therapeutic  goals 

At  the  beginning  of 
therapy  it  is  now 
common  practice  for 
both  physician  and 
patient  to  establish 
treatment  goals  and  to 
estimate  the  amount  of 
time  needed  to  achieve 
them.  Then  the  patient 
knows  what  to  expect 
and  when  to  expect  it. 
Some  physicians  find  that  compiling  a checklist  of  present- 
ing .symptoms  and  complaints  is  useful  for  assessing  the 
patient’s  response  from  visit  to  visit.  In  this  way,  progress 
toward  attainment  of  the  therapeutic  goal  is  reviewed  at  reg- 
ular intervals.  As  patients  feel  their  symptoms  abate  and 
begin  to  develop  insight  into  the  sources  of  their  anxiety  and 
p.sychic  tension,  the  checklist  can  be  expected  to  dwindle. 


SET  GCALS 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

Discontinuing  pharmacologic 

intervention  When  you  decide  to  discontinue 

therapy,  tapering  dosage 
is  good  medical  practice 
Although  rarely  nec- 
essary after  short-teim 
treatment  with  Valium, 
gradual  dosage  reductioi 
is  advi.sable  for  patients 
who  have  been  on  ex- 
tended therapy.  This  gra( 
ual  di.scontinuance 
should  preclude  either 
recurrence  of  pretreatment  symptoms  or  development  of  un- 
toward side  effects.  Symptoms  of  withdrawal  have  almost  al- 
ways been  associated  with  abrupt  discontinuance  of  therapy  a 
higher  dosages  taken  continuously  over  long  periods  of  time. 

'W  'Y'  -^9  2-mg,  5-mg,  lO-mg  scored  tablets 

Valiuiii® 

diazepam/  Roche 


.See  the  following  page  for  a summary 
of  product  information. 


An  Important  Adjunct  to\bur Treatment 
Program  for  Excessive  Anxiety 


\^llUm  (diazepam/ Roche) 

Before  prescribing,  please  consult  complete 
product  Information,  a summary  of  which 
follows: 

Indications:  Tension  and  anxiely  associaled 
with  anxiety  disorders,  Iransieni  situational  dis- 
turbances and  functional  or  organic  disorders, 
psychoneurotic  stales  manilested  by  tension, 
anxiety,  apprehension,  laligue.  depressive 
symptoms  or  agitation,  symptomatic  reliel  ol 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal, 
adiunctively  m skeletal  muscle  spasm  due  to 
rellex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuroh  disorders,  athe- 
tosis. stitl-man  syndrome,  convulsive  disorders 
(not  tor  sole  therapy) 

The  ellectivenoss  ol  Vahuw  (diazepam/Roche) 
in  long-term  use.  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  ot  the  drug  lor  the  individual 
patieni 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  ol  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  palienis  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnlitgs:  Not  ol  value  m psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  VVhen  used 
adiunctively  in  convulsive  disorders,  possibility 
ol  increase  in  frequency  and/or  severity  ol 
grand  mal  seizures  may  require  increased  dos- 
age ol  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  m frequency  and/or  seventy  ol 
seizures  Advise  against  simultaneous  ingestion 
ol  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbi- 
turates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Inirequenily. 
milder  withdrawal  symptoms  have  been  re- 
ported following  abrupt  discontinuation  ol 
benzodiazepines  after  continuous  use.  generally 
at  higher  therapeutic  levels,  lor  at  least  several 
months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiclion-prone  individuals  under 
careful  surveillance  because  of  Iheir  predisposi- 
tion to  habituation  and  dependence 
Usage  In  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  Increased  risk  of  congenital 
maftormatlons  as  suggested  in  sev- 
eral studies.  Consider  possibility  ot 
pregnancy  when  instituting  therapy, 
advise  patients  to  discuss  therapy  It 
they  Intend  to  or  do  become  pregnant. 
Precautions:  II  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully 
pharmacology  ol  agents  employed,  drugs  such 
as  phenothiazines.  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate Its  action  Usual  precautions  indicated  m 
patients  severely  depressed,  or  with  latent  de- 
pression. or  with  suicidal  tendencies  Observe 
usual  precautions  m impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  latigue. 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Para- 
doxical reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts 
and  liver  function  tests  advisable  during  long- 
term therapy 

Dosage:  Individualize  for  maximum  beneficial 
effect  Adults  Tension,  anxiety  and  psycho- 
neurotic  states.  2 to  10  mg  b I d to  q i d . 
alcoholism.  10  mg  1 1 d or  q i d in  first  24  hours, 
then  5 mg  1 1 d or  q i d as  needed,  adjunctively 
in  skeletal  muscle  spasm.  2 to  10  mg  1 1 d or 
q I d . adjunctively  in  convulsive  disorders.  2 to 
10  mg  bid  to  q i d Geriatric  or  debilitated 
patients  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (See  Pre- 
cautions.) Children  1 to  2'/i  mg  1 1 d or  q i.d 
initially,  increasing  as  needed  and  tolerated 
(not  for  use  under  6 months) 

Supplied:  Valium*  Tablets.  2 mg.  5 mg  and 
10  mg— bottles  of  100  and  500.  Tel-E-Dose® 
packages  ol  100.  available  in  trays  of  4 reverse- 
numbered  boxes  of  25.  and  in  boxes  containing 
10  strips  of  10.  Prescription  Paks  of  50.  available 
in  trays  ol  10 


Roche  Laboratories 

Division  ol  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  |8‘/i  x 11  in.  (22  x 28  cm)|  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author's  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  comer,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  comer  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Do  not  hyphenate  a word  at  the  end  of  a line. 

News  items  must  be  received  by  the  first  of  the  month  to  be  included 
in  the  next  month’s  issue. 

Letters-to-the-Editor,  for  which  galley  proofs  are  not  sent,  should  be 
double-spaced,  and  accompanied  by  the  notation;  For  Publication. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everything. 

Manuscripts  are  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  the  galley  proofs  are  received  from  the 
authors.  Please  do  not  ask  when  your  article  will  be  printed,  and  do  not 
request  earlier  publication  than  is  warranted;  it  is  not  fair  to  other 
authors,  whose  articles  would  then  be  held  up.  and  it  upsets  the  Editor. 
We  try  to  publish  manuscripts  quickly,  with  as  little  waiting  as  possible. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing 
Co..  Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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8:00 

10:30 


SUNDAY,  APRIL  27 

10:30  Board  of  Councilors 
1:00  House  of  Delegates 

Reference  Committees 
4:30  Board  of  Directors 

7:00  Annual  Recognition  and  Religion  Banquet 
Recognition  of  Fifty-Year  Practitioners 
“Three  R’s  for  the  1980’s" 

John  Erickson,  President  of 
Fellowship  of  Christian  Athletes 

TUESDAY,  APRIL  29 


MONDAY,  APRIL  28 

House  of  Delegates 
Nominating  Committee 
Sportsman’s  Day 
Mini  Marathon 
Tennis  Tournament 
Golf  Tournament 
Banquet 


7:30 


9:00 


Scientific  Breakfast  Meeting 
“To  Jog  or  Not  To  Jog” 

— William  R.  Hamsa,  Jr.,  M.D. 

— Eugene  M,  Zweiback,  M.D. 

Symposium  on  Cardiac  Therapy,  1980 
"Medical  Management  of  Coronary  Artery 

Disease" 

— Carl  White,  M.D. 

“Management  of  Congestive  Heart  Failure" 

— Jonathan  Abrams,  M.D. 

“Newer  Anti-arrhythmic  Agents” 

— Alan  D.  Forker,  M.D. 


1:45 


4:15 

6:00 

7:00 


7:00 

7:30 

9:00 


Past  President’s  Breakfast 
House  of  Delegates 

Symposium  on  What’s  New  in  Medicine 
"Ultra  Sound,  1 980” 

— Kenneth  H.  Elson,  Jr.,  M.D. 

“Family  Cancer  Syndrome” 

— Henry  Lynch,  M.D. 

"Current  Topics  in  Ophthalmology” 

— Frederick  A.  Mausolf,  M.D. 


11:15  Nominating  Committee 
12:00  Athletic  Medicine  Luncheon 
"Time  Out  for  the  Referee” 

— Pat  Mallette,  Guest  Speaker 
Symposium  on  Sexuality 
“Sexual  Medicine  Today” 

"Medical  Aspects  of  Human  Sexuality” 

— Martin  Goldberg,  M.D. 

Nominating  Committee 
President’s  Reception 
Fun  Night 
The  Resurrected  Swing  Orchestra 
WEDNESDAY,  APRIL  30 

12:00  Annual  Distinguished  Luncheon 

Installation  of  1980-1981  President, 
Russell  L.  Gorthey,  M.D. 

“What  Happened  to  the  Good 
‘Ole  Congress’?” 

Guest  Speaker:  John  S.  Zapp.  D.D.S. 
Director,  American  Medical  Association 
Washington  Office,  Washington,  D.C. 
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Reduction  in  Polypharmacy  for  Epilepsy 

— S.  D.  Shorvon  and  E.  H.  Reynolds  (Kings 
College  Hosp  Medical  School,  London, 
England)  Br  Med  J 2:1023-1025  (Oct  27) 
1979. 

esOGO  In  a two-year  prospective  study  of  40 

In  a two-year  prospective  study  of  40  adult 
outpatients  with  chronic  epilepsy,  drug  con- 
centrations in  the  blood  were  monitored,  and 
anticonvulsant  polypharmacy  was  reduced  to 
treatment  with  a single  drug  in  29  patients 
(72%).  In  the  year  after  the  reduction  of 
treatment  the  control  of  seizures  was  improved 
in  16  patients  (55%),  unchanged  in  eight 
(28%),  and  worse  in  five  (17%).  Mental 
function  was  improved  in  16  (55%).  The  main 
reason  for  failure  to  reduce  to  or  maintain 
treatment  with  a single  drug  was  exacerbation 
of  seizures  during  the  difficult  withdrawal 
period,  especially  in  patients  with  frequent 
seizures,  taking  several  drugs,  or  with  addi- 
tional neuropsychological  handicaps.  It  is  more 
difficult  to  reduce  polypharmacy  than  to  avoid 
it  in  the  first  place.  Polypharmacy  may 
sometimes  aggravate  control  of  seizures. 


6-A  Nebraska  Medical  Journal  April  1980 


CLARKSON  HOSPITAL  DOCTORS  BUILDING 
March  Progress  Report 

Spring  is  approaching  and  so  is  the  opening  of  Clarkson  Hospital’s  new  Doctors 
Building.  It  is  hard  to  imagine  that  only  nine  short  months  ago  ground  was  broken  for  the 
structure,  and  that  only  three  months  remain  before  the  project  is  completed. 

From  here  on  in,  the  majority  of  work  will  involve  finishing  up  various  interior 
components,  such  as  installation  of  elevators,  mechanical  and  electrical  systems,  interior 
partitioning  and  putting  surface  finishes  on  walls,  floors  and  ceilings. 

Our  adjoining  420-space,  multi-tiered  parking  garage  is  better  than  80  percent 
complete.  And  we  plan  to  open  the  garage  for  use  in  conjunction  with  our  new  skyway  in 
early  May.  As  the  photograph  above  shows,  the  aluminum  skin  enclosing  the  skyway  will 
add  to  the  contemporary  appearance  of  this  unique  pedestrian  overpass  spanning 
Farnam  Street. 

Although  commitments  for  office  space  in  the  new  Doctors  Building  are  well  ahead 
of  our  expectations,  choice  accommodations  are  still  available.  If  you  would  like  more 
information  on  Omaha’s  newest  medical  office  center,  please  write  or  call: 

R.  Daniel  Brown,  Property  Management  Director, 

Clarkson  Doctors  Building,  4239  Farnam  Street,  Room  28, 

Omaha,  Nebraska  68131  — or  phone  (402)  348-3116 
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Planning  a 
Meeting  With  the 
Ramada  Silverthorne 
Will  Make  Good 
Dollars  fif  Sense 


Contact,  Kris  Keesling,  Director  of  Sales 

RAMADA 

SILVERTHORNE 

at  Lake  Dillon,  Colorado 

Box  1539,  Dillion,  Colorado  80498 
303-468-6200 


The  Ramada  Silverthorne  is  a complete  hotel 
and  meeting  facility  which  offers  you:  quality 
food  service  • 158  tastefully  decorated  sleep- 
ing rooms  • diverse  meeting  space  for  up  to 
350  people  • advance  billing  procedures 
• prearranged  check  in /check  out  services. 
Located  in  the  Blue  River  Valley  of  Summit 
County,  Colorado.  The  Ramada  Silverthorne  is 
within  minutes  of  five  world  class  ski  areas, 
the  largest  lake  in  Colorado  and  is  the  center 
of  year-round  recreational  activities.  All  this  is 
available  to  your  group  at  a special  rate. 

So,  if  you  are  in  charge  of  that  next  meeting, 
call  the  Ramada  Silverthorne,  it  only  makes 
good  dollars  and  sense. 


I would  like  more  information  about  your  property. 

Marne 

Organization 

Address 

City  State  Zip  


IT'S  HIGHLT 
FECOMMENDED... 

AND  FOR  GOOD  REASONS 


1. 

2. 

3. 


4. 

5. 


provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 
helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses:  and  it’s  painless 
and  cosmetically  pleasing 

contains  three  antibiotics  that  are  rarely  used  systemically 

you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes:  1 oz  tube,  Vi  oz  tube,  or  the  versatile,  single-use 
foil  packet 


NEOSPORIN’  Ointment 

(polymyxin  B-bacitracin-neomycin) 


selected 
by  NASA  for 
the  Apollo  and 
Skylab  missions 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base):  special  white 
petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx ) foil  packets 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible  In  burns  where 
more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is 
receiving  other  aminoglycoside  antibiotics  concurrently, 
not  more  than  one  application  a day  is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin.  The 
manifestation  of  sensitization  to  neomycin  is  usually  a low 
grade  reddening  with  swelling,  dry  scaling  and  itching:  it 
may  be  manifest  simply  as  a failure  to  heal  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served. These  symptoms  regress  quickly  on  withdrawing 
the  medication  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter 

PRECAUTIONS;  As  with  other  antibacterial  preparations. 


prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  Appropriate  measures  should 
be  taken  if  this  occurs. 


ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been 
reported  (see  Warning  section). 


Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Perdiem  . . . the  re-educofive  laxotiv* 
. . . relieves  constipation  by  o unique  combinotion  c 
physiological  bulk  stimulus  and  gentle  phormocologi 

encourogement  of  peristaltic  response 
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Perdiem™ 

Prescribing  Informofion 

ACTIONS:  Perdiem™,  with  its  gentle  action,  does 
not  produce  disogreeoble  side  effects.  The  veg- 
efoble  muciloges  of  Perdiem™  soften  the  stool 
ond  provide  poin-free  evocuotion  of  the  bowel, 
Perdiem™  is  effective  os  on  old  to  elimination  for 
the  hemorrhoid  or  fissure  potient  prior  to  and  fol- 
lowing surgery. 

COMPOSITION:  Natural  vegetable  derivatives:  A 
unique  blend  of  psyllium  ond  senno  (Rontogo 
Hydrocolloid  with  Cossio  Pod  Concenrrore) 

INDICATION:  For  relief  of  constipation 

PATIENT  WARNING:  Should  nor  be  used  In  the 
presence  of  undiagnosed  obdominol  pain  Fre- 
quent or  prolonged  use  without  the  direcrion  of  o 
physicion  is  nor  recommended.  Such  use  may 
lead  to  laxative  dependence 

DIRECTIONS  FOR  USE-ADULTS:  Before  breoWosI 
ond  offer  the  evening  meol,  one  to  two  rounded 
teospoonfuls  of  Perdiem™  gronules  should  be 
placed  in  the  mouth  and  swollowed  with  o full 
gloss  of  worm  or  cold  beveroge.  Perdiem™ 
granules  should  not  be  chewed  After  Perdiem™ 
tolses  effect  (usuolly  offer  24  hours,  but  possibly 
not  before  36-46  hours),  reduce  the  morning 
ond  evening  doses  to  one  rounded  teospoonful 
Subsequent  doses  should  be  odjusted  after 
odequote  loxotion  is  obtoined 

IN  OBSTINATE  CASES:  Perdiem™  may  be  token 
more  frequently,  up  to  two  rounded  teospoonfuls 
every  six  hours 

FOR  PATIENTS  HADIUJATED  TO  STRONG  PURGA- 
TIVES: Two  rounded  teospoonfuls  of  Perdiem™  in 
the  morning  ond  evening  moy  be  required 
olong  with  nolf  the  usuol  dose  of  the  purgorive 
being  used  The  purgative  should  be  dlscon- 
rinuecJ  os  soon  os  possible  and  the  dosage  of 
Perdiem™  gronules  reduced  when  ond  if  bowel 
tone  shows  lessened  loxotive  dependence 

FOR  COLOSTOMY  PATIENTS:  To  ensure  formed 
stools,  give  one  to  two  rounded  teospcxonfuls  of 
Perdiem™  in  the  evening  with  worm  liquid 

DURING  PREGNANCY:  Give  one  to  two  rounded 
teospoonfuls  eoch  evening. 

FOR  CLINICAL  REGULATION:  For  potients  confined 
to  bed,  for  those  of  inoaive  habits,  ond  in  the 
presence  of  cordiovosculor  diseose  where  stroin- 
ing  must  be  ovoided.  one  rounded  teospoonful 
of  Perdiem™  token  once  or  twice  doily  will  pro- 
vide regular  bowel  habits.  Toke  with  o full  gloss  of 
woter  or  beveroge 

FOR  CHILDREN:  From  oge  7 — 1 1 yeors,  give  one 
rounded  teospoonful  one  to  two  times  dolly 
From  oge  1 2 ond  older,  give  adult  dc»age 

NOTE:  It  is  extremely  Importont  thot  Perdiem™ 
should  be  token  with  o plentiful  supply  of  liquid 

HOW  SUPPUED:  Gronules:  100  grom  (3,5  oz) 
ond  250  grom  (6  6 oz)  conisters 


NOW  AVAILABLE! 

The  most  useful  and 
definitive  book  on 
drug  therapy! 


Completely  reorganized,  updated,  and  expanded,  AMA 
DEJ4  is  the  most  inclusive,  comprehensive,  and  objective 
drug  compendium  ever  assembled,  covering  virtually 
every  significant  drug  prescribed  in  the  U.S.  today.  Over 
1,300  drugs  are  evaluated,  including  57  new  drug  listings. 

An  indispensable,  clinically-oriented  guide 
for  prescribing,  dispensing,  or  administering  drugs 

Organized  by  therapeutic  category,  each  chapter  begins 
with  an  introductory  overview,  followed  by  detailed 
evaluations  for  individual  drugs.  AMA  DE/4  gives 
information  on  dosage,  actions  and  uses,  and  contraindi- 
cations-plus  a listing  for  hundreds  of  additional  mixtures 
and  proprietary  preparations. 

THE  authoritative  guide 

You  can  be  confident  the  information  is  accurate  and 
clinically  pertinent  because  it  was  compiled  by  the  AMA 
Drug  Department  working  with  the  American  Society  for 
Pharmacology  and  Therapeutics  and  a consulting  panel 
of  more  than  300  distinguished  physicians  and  other 
health  care  professionals. 

Order  AMA  DE/4  today! 


Order  Dept.,  OP-075,  AMA  50®/o  discount 

P.O.  Box  821,  Monroe,  WI  53566  for  ResidenU! 

Only  S24! 

Please  send  me copy(ies)  of  AMA  Drug  Evaluations, 

4th  Edition,  OP-075.  $48  per  copy.  (Residents,  $24). 

Enclosed  is  my  check,  payable  to  AMA,  for  $ 

Payment  must  accompany  order.  If  Resident,  indicate 
hospital  below. 

Please  print  SJ 
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WILLIAM  H.  RORER,  INC. 

Fori  Washington,  PA  19034 


Name 

Hospital  _ 
Address  _ 

City 

State/Zip 
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A NEW  UNDERSTANDING 


MULTIMEDIA  CONTINUING  EDUCATION  PROGRAM 


OtgM 
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At  lost 

A program  that  tells  how  m views  on  allergy 
can  he  used  in  daily  prachce 


Nine  international  authorities  discuss  new  views  of 
allergy  and  developments  that  make  diagnosis  more 
precise,  treatment  more  practical  for  all  concerned 
physicians.  Available  free  of  charge,  as  a service  to 
the  medical  profession 
from  PHARMACIA 
Diagnostics,  the 
complete  program 
includes: 


FILM  (OR  VIDEO 
CASSETTE)  - 

25-minute  presentation 
relates  new  views  on 
allergy  through  actual 
case  histories. 


Pharmacia  Diagnostics 

Division  of  Pharmacia  Inc 
800  Centennial  Avenue 
Piscataway,  NJ  08854 

Copyright  © Pharmacia  Inc  1979 


PHARMACIA  Diagnostics 

Division  of  Pharmacia  Inc 
800  Centennial  Avenue. 
Piscataway,  NJ  08854 


□ Please  provide  more  information  on  the  ALLERGY 
UNMASKED  Continuing  Education  Program. 

□ Please  have  a representative  contact  me. 


COMPREHENSIVE  PACKAGE  - 

Also  supplied  are  moderator’s  guide,  self-assessment 
tests,  announcement  posters,  accreditation  information. 
Present  ALLERGY  UNMASKED  to  colleagues, 

students,  other  health 
professionals  at  the  time 
and  place  of  your 
choice.  For  more 
detailed  information, 
simply  return  the 
convenient  coupon. 


Name  (please  prim) 


Title 


Organization 


City 


Stale 


Zip 


MONOGRAPH  - 

72-page  illustrated  text 
provides  in-depth 
discussion  of  theory  and 
application  for  home 
study. 


Pharmacia 

Diagnostics 
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ORGANIZATIONS,  STATE=_ 

Americao  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Executive  Vice  President 
Overland  Wolf  Centre.  Suite  210, 

6910  Pacific  Street,  Omaha  68106 
American  Diabetes  Association  — Nebraska  AfTiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St..  Oak  Park  Plaza.  Ste.  216.  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 

Mr.  Edward  Carter,  Executive  Director 
7363  Pacific.  Suite  212.  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E"  St..  Lincoln  68501 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  No.  69th  St..  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M.  Hollhaus,  M.D.,  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
Karen  Mundv,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States.  Inc. 

6901  Dodge  Street,  Room  104,  Omaha  68132 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Health  Manpower  Referral  Service.  State  of  Nebraska 
State  Capitol  Building.  Lincoln  68509 
Senator  Thomas  C.  Kennedy.  Director 
Kidney  Foundation  of  Nebraska 

Karen  Engelsman,  Acting  Executive  Director 
8707  West  Center  Road.  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall.  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D..  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street.  Lower  Level,  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St..  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Mr.  Harrison  J.  Welch,  Executive  Director 
74C  Keeline  Bldg.,  319  So.  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
John  F.  Aita,  M.D.,  Secretary-Treasurer 
2302  North  55th  St..  Omaha  68104 
Nebraska  Academy  of  Ophthalmology 
Richard  Meissner,  M I)..  President 
434  The  Doctors  Building,  Omaha  68114 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner.  Lincoln  68505 
Nebraska  Academy  of  Physician  Assistants 
Michael  J.  Grutsch,  P.A.C. 

Box  906,  Imperial  69033 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D..  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  and  Dewey  Avenue.  Omaha  68105 
Nebraska  Association  of  Pathologists 
Wayne  Markus,  M.D.,  Sec’y.-Treas. 

Lutheran  Medical  Center  Laboratory, 

515  So.  26th  St..  Omaha  68103 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
Wesley  G.  Wilhelm.  M I)..  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  F^xecutive  Secretary 
8258  Hascall  St..  Omaha  68124 

Nebraska  ('hapter  — American  Academy  of  Pediatrics 
Eileen  (’.  Vautravers,  M l)..  Secretary-Treasurer 
5145  Street,  Lincoln  68510 

Nebraska  ('hapter  — American  (’ollege  of  Emergency  Physicians 
Jeanette  M.  Pergam,  M I)..  Secretar\-1'reasurer 
502  South  44lh  Street,  Omaha  68105 
Nebraska  ('hapter  — American  ('ollege  of  Surgeons 
John  W.  Smith,  M l)..  Secretary-Treasurer 
8300  Dodge  St..  ^\24.  Omaha  68114 
Nebrasko  ('hapter  of  Myasthenia  Gravis  F'oundation 
John  F'.  Aita.  M I)..  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

I)  W.  F>dwards,  I)  D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg  . Lincoln  68508 
Nebruska  Dietetic  Association 
T'nma  Krause.  R.D..  President 
418  Oak  Drive,  Wayne  68787 
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Nebraska  Easter  Seal  Society 

David  E.  Evans,  Executive  Director 
P.O.  Box  14204,  West  Omaha  Station. 

12177  Pacific  St..  Omaha  68114 
Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road,  Suite  129,  Omaha  68106 
Nebraska  Health  Care  Association 
Mr.  Bernard  Dana.  Interim  President 
3100  "O"  Street.  Suite  7.  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount.  Executive  Director 
Box  94833,  1335  “L"  St.  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  VVach.  President 
Box  356.  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue,  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff.  Executive  Director 
1512  First  National  Bank  Bldg..  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff.  Secretary 
1512  First  National  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording.  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson.  M.D..  Secretary 

Embassy  Plaza  0290.  90th  & West  Dodge  Rd  . Omaha  68114 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs.  Executive  Secretary 
Dr.  Robert  P.  Marshall.  Executive  Director 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton.  Jr..  M.D..  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns.  M.D..  President 
Suite  10.  Dodge  Professional  Center 
8601  W.  Dodge  Road.  Omaha  68114 
Nebraska  Public  Health  Association 
D.  Mike  Wight.  President 
301  Centennial  Mall  South,  Lincoln  68509 
The  Nebraska  Radiological  Society  — A Chapter  of  the 
American  College  of  Radiology 
W.  Benton  Copple.  M.D.,  Secretary-Treasurer 
One  Country  Club  Medical  Plaza 
6801  North  72nd  Street.  Omaha  68122 
Nebraska  Region  — American  College  of  Physicians 

Robert  L.  Grissom,  M.D.,  F.A.C  P..  Governor  for  Nebr. 
Univ.  of  Nebr.  Medical  Ctr..  42nd  & Dewey  Ave. 

Omaha  68105 

Nebraska  Rheumatism  Association 

Arthur  L Weaver.  M.D.,  President 
2121  South  56th  Street.  Lincoln  68506 
Nebraska  Society  of  Internal  Medicine 
Joseph  E.  Stitcher.  M.D.,  President 
2121  South  56th  Street.  Lincoln  68506 
Nebraska  Society  for  Medical  Technologists.  Inc. 

Rodney  Roland.  MT  (ASCP),  President 
920  No.  Ash,  Gordon  69343 
Nebraska  Society  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
4600  Valley  Road,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
John  G.  Headley,  CRTT.  President 
University  of  Nebraska  Medical  Center.  42nd  & Dewey. 
Omaha  68105 

Nebraska  Society  of  Anesthesiologists 
John  R.  Allely.  M I)  . President 
Suite  255  - Second  F'loor  North.  4.50  Fast  23rd 
Memorial  Hospital.  F'remonl  68025 
Nebraska  Society  of  Radiologic  Technologists 
Pal  Englehaupt.  RT\  President 
1 1655  Fowler  Avenue.  Omaha  68164 
Nebraska  State  Department  of  Health 

Henry  D.  Smith.  M l)..  Director  of  Health 
I’O.  Ik)x  95007.  301  Centennial  Mall  So..  Lincoln  68509 
Nebraska  State  Obstetric  and  (iynecology  Society 
Dennis  I)  Ik*avers.  M.D.,  Secretary-Treasurer 
8552  ('ass.  Omaha  68114 

Nebraska  Stale  Society  of  American  Association  of 
Medical  Assistants 

Mrs.  Norma  Parker.  President 
4002  No.  78th  St..  Omaha  68134 
Nebraska  Urological  Association 
David  H.  Kuper.  M.D..  President 
201  Bulge  Street,  ('oiincil  Binds.  Iowa  51.501 
Nebraska  Veterinary  Medical  Association 
liol)  (larey.  F)xecutive  Director 
209  West  9lh  St..  Hustings  68901 
Omaha  Mid-W’est  ('linical  Society 

Ms.  Lorraine  FT  Seihel,  F'xecutive  Secretary 
7363  Pacific  St  . #210  A.  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  C'amille  Wolesensky.  Flxecutive  Director 
16(H)  No,  56th  St..  Lincoln  68504 
University  of  Nebraska  Medical  ('enter 
Neal  A Vanselow  . M D . ('hancellor 
12nd  and  Dewey  Avenue.  Omaha  68105 
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ANUSOL-HC*  SUPPOSITORIES 

Hemorrhotdal  Suppositories 

ANUSOL-HC^  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocor- 
tisone acetate.  10  0 mg;  bismuth  subgallate.  2.25%;  bismuth 
resorcin  compound.  1.75%;  benzyl  benzoate.  1.2%;  Peruvian 
balsam.  1 .8% , zinc  oxide.  1 1.0% ; also  contains  the  foltowing 
inactive  ingredients;  dibasic  calcium  phosphate,  and  certified 
coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone 
acetate.  5.0  mg.  bismuth  subgallate.  22.5  mg,  bismuth 
resorcin  compound.  17  5 mg.  benzyl  benzoate,  12.0  mg, 
Peruvian  balsam.  18.0  mg;  zinc  oxide,  1 10.0  mg;  also  contains 
the  following  inactive  ingredients;  propylene  glycol,  propyl- 
paraben. methylparaben.  polysorbate  60  and  sorbitan 
monostearate  in  a water-miscible  base  of  mineral  oil,  glyceryl 
stearate  and  water 

Indications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain  and 
discomfort  in;  external  and  internal  hemorrhoids,  proctitis, 
papillitis,  cryptitis.  anal  fissures,  incomplete  fistulas  and  relief  of 
bcal  pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  Cream  is  also  indicated  for  pruritus  ani. 


Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can  be 
maintained  on  regular  Anusol®  Suppositories  or  Ointment. 
Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations 
Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established  Therefore,  during  pregnancy, 
they  should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time 
Precautions:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

If  irritation  develops.  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  and  appropriate 
therapy  instituted 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted  If  a 
favorable  response  does  not  occur  promptly,  the  cortico- 
steroid should  be  discontinued  until  the  infection  has  been 
adequately  controlled 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 

Anusol-HC  IS  not  for  ophthalmic  use 
Dosage  and  Administration:  Anusol-HC  Suppositories  — 
Adults;  Remove  foil  wrapper  and  insert  suppository  into  the 
anus.  Insert  one  suppository  in  the  morning  and  one  at 


bedtime  for  3 to  6 days  or  until  inflammation  subsides  Then 
maintain  patient  comfort  with  regular  Anusol  Suppositories. 

Anusol-HC  Cream  — Adults;  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the 
exterior  surface  and  gently  rub  in.  For  internal  use.  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying  gentle 
continuous  pressure  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 
to  6 days  until  inflammation  subsides.  Then  maintain  patient 
comfort  with  regular  Anusol  Ointment. 

NOTE:  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand  or  machine 
washing  with  household  detergent 
How  Supplied:  Anusol-HC  Suppositories—  boxes  of  12 
{N  0047-0089-12)  and  boxes  of  24  (N  0047-0089-24)  in 
silver  foil  strips  with  Anusol-HC  W/C  printed  in  black 
Anusol-HC  Cream  — one-ounce  tube  (N  0047-0090-01) 
with  plastic  applicator. 

Store  between  59® -86°  F (15° -30°  C) 

Full  information  is  available  on  request 

©1980  Warner-Lambert  Company  00022  PD-JA-0234-I-P 

PAR  KE-D  AVIS 

Div  of  Warner-Lambert  Co 
Morris  Plains,  NJ  07950  USA 


Nebraska  Medical  Association  Officers  and  Commissions 

OFFICERS 

Charles  W.  Landgraf,  Jr.,  M.D.,  Hastings  President 

Russell  L.  Gorthey,  M.D.,  Lincoln President-Elect 

Orin  R.  Hayes,  M.D.,  Lincoln Secretary-Treasurer 

Kenneth  E.  Neff,  Lincoln Executive  Director 

William  L.  Schellpeper,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D.,  Sidney;  John  D.  Coe,  M.D.,  Omaha 
AMA  Alternate  Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine  Y.  Roffman,  M.D.,  Omaha 
Delegate  to  the  North  Central  Medical  Conference  — Dwaine  J.  Peetz,  M.D.,  Neligh 


BOARD  OF  DIRECTORS 


Charles  W.  Landgraf,  Jr.,  M.D.,  Chm Hastings 

Russell  L.  Gorthey,  M.D.,  Vice-Chm Lincoln 

Orin  R.  Hayes,  M.D.,  Secretary Lincoln 

Houtz  G.  Steenburg,  M.D Torrington,  Wyo. 

Allan  C.  Landers,  M.D Scottsbluff 

Frederick  F.  Paustian,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

Ex-Officio: 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Harry  W.  McFadden,  Jr.,  M.D Omaha 

Carlyle  E.  Wilson,  Jr.,  M.D Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 
Dwaine  J.  Peetz,  M.D.,  Chm Neligh 

R.  L.  Cas.sel,  M.D Omaha 

Louis  J.  Gogela,  M.D Lincoln 

Clyde  L.  Kleager,  M.D Hastings 

J.  P,  Schlichtemier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

LIAISON  SUB-COMMITTEE  OF  THE  COMMISSION 
ON  ASSOCIATION  AFFAIRS 

Louis  J,  Gogela.  M.D.,  Chairman Lincoln 

Bernard  F.  Wendt,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Arnold  W,  Lempka,  M.D Omaha 

Mr,  Patrick  A.  Smith Omaha 

Bruce  Ring,  M.D Omaha 

COMMISSION  ON  CLINICAL  MEDICINE 

Robert  M.  Stryker,  M.D.,  Chm Omaha 

Allen  J.  Alderman,  M.D Chadron 

Patrick  FL  Clare,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Robert  G.  Osborne,  M.D Lincoln 

William  L.  Rumbolz,  M.D Omaha 

Richard  B.  .Svehla,  M.D Omaha 

John  fi.  \ost,  M.D Hastings 

AD-HOC  COMMITTEE  ON  ATHLETK'  MEDICINE 
Patrick  FL  Clare,  M.D.,  Chm Lincoln 

S.  I.  F'uenning,  M.D Lincoln 

Charles  W,  Newman.  M.D Lincoln 

John  (i.  Yo.st,  M.D Hastings 

George  F.  Sullivan,  RPT Lincoln 

Wayne  Wagner,  AT Omaha 

AD-HOC  COMMITTEE  ON  EMERGENCY 
MEDICAL  SERVICES 

Richard  B,  Svehla,  M.D.,  Chm Omaha 

Ste|)hen  W.  Carveth,  M.D Lincoln 

Kenneth  F.  Kimball.  M.D Kearney 

Dean  A.  McGee.  M.D Omaha 

AD-HOC  COMMI  ITEE  ON  MATERNAL  & 

( HIM)  HEALTH 

William  L.  Rumbolz.  M.D..  Chm Omaha 

Section  on  Maternal  Mortality  Review 

Charles  A.  Field,  M.D Omaha 

William  L.  Rumbolz,  M l) Omaha 

Section  on  Perinatal  Mortality  Review 

Joht)  W.  Goldkrand.  M.D Omaha 

Glenn  L.  Haswell.  M.D Omaha 

Kenton  L,  .Shaffer,  M l) Kearney 

William  L.  Rumbolz,  M l) Omaha 


SCIENTIFIC  SESSIONS  COMMITTEE 


Robert  M.  Stryker,  M.D.,  Chm Omaha 

James  R.  Brown,  M.D., Omaha 

Richard  A.  Cottingham,  M.D McCook 

Dale  W.  Ebers,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Richard  A.  Hranac,  M.D Kearney 

John  C.  Sage,  M.D Omaha 

Bernard  F.  Wendt,  M.D Lincoln 

COMMISSION  ON  GOVERNMENTAL  AFFAIRS 

Carl  J.  Cornelius,  Jr.,  M.D.,  Chm Sidney 

John  D,  Coe.  M.D Omaha 

William  Doering,  M.D Franklin 

John  F.  Porterfield,  M.D Lincoln 

Donald  F.  Prince,  M.D Minden 

Jerald  R.  Schenken,  M.D Omaha 

R.  F.  Sievers,  M.D Blair 

COMMISSION  ON  LEGISLATION  & LEGAL  AFFAIRS 

Herbert  E.  Reese,  M.D.,  Chm Lincoln 

John  H.  Bancroft,  M.D Kearney 

James  H.  Dunlap,  M.D Norfolk 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Arthur  L.  Smith,  Jr.,  M.D Lincoln 

R.  L.  Tollefson,  M.D Wausa 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

John  W.  Smith,  M.D.,  Chm Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Wendell  L.  Fairbanks,  M.D Alliance 

Michael  J.  Haller,  M.D Omaha 

Robert  D.  Harry,  M.D Lexington 

Robert  J.  Stein,  M.D Lincoln 

Paul  R.  Young,  M.D Omaha 

AD-HO(’  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chm Grand  Island 

Robert  B.  Benthack,  M.D Wayne 

S.  I.  Fuenning,  M.D Lincoln 

Eileen  ('.  Vautravers,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D..  Chm Omaha 

Leonard  J.  Chadek,  M.D West  Point 

Donald  FL  Matthews,  M.D Lincoln 

Craig  R.  Nolte,  M.D Lincoln 

Frederick  F.  Paustian.  M.D Omaha 

Warren  Richard,  M.D Hastings 

C.  N.  Sorensen,  M.D Scottsbluff 

STUDY  COMMITTEE  ON  COST  AWARENESS 

Arnold  W.  Lempka,  M.D.,  Chm Omaha 

John  Bancroft.  M.D Kearney 

Rex  Haberman Omaha 

Roger  P.  Massie,  M.D Plainview 

John  T.  McGreer,  III,  M.D Lincoln 

Robert  S.  Wigton,  Jr.,  M.D Omaha 

COUNCIL  ON  PROFESSIONAL  ETHICS 

Charles  F.  .Ashby,  M.D Geneva 

Russell  ,1.  Mclntire,  M.D Hastings 

Arthur  L.  Smith,  Jr..  M l) Lincoln 

C.  N.  Sorensen.  M.D Scottsbluff 

.Stanley  M.  Truhlsen.  M.D Omaha 
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V-CillinK* 

penicillin  V potassium 


is  the  most 


widely  prescribed 
_ brand  of  oral  penicillin 


VCiUinK* 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 
Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hyp>ersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  arvd 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  homtsi 

*Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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A SEMINAR 

ON  ADVANCES  IN  PEDIATRICS 

June  18-20,  1980 

Sylvan  Lake  Resort 

Custer,  South  Dakota 
- ♦ 

Organized  by 

The  University  of  South  Dakota 
School  of  Medicine 

Department  of 

Pediatrics/Adolescent  Medicine 
and 

The  South  Dakota  Chapter  of  the 
American  Academy  of  Pediatrics 

For  Information  Contact 

Charles  R.  Rose,  Director 
Continuing  Health  Education 
The  University  of  South  Dakota 
800  E.  21st  St.,  Sioux  Falls,  S.D.  57101 
Ph.  (605)  339-7573 


WHERE  WOULD  YOU  LIKE  TO  PRACTICE  MEDICINE? 
THE  AIR  FORCE  WILL  ASSIGN  YOU  THERE 


Germany  or  Little  Rock  — Alaska  or 
Tucson.  Arizona  — whatever  your  geo- 
graphical preference,  we  ll  work  to  place 
you  there  And  you’ll  know  the  assign- 
ment before  you  are  committed 

This  is  just  one  of  the  many  advantages 
for  physicians  in  Air  Force  medicine.  We 
also  provide  excellent  salaries.  30  days  of 
paid  vacation  each  year:  and  for  qualified 
physicians,  an  opportunity  to  train  in  a 
specialty  area  Most  importantly,  we  pro- 
vide an  environment  in  which  you  can 
practice  medicine.  And  the  support  to 
eliminate  your  involvement  in  paperwork. 

We  would  like  to  tell  you  more  about 
Air  Force  medicine. 


Contact  (call  collect): 

Copt.  Robert  Brown 
1 16  South  42nd  St.,  Omaha,  NE 
(402)  221-4319 


AIK  FORCE  HEALTHCARE  AT  ITS  BEST 

- . 


A great  way  ol  life. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Dir. 

1740  West  92nd  St.,  Kansas  City,  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave..  Evanston,  Illinois  60204 
American  Academy  of  Physician  Assistants 
Donald  W.  Fisher.  Ph  D..  Executive  Director 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  Virginia  22202 
American  College  of  Emergency  Physicians 
Mr.  Arthur  E.  Auer,  Executive  Director, 

3900  Capitol  City  Blvd.,  Lansing,  Michigan  48906 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
875  North  Michigan  Ave.,  Suite  3342 
Chicago,  Illinois  60611 

American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700 
Chicago,  Illinois  60601 
American  College  of  Physicitms 
Robert  H.  Moser,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

John  L.  Dugan,  Jr.,  Exec.  Vice  President 
600  Fifth  Avenue,  New  York,  New  York  10020 
American  Heart  Association  National  Center 
Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  Texas  75231 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Ancles,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
Meryl  H.  Gaber,  M.D.,  Exec.  Vice-Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey.  Exec.  Dir. 

2550  "M"  Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St..  Baltimore,  Maryland  21201 
Arthritis  Foundation 

Mr.  Clifford  M.  Clarke,  President 
3400  Peachtree  Rd.,  NE,  Ste.  1101,  Atlanta,  Ga.  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President-Elect 
9 Laurel,  Wichita,  Kansas  67206 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawrv,  Exec.  Dir. 

205  East  42nd  St.'.  New  York,  N Y.  10017 
National  Rehabilitation  Association 
1522  "K”  St.,  N.W.,  Suite  1120, 

Washington,  D.C.  20005 
Radiological  Society  of  North  America 
Hillier  L.  Baker,  Jr.,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  Illinois  60521 
Southwestern  Surgical  Congress 
James  H.  Rickman,  M.D. 

630  North  Cotner,  Suite  102,  Lincoln,  Nebraska  68505 
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brand  of 


dmetidine 


How  Supplied:  ’•Si 

Pale  sreen  ^00  mg.  tablets 
Unties  of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  yse  only). 
Injection,  300  mg./2  ml., 
in  single-dose  vials 
and  in  8 ml.  multiple-dose  vials, 
both  in  packages  of  10. 


a SmithKIine  company 


The  Femily  of  Man  by  Roberto  Morelti, 
a statuary  In  crystal  symbolizing  the  broad  range  ol 
hyperterisive  patients  eligible  lor  therapy  with  Catapres 


Alpha 

Stimulation 

Central  Control  of 
Blood  Pressure* 


The  Alpha 
Advantage 


It’s  for  all  kinds  of  hypertensives 


• Unlike  beta  blockers,  Catapres*  has  no  contraindications. 

• Catapres  can  be  useful  even  in  these  patients  with: 


Congestive  heart  failure 
Ventricular  hypertrophy 
Hyperglycemia 
Diabetes  mellitus 
Bronchial  asthma 


Allergic  rhinitis 
Hepatic  disease 
Hyperuricemia 
Gouty  arthritis 

Sulfonamide  hypersensitivity 


Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

^ . work/play— normal  hemodynamic  responses  to  exercise  maintained. 

love  —low  incidence  of  impotence  and/or  loss  of  libido: 

2.8%  in  1,923  patients  studied.'' 

cardiac  output— tends  to  return  to  control  values  during  long-term  therapy. 

blood  flow— preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 

The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
etc.  A rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 

' Cer^ral  alpha-adrenergic  stimulation  decreases  sympathetic  outflow  from 
Ihe  brain,  as  shown  in  animal  studies. 

1 Data  on  file  at  Boehringer  Ingelheim  Ltd. 


Please  see  last  page  for  brief  summary,  including 
warnings,  precautions,  and  adverse  reactions. 


The  Alpha 
Advantage: 

It’s  for  all  kinds 
of  hypertensives 

■ Tablets  of  0.1, 0.2, 0.3  mg 

Catapres 

(clonidine  *HCI) 

Hypertension 


• No  contraindications. 

• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

• Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


The  usual  starting  dos'e  of  Catapres  is  0.1  mg  at  brea 
fast  and  0.1  mg  at  bedtime.  Some  patients  may  bene 
from  a starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range — 0.2—  0.8  mg 

Maximum  daily  dose — 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed. 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient’s  individual  blood 
pressure  response. 


Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1,  0.2, 0.3  mg 

Indication:  The  drug  is  indicated  in  the  treatment  o(  hypertension.  As  an  anti- 
hypertensive drug,  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a reevaluation 
of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  and  fetus. 

Usage  in  Children:  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2 to  4 days  to  avoid  a possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  alter  cessation  of  clonidine  hydrochloride  therapy  A causal  relationship 
has  not  been  established  in  these  cases  It  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine.  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect.  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  with 
caution  in  patients  with  severe  coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive  periodic  eye  examinations  While,  except 
lor  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a dose-dependent  increase  in  the  incidence  and  seventy  of 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6 mon  t 
longer. 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drowsines  t 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been  rep  i 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The  folli » 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely.  (In  i 
instances  an  exact  causal  relationship  has  not  been  established.)  These  ini  S 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnormal!:  i 
liver  function  tests:  one  report  of  possible  drug-induced  hepatitis  without  k » 
and  hyperbilirubinemia  in  a patient  receiving  clonidine  hydrochloride,  >i 
thalidone  and  papaverine  hydrochloride  Weight  gam,  transient  elevation  of  ■ 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  Rayr- 
phenomenon;  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  cha  i 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  rash  I 
gioneurotic  edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  assw  ^ 
with  a rash,  impotence,  urinary  retention,  increased  sensitivity  to  alcohol,  dry  y 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gynecoit'  y 
weakly  positive  Coombs'  test,  asymptomatic  electrocardiographic  abnorm  9 
manifested  as  Wenckebach  period  or  ventricular  trigeminy. 

Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminished'® 
sent  reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  (cloi  g 
hydrochloride)  by  several  children  trom  19  months  to  5 years  of  age.  Gg 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  compleg 
covery  within  24  hours,  Tolazoline  in  intravenous  doses  of  10  mg  at  30-n  I 
intervals  usually  abolishes  all  eflects  of  Catapres.  (clonidine  hydrochloride)  0 
dosage 

How  Supplied:  Catapres.  brand  of  clonidine  hydrochloride,  is  available  as  0 1 
(tan)  and  0.2  mg  (orange)  oval,  single-scored  tablets  in  bottles  of  100  and  1000  ■ 
available  as  0.3  mg  (peach)  oval,  single-scored  tablets  in  bottles  of  100.  » 

For  complete  details,  please  see  full  prescribing  information. 

Under  license  from  Boehringer  Ingelheim  GmbH  » 

Boehringer  Boehringer  Ingelheim  | 

Ingelheim  Riijgefield,  CT  06877  | 
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THE  NEBRASKA  MEDICAL  JOURNAL 


YOU’RE  NOT  NERVOUS,  ARE  YOU? 

He  whipped  out  his  comb  as  he  came  in,  and 
he  went  across  the  lobby  combing  his  hair  over 
and  over  again,  comb,  comb,  comb  until  he 
disappeared  into  the  elevator.  And  when  I last 
saw  him,  his  hair,  which  was  all  right  to  start 
with,  didn’t  look  any  different  for  all  that 
combing.  A nervous  gesture,  I thought,  but  I do 
feel  that  so  much  currying  is  unnecessary,  and 
that  combing  belongs  in  your  bathroom. 

We  associate  nen’ousness  with  fear,  but  are 
all  nervous  people  afraid?  If  you  wear  a good- 
luck  cap  every  time  you  pitch,  because  you  put 
it  on  the  first  time  and  you  won,  are  you 
fearful?  And  is  it  not  a nervous  thing  to  be 
singularly  devoid  of  fear  when  everybody  else 
is  properly  frightened,  and  when  it  is  normal  to 
be  afraid? 

I have  seen  confident  ladies  play  with  their 
curls,  and  I have  known  nail-biters  who  were 
secure,  and  knuckle-crackers  who  seemed 
otherwise  nerveless.  And  I wonder  if  funny 
little  habits,  and  we  all  have  them,  mean  that 
every  hair-teaser  and  knuckle-cracker  and  nail- 
biter  is  nervous;  and  if  being  nervous  means 
you  are  a worrier. 

For  if  you  are  a creature  of  nerv'es,  you  may 
have  an  iron  nerve,  you  may  have  nerves  of 
steel,  you  may,  as  they  say,  have  nerve.  And 
these  things  mean  that  nervous  people  may  not 
be  nervous  at  all.  They  may  be  less  fearful  than 
I,  and  I know  I’m  all  right. 

F.C. 

HOW  DO  YOU  CHOOSE  YOUR 
SPECIALTY  AND  WHAT  DIFFERENCE 
DOES  IT  MAKE? 

Choosing  your  speciality  is  like  picking  your 
wife.  You  marry  the  girl  next  door,  or  you  meet 
a pretty  lady  at  a party  you  almost  didn’'t  go  to, 
or  somebody  has  a nubile  sister  who  likes 
bridge  and  doctors  or  music  and  doctors  or 
dancing  and  doctors  or  just  doctors.  You  can’t 
sample  the  whole  world,  and  if  you  move  a 
thousand  miles  from  home,  you  may  feel, 
illogically,  that  fate  has  turned  your  steps  and 
you  have  lucked  out  and  found  the  one  best 
woman  for  you. 

Well,  you  make  rounds  with  a specialist  you 


like,  and  his  specialty  becomes  your  specialty. 
Do  you  say,  not  anesthesiology,  there’s  too 
much  night  call;  or  not  obstetrics,  I don’t  like 
all  those  pregnant  women;  or  not  pediatrics 
with  children  who  can’t  give  you  a proper 
history?  No,  you  meet  somebody,  or  a vacancy 
opens  in  a department  you  hadn’t  thought  of, 
and  there  you  are,  a psychiatrist  or  a radiolo- 
gist or  you’re  in  skin  or  eye.  But  we  do  not  do 
this  through  anything  that  we  might  call  logical 
process.  Your  father  is  a pathologist,  so  you 
are  a pathologist.  A friend  goes  into  urology,  so 
you  do,  too.  My  orthopedic  friend  wanted  to  be 
an  eye  doctor;  once  I did,  too. 

And  what  difference  does  it  make?  You  can’t 
live  two  or  three  lives,  only  one.  And  if  you  get 
into  surgery  without  thinking  too  much  about 
it,  when  you  had  thought  ear  nose  and  throat 
looked  pretty  good,  well,  they’re  both  good; 
and  you  can  always  change  specialties,  one  out 
of  ten  does.  Just  this  week,  two  of  my  friends 
told  me  they  don’t  like  their  specialties.  Things 
even  out;  the  fellow  who  thought  he’d  be  a 
surgeon  is  an  anesthesiologist,  and  another  is 
now  ear  nose  and  throat. 

They’re  all  good.  I thought  I’d  be  a surgeon, 
but  we  rotated  through  anesthesia  and  they 
loved  me  there  and  I loved  them  back,  and 
anesthesia  was  more  fun.  Then  I changed  to 
editing.  And  that’s  the  best. 

F.C. 


WHICH  WAY,  MEDICINE;  OR 
FROM  AMULETS  TO  PENICILLIN 

What  I learned  about  drugs  and  physiology 
and  even  anatomy  in  medical  school  would  not 
get  me  through  an  examination  today;  so  much 
has  been  discovered  and  invented.  We  have 
found  places  of  drug  action  that  were  unknown 
in  my  school  days,  and  a great  deal  of  what  we 
know  now  is  at  a microscopic  and  even  atomic 
level.  But  while  these  things,  and  surgery  too, 
are  looking-through-the-microscope  functions, 
medicine  is  moving  with  equal  speed  in 
another  way. 

For  work  has  been  reported  on  the  mind  in 
malignant  disease,  on  thinking  in  hypertension 
and  in  ankylosis  of  the  spine,  on  bringing  blood 
to  selected  parts  of  the  body  at  will,  on  the  real 
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value  of  placebo,  and  on  lowering  blood  sugar 
by  thinking  about  it.  Substances  have  been 
found  within  us  that  resist  pain,  and  some  that 
act  against  malignancy. 

Which  way  are  we  moving?  Shall  we  continue 
to  investigate  at  tinier  submillimeter  levels,  or 
shall  we,  with  newer  techniques,  as  biofeed- 
back, think  ourselves  well?  Or  are  these  two 
apparently  opposing  directions  related,  and 
are  they  even  the  same? 

Our  drugs  have  come  to  have  longer  and 
more  complicated  structures  and  names,  but 
powerful  agents  have  been  discovered  in  our 
bodies  that  will  get  us  well.  As  we  pursue  both 
of  these  goals,  as  we  go  to  more  and  newer 
drugs,  and  to  agents  we  make  ourselves  and  to 
what  I can  only  call  right  thinking,  are  we  going 
only  one  way? 

I think  we  are. 

And  I think  these  are  exciting  times. 

F.C. 

DX  AND  RX 

There  is  a very  great  tendency,  when  you  are 
asked  to  examine  a knee  or  a throat,  to  find 
something  wrong.  There  may  be  the  slightest 
click  or  wobble,  or  a pinkness  or  a fullness, 
some  little  thing  that  everybody  has,  and  that 
the  examiner  has  in  his  own  knee  and  throat. 
These  are  things  that  do  not  move  the  needle 
to  the  word  abnormal,  but  one  feels  somehow 
required  to  point  them  out.  We  say  that  the 
examiination  is  unremarkable,  except  for,  and 
then  we  go  on  to  spoil  it.  We  write  within 
normal  limits,  and  then  we  add,  however.  It  is 
like  the  juror  who  says.  If  he  didn’t  do  it,  then 
why  is  he  here,  so  I always  vote  guilty. 

The  patient  is  here,  isn’t  he?  His  throat  hurts 
or  his  knee  bends,  he  says,  so  these  little  teeny- 
weeny  things  that  are,  I know,  of  no  im- 
portance, have  just  got  to  be  described;  or  I 
will  look  like  a fool. 

I'he  patient  comes  in  with  a rash  that  you 
cannot  be  sure  you  see,  and  that  you  know  will 
do  no  harm  and  will  go  away  quickly  and  of  its 


own  accord;  or  with  an  ankle  that  hurts  ever  so 
slightly  after  stumbling,  and  there  is  no 
swelling  and  the  x-ray  picture  is  normal. 
Everything  is  all  right,  you  know,  but  you  must 
do  something.  You  didn’t  go  through  medical 
school  and  all  that  training  to  say,  leave  it 
alone.  What  good  did  it  do  if  the  patient  came 
to  your  office  and  you  had  nothing  to 
recommend?  And  finally,  can  you  send  him  a 
bill  if  you  find  nothing,  and  if  you  do  nothing? 

There  may  be  minimal  thickening,  we  say; 
and  everything  is  all  right,  but  it  isn’t  perfectly 
all  right.  There  is  full  range  of  motion,  but  on 
the  other  hand  it’s  well,  maybe  99  percent  of 
full. 

Show  me  a normal  man  and  I’ll  cure  him. 
F.C. 

THE  ENGLISH-SPEAKING  DOCTOR 

What  medical  words  we  Americans  may 
have  borrowed  from  our  English  cousins  we 
will  never  know,  but  just  see  what  other 
countries  have  done  to  us. 

peau  d’orange 

EKG  (there  is  an  ECG) 

cafe  au  lait 

menarche 

accoucheur 

anesthesie  a la  reine 

fourchette 

barbotage 

curettage 

tic  douleureux 

mal  de  mer 

mal  de  tete 

malaise 

belle  indifference 
beriberi 

And  here  are  a few  we  do  not  often  use: 
zuckergussleber,  tache  noire,  maladie  du 
sommeil,  abaissement,  zwolffingerdarm,  voix, 
porte-aiguille,  hadernkrankheit,  migraineur, 
dragee,  and  migrateur.  But  we  do  say  tic 
douleureux  and  give  it  an  American  ring,  and 
of  course  curettage.  I’ve  got  malaise. 

F.C. 
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Tricyclic  Antidepressant  Overdose: 
Clinical  and  Cardiovascular  Features* 


OVER  25  million  prescriptions  are 
I written  in  the  United  States 
each  year  for  tricyclic  anti- 
depressants (TCA),  usually  in  adults  for  the 
treatment  of  mental  depression.  TCA  are  very 
commonly  involved  in  cases  of  drug  overdose. 
In  one  report,  patients  overdosed  with  TCA 
represented  approximately  25%  of  the  over- 
dose population  admitted  to  a major  medical 
center.'  The  mortality  in  TCA  overdose  is 
substantial  and  the  cause  of  death  is  primarily 
cardiovascular.  Recent  reports  have  empha- 
sized the  usefulness  of  an  increased  QRS 
duration  on  the  ECG  as  an  indicator  for  the 
severity  of  the  overdose. ' - 

The  reason  for  this  report  of  a patient  with 
TCA  overdose  is  to  emphasize;  1)  The 
significant  electrocardiographic  and  hemo- 
dynamic abnormalities  that  developed  and, 
2)  Patients  with  high  plasma  levels  need 
continual  ECG  monitoring  if  they  develop  wide 
QRS  complexes.  We  also  reviewed  all  of  the 
TCA  overdose  cases  at  the  University  of 
Nebraska  Medical  Center  (UNMC),  between 
1972  and  April  1979,  to  determine  the 
frequency  of  major  clinical  features. 

A 28  year-old  white  male  was  brought  to  the 
Emergency  Room  by  rescue  squad  after  being 
found  unresponsive.  The  patient  had  taken  a 
suicidal  overdose  of  #60,  50  mg  tablets  of 
amitriptyline  (Elavil)  some  10  hours  prior  to 
admission.  Total  ingested  dose  was  3000  mg. 

Physical  examination  on  admission  revealed 
an  obtunded  male  who  was  unresponsive  to 
painful  stimuli.  Blood  pressure  was  128/82 
mm  Hg,  pulse  was  116/min,  respirations 
18/min,  and  temperature  36.5°C.  The  chest 
was  clear.  There  was  no  jugular  venous 
distention.  Cardiac  exam  showed  the  PMI  to 
be  in  the  midclavicular  line  with  a palpable 
ectopic  bulge  between  the  left  lower  sternal 
border  and  apex.  Auscultation  revealed  a 
normal  Si  and  S2-  Both  prominent  S3  and  S4 
were  audible  at  the  apex.  There  was  a grade  T 
II/VI  nonspecific,  short,  early-mid  systolic 
functional  murmur  heard  at  the  left  sternal 
border. 


JOHN  B.  MARSHALL,  M.D. 

Internal  Medicine  Resident 

ALAN  D.  FORKER,  M.D. 

Assoc.  Professor  of  Medicine 
University  of  Nebraska  Medical  Center 
Omaha,  Nebraska 


Initial  laboratory  data  was  normal  with  the 
exception  of  a total  blood  TCA  level  of  1891 
ng/ml,  made  up  of  an  amitriptyline  level  of 
1218  ng/ml  and  its  metabolite,  nortriptyline 
level  of  673  ng/ml. 

Chest  x-ray  was  negative.  Electrocardio- 
gram was  abnormal  (Figure  1):  Sinus  tachy- 
cardia, first-degree  A-V  block  (PR  0.22  sec), 
right  axis  deviation  (+120°),  right  bundle 
branch  block  (QRS  0.16  sec),  prolonged  QT 
interval  for  rate,  and  nonspecific  ST-T 
changes.  M-mode  echocardiogram  showed 
normal  left  ventricular  size  and  function,  even 
in  face  of  clinical  signs  of  LV  dysfunction. 

The  patient  was  admitted  to  the  medical 
intensive  care  unit  for  monitoring  and 
supportive  therapy.  Within  18  hours  of  ad- 
mission, the  patient  was  conversant  and 
oriented,  but  still  somnolent.  The  S3  gallop 
was  absent  by  the  fourth  hospital  day.  Total 
blood  TCA  level  at  this  time  was  681  ng/ml. 
During  his  ICU  stay  he  had  no  arrhythmias, 
except  for  sinus  tachycardia.  ECG  on  the  fifth 
hospital  day  showed  only  a mild  nonspecific 
intraventricular  conduction  delay  (QRS  0.10 
sec).  The  right  bundle  branch  block  was  gone 
and  the  PR  interval  was  normal.  ECG  on  the 
eighth  hospital  day  was  normal  (Figure  2). 

Discussion 

Overall  mortality  rates  of  up  to  seven  to  10% 
have  been  reported  in  TCA  overdose.'  The 
cause  of  death  is  primarily  cardiovascular, 
generally  due  to  arrhythmias  and  hypotension. 
Most  fatal  outcomes  are  associated  with 

•Presented  as  a Department  of  Internal  Medicine  Resident  Seminar. 
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ingestions  of  o\ei'  1250  mg  of  T('A,'  although 
cardiac  arrest  has  been  reported  following 
ingestion  of  under  500  mg.  ‘ The  cardiovascular 
effects  of  TCA  at  toxic  concentrations  are 
summarized  in  Table  1. 

The  patient  described  in  the  case  report  had 
taken  a massive  overdose  of  TCA  and  pre- 
sented 10  hours  later  comatose.  Physical 
examination  was  consistent  with  mild  left 
ventricular  failure.  Initial  ECO  and  plasma 
TCA  level  confirmed  the  seriousness  of  the 
patient’s  overdose.  ECG  showed  sinus  tachy- 
cardia and  right  bundle  branch  block.  Admis- 
sion plasma  TCA  level  was  over  1800  ng/ml. 
Coma,  left  ventricular  dysfunction,  and  right 
bundle  branch  block  resolved  over  succeeding 
days  with  decline  in  the  plasma  TCA  level.  No 
significant  arrhythmias  were  observed. 

T.\BLE  I 

Cardiovascular  effects  of  TC.A  at  toxic 

concentrations 

A.  Electrocardiogram 

Sinus  tachycardia 
Prolonged  PR.  QRS,  QTc 
ST-T  changes 

Bundle  branch  block  (esp.  RBBB) 

Second  or  third  degree  A\'  block 
Arrhythmias,  atrial  and  ventricular 

B.  Hemodynamic 

Postural  and  supine  hypotension 
Decreased  myocardial  contractility 
and  precipitation  of  CHF 

C.  Cardiac  .Arrest,  Sudden  Death 


The  charts  of  all  patients  admitted  to  the 
UNMC  with  a diagnosis  of  TCA  overdose 
between  1972  and  April  of  1979  were  retro- 
spectively examined  and  the  results  sum- 
marize in  Table  II.  28  cases  of  TCA  overdose 
were  found,  an  average  of  4.2  cases  per  year. 
There  were  7 males  and  21  females,  with  a 
mean  age  of  22.4  years  (range  3-42  years). 
Amitriptyline  was  the  most  commonly  involved 
TCA,  being  involved  in  17  of  the  cases.  It  needs 
to  he  emphasized  that  only  18  of  the  28 
patients  had  12-lead  ECGs  taken  during  their 
hospitalization.  Two  patients  who  were  known 
to  have  ingested  over  one  gram  of  TCA  did  not 
have  an  ECG  taken.  Of  the  20  cases  in  which 
the  approximate  ingested  dose  was  known, 
nine  had  taken  one  gram  of  TCA  or  more,  with 
two  having  ingested  three  grams  or  more. 

The  first  three  columns  in  Table  II  give  the 
frequency  of  the  major  clinical  features  in  TCA 
overdose  from  UNMC  data.  The  first  column 
is  based  on  the  data  of  all  28  patients.  As  only 
18  of  the  patients  had  ECG’s,  the  calculated 
incidence  of  the  electrocardiographic  features 
is  based  only  on  this  number.  The  second  and 
third  columns  compare  the  frequency  of 
clinical  features  associated  with  TCA  in- 
gestions of  over  one  gram  to  ingestions  under 
one  gram,  employing  data  from  the  20  cases  in 
which  the  approximate  ingested  dose  was 
known. 

Forty-six  percent  of  our  patients  were 
unconscious  on  arrival  to  the  hospital,  pre- 
dominately in  the  group  that  ingested  over 


TABLE  II 


Frequency  of  Major  Clinical  Features  Associated  with  TCA  Overdose 


Adverse  Effects 

.All  Patients 
(N  = 28) 

Patients  with 
known  ingestion 
> 1000  mg  TC’A 
(N  = 9) 

Patients  with 
known  ingestion 
- 1000  mg  TCA 
(N  = 11) 

Biggs* 
(N  = 40) 

Unconsciousness 

467c  (13/28) 

78%  (7/9) 

18%  (2/11) 

47.5% 

Supportive  ventilation 

77  (2/28) 

22%  (2/9) 

0%  (0/11) 

40% 

QRS  duration  ^100  msec 

447c  (8/18) 

71%  (5/7) 

17%  (1/6) 

50% 

Bundle  branch  block 

117  (3/18) 

29%  (2/7) 

17%  (1/6) 

15% 

Ventricular  rate  ^ 120/min 

50%  (14/28) 

56%  (5/9) 

45%  (5/11) 

30% 

Cardiac  arrhythmias 

ll7f  (2/18) 

14%  (1/7) 

0%  (0/6) 

17.5% 

Convulsion 

11%  (3/28) 

22%  (2/9) 

0%  (0/11) 

20% 

Cardiac  arrest 

0%  (0/28) 

0%  (0/9) 

0%  (0/11) 

7.5% 

Death 

0%  (0/28) 

0%  (0/9) 

0%  (0/11) 

5% 
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1000  mg  TCA.  Only  two  of  these  patients  had 
respiratoiy  failure  requiring  mechanical  venti- 
lation. Abnormal  QRS  duration  (equal  or 
greater  than  100  msec)  was  present  in  447f, 
again  predominately  in  the  group  with  inges- 
tion over  1000  mg  TCA.  Complete  right 
bundle  branch  block  was  present  in  three 
patients.  The  only  significant  arrhythmias  were 
two  cases  of  supraventricular  tachycardias 
with  rates  of  190  beats/min  and  160 
beats/min.  Neither  case  was  associated  with 
any  hemodynamic  compromise,  and  both 
resolved  spontaneously  without  treatment. 
Sinus  tachycardia  with  a rate  greater  than 
120/min  was  common.  There  were  no  in- 
stances of  cardiac  arrest  or  death. 

Biggs  reported  a prospective  study  of  40 
consecutively  hospitalized  patients  overdosed 
primarily  on  TCA  in  whom  they  monitored 
serial  plasma  TCA  levels.'  The  frequency  of 
major  clinical  features  is  compared  with 
UNMC  data  in  column  four  of  Table  II.  When 
they  separated  the  patients  into  those  who  had 
plasma  TCA  levels  above  and  those  below 
1000  ng/ml,  they  noted  that  the  sudden-onset 
catastrophes  of  seizures,  cardiac  arrest,  and 
death  occurred  only  in  patients  with  plasma 
TCA  levels  over  1000  ng/ml.  Respiratory 
failure,  cardiac  conduction  defects,  and 
arrhythmias  were  also  much  more  common  in 
this  group.  All  13  patients  with  TCA  levels 
over  1000  ng/ml  had  a maximum  QRS 
duration  of  100  msec  or  greater.  Three 
patients  had  cardiac  arrests,  of  whom  two 
subsequently  died.  All  cardiac  arrests  occur- 


red within  the  first  24  hours  following 
admission.  However,  sudden  death  has  been 
reported  to  occur  up  to  4-6  days  following 
ingestion.  Sustained  plasma  TCA  drug  levels 
for  4-6  days  following  overdose  may  play  a role 
in  these  sudden  deaths. 

TCA  overdose  is  common.  The  mortality  is 
substantial  and  the  cause  of  death  is  primarily 
cardiovascular,  generally  due  to  arrhythmias 
and  hypotension.  A QRS  duration  of  100  msec 
or  greater  is  the  best  clinical  correlate  to  a 
plasma  level  over  1000  ng/ml  and  indicator  of 
the  severity  of  the  overdose.  Any  patient 
suspected  of  having  an  overdose  of  TCA  needs 
to  have  an  ECG.  A patient  who  shows  a 
prolonged  QRS  duration,  despite  normal  vital 
signs  and  level  of  consciousness,  must  be 
assumed  to  have  ingested  a potentially  fatal 
overdose  of  TCA  and  warrant  continuous  ECG 
monitoring.-  In  contrast,  an  awake  patient  with 
a QRS  duration  under  100  msec  is  much  less 
likely  to  be  seriously  intoxicated. 
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An  Approach  to 

Rural  Health  Care  Delivery 


The  issue  of  availability  of 
primary  care  has  been  of  major 
concern  to  me  during  the 
past  seven  years  I have  been  in  family 
practice  in  the  rural  community  of  Curtis, 
Nebraska.  Curtis,  located  midway  between 
North  Platte  and  McCook  in  outstate  Nebra- 
ska, has  no  loceil  hospital  emd  no  other 
primary  medical  care  for  42  miles.  For  the 
past  five  years,  our  office  has  seen  an 
average  of  30  patients  per  day  on  a strictly 
outpatient  basis.  Patients  requiring  hospitali- 
zation for  additional  primary,  secondary,  or 
tertiary  care  are  referred  anywhere  from 
North  Plate  (42  miles)  to  Omaha  (265  miles). 

A recent  survey  showed  that  no  matter  how 
far  Nebraskans  lived  from  medical  services, 
they  were  still  able  to  visit  a physiciam  when 
necessary.  The  problems  of  having  to  com- 
mute many  miles  to  obtain  this  care  were 
minimized. 

There  is  a certain  level  of  anxiety  which 
prevails  when  families  realize  that  primary 
medical  care  may  be  up  to  60  minutes  away, 
weather  permitting.  In  a time  of  increasing 
life  complexities  and  stress,  this  is  not  to 
be  ignored.  The  person  who  is  40-50 
miles  from  medical  care  is  going  to  be 
much  more  concerned  with  such  questions  as 
“will  I be  able  to  get  to  the  doctor  in  time?” 
“Should  I wait  two  minutes,  two  hours,  or 
two  days  to  see  if  I’ll  get  better?”  The  peace 
of  mind  obtained  by  realizing  that  care  is 
perhaps  only  10-15  minutes  away  can  make  a 
significant  difference  in  the  quality  of  life  of 
these  people. 

Since  establishing  24  hour  primary  care  in 
Curtis,  I do  not  see  that  patients  are 
physically  any  healthier.  The  real  benefit  is 
seen  in  expressions  of  gratitude  for  not 
having  to  travel  80  miles  round  trip  to  have 
a laceration  sutured,  a protime  determined, 
or  a painful  ear  evaluated.  Peace  of  mind, 
time  saved,  and  gas  saved  are  all  significant 
factors  which  need  recognition  just  as  much 
as  the  actual  treatment  rendered.  Heath  care 
is  more  than  just  morbidity  and  mortedity 
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statistics;  it  also  includes  these  broader 
aspects  of  our  quality  of  life. 

Assuming  that  significant  advantages  do 
come  from  immediate  geographical  availabil- 
ity of  care,  who  will  provide  it?  There  are 
many  reasons  why  it  is  impractical  and 
unrealistic  to  expect  each  small  population 
center  to  have  a physician.  However,  just 
about  a year  before  N.M.A.  leadership 
pointed  out  the  fairly  adequate  distribution 
of  physicians  by  “trade  areas”,  the  Gover- 
nor’s Rural  Health  Manpower  Commission 
presented  recommendations  aimed  at  placing 
more  physicians  in  rured  Nebraska  (Decem- 
ber, 1977).  A more  recent  report  issued  in 
December,  1978  reemphasized  these  goals. 

Where  are  these  new  physicians,  many 
fresh  from  sophisticated  residency  training 
programs,  expected  to  go?  Surely  not  to  the 
smaller  towns,  many  of  which  have  no 
hospital.  The  larger  towns  and  cities  are 
approaching  an  adequate  supply  of  physi- 
cians. This  emphasis  on  physician  recruit- 
ment appears  inappropriate  both  to  rural 
health  needs  and  to  the  tremendous  invest- 
ment in  physician  training. 

I do  not  believe  that  persons  providing 
immediate,  local,  primary  care  in  the  rural 
setting  have  to  be  M.D.s.  It  has  been  fairly 
well  shown  now  that  physicians’  assistants 
can  do  a very  good  job  of  evaluating 
problems  and  initiating  treatment  in  many 
patients  encountered  in  the  outpatient  clinic. 
Perhaps  a solution  to  meet  the  needs  of  the 
smaller  communities  might  be  to  establish 
satellite  rural  health  clinics  manned  by  full 
time  P.A.s  and  supervised  by  physicians 
living  and  practicing  in  larger  communities. 
While  there  seems  no  way  to  economically 
train  emd  at  the  same  time  motivate  an  M.D. 
to  practice  in  a more  rural  area,  it  is  much 
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less  expensive  to  train  P.A.s,  and  their 
training  is  more  appropriate  to  the  bulk  of 
problems  encountered  at  this  level  of  care. 

The  Curtis  practice  has  employed  a P.A. 
for  four  years.  In  this  setting,  where  only 
outpatients  are  seen  and  no  major  surgery  is 
undertaken,  there  are  very  few  tasks  per- 
formed by  the  physician  that  are  not  also 
done  by  the  P.A.  True,  direct  supervision  is 
available  to  the  P.A.  most  of  the  time,  but  it 
seems  that  most  of  this  supervision  could  be 
nearly  as  adequately  handled  by  a physician 
40  miles  away.  Since  the  P.A.  can  do  such  a 
good  job  in  this  setting,  it  seems  a waste  to 
encourage  more  physicians  to  go  to  these 
areas  where  they  are  unable  to  fully  utilize 
their  skills.  It  also  seems  preferable  to 
require  the  supervising  physician  to  make 
periodic  visits  to  a satellite  office,  rather 
than  having  all  the  patients  travel  to  the 
larger  city  to  see  the  physician. 

Only  one  of  the  initial  13  recommendations 
of  the  Governor’s  Rural  Health  Manpower 
Commission  dealth  with  expanding  the  use  of 
P.A.s.  The  more  recent  1978  report  further 
deemphasized  the  use  of  P.A.s.  Why  such 
low  priority  for  what  seems  to  be  a solution 
to  our  rural  health  problem?  Probably  be- 
cause P.A.s  are  still  thought  of  as  a 
stop-gap  provider  to  fill  a need  until  more 


physicians  are  available.  This  attitude  ap- 
proaches the  absurd  on  the  eve  of  having  a 
near  overabundance  of  physicians.  I feel  the 
P.A.s  could  be  utilized  in  a rural  health  role 
that  will  never  be  filled  by  physicians,  no 
matter  how  great  the  supply.  The  P.A.  could 
be  looked  to  as  a first  line  provider  in  these 
sparsely  populated  areas  that  physicians  find 
so  undesirable. 

We  must  look  at  the  entire  system  of 
medical  care  in  rural  Nebraska  in  order  to 
make  it  more  appropriately  available  to  the 
consumers.  This  will  obviously  take  a good 
deal  of  time,  work,  changing  attitudes,  and 
enabling  legislation.  Some  significant  ob- 
stacles have  already  been  overcome,  as 
patients,  physicians,  and  third  party  payors 
including  private  insurance  companies.  Medi- 
care, and  Medicaid  have  come  to  learn  the 
high  level  of  care  provided  by  P.A.s.  Surely 
more  active,  genuine  consideration  of  the 
potential  value  of  satellite  clinics  staffed  by 
P.A.s  is  warranted.  The  only  other  realistic 
alternative  is  to  accept  the  fact  that 
individuals  living  in  our  smaller  rural  comm- 
unities will  have  to  continue  to  commute 
sometimes  great  distances  to  obtain  primary 
medical  services.  The  care  they  receive  in 
this  fashion  is  adequate,  but  is  it  worth  the 
tremendous  wastes  of  time,  fuel,  and  emo- 
tional stress? 
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Middle  Ear  Effusion  in 
Down's  Syndrome  Patients 


A study  of  138  Down’s  syndrome  patients 
in  Beatrice  State  Developmental  Center 

Mongolism,  an  old  disease,  had 
an  accurate  clinical  description 
for  the  first  time  by  Down  in 
1866.  More  than  90  years  later,  in  1959 
Lejeune  Gautier  and  Turpin  published  their 
observations  of  trisomy  on  nine  mongols.  This 
autosomal  trisomy  syndrome  was  well  known 
by  its  congenital  malformations:  congenital 
heart  diseases,  malformations  of  central 
nervous  system,  urogenital  and  gastrointes- 
tinal tracts,  respiratory  skeletal  endocrine 
systems,  blood  anomalies,  and  facial  clefts. 
Some  authors  described  aural  malformations, 
hearing  impairment  by  conductive  type  loss 
but  frequent  hearing  loss  by  middle  ear 
effusion  in  Down’s  syndrome  patients  was  not 
well  mentioned  and  studied.  Givens,  Seidman 
insisted  on  inclusion  of  middle  ear  measure- 
ment in  evaluation  of  hearing  of  mentally 
deficient.  Fulton  & Lloyd  indicated  that  the 
majority  of  Down’s  syndrome  population  had  a 
conductive  type  loss  of  hearing  impairment.  In 
this  study,  after  a brief  review  of  anatomy  and 
physiology  of  the  middle  ear  and  the  eustachian 
tube,  we  describe  our  methods,  give  results 
and  comment. 

I)  Review  of  anatomy  and  physiology  of 
middle  ear  and  eustachian  tube 
The  middle  ear  is  a mucous  membrane  lined 
space  between  the  tympanic  membrane  and 
the  osseous  labyrinth.  This  lining  is  continuous 
anteriorly  with  the  mucosa  of  the  auditory  tube 
and  posteriorly  with  that  of  the  antrum  and 
mastoid.  The  mucosa  is  partly  covered  by  cilia 
that  are  related  to  clearance  function  of  the 
middle  ear. 

The  auditory  tube,  also  called  pharyngo- 
tympanic  tube  of  Eustachius,  connects  the 
middle  ear  and  nasopharynx.  The  tube  is 
opened  by  the  action  of  the  tensor  and  levator 
muscles  of  the  palate.  An  obstruction  of  the 
eustachian  tube  by  infection,  edema,  tumor,  or 
an  anomaly  of  opening  can  cause  secretory 
otitis  media. 
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II)  Methods 

This  study  consisted  of  138  Down’s  syn- 
drome patients  from  age  1 year  to  64  years 
including  both  sexes,  all  residents  in  Beatrice 
State  Developmental  Center.  The  population 
was  composed  of  56  males  and  82  females. 
These  patients  were  cytogenetically  studied. 
Audiometric  tests  were  followed  by  physical 
examination.  Audiometry  was  carried  out  by 
two  audiologists  and  physical  examination  and 
micro-ear  surgery  were  performed  by  phy- 
sicians of  our  ENT  clinic  and  by  physicians  of 
ENT  department  of  the  Medical  Center  of 
University  of  Nebraska.  For  hearing  tests,  we 
used  an  audiometer  Maico  model  MA  24  with 
a double  wall  audiometric  examination  room 
and  a Madsen  electro  acoustic  impedance- 
meter  model  ZO-72.  These  sensitive  instru- 
ments had  a regular  calibration  every  three 
months.  Each  resident  had  a hearing  test  at  his 
admission  in  our  center  and  one  check  up  test 
every  year.  Before  a hearing  test,  a preliminary 
otoscopy  was  carried  out.  Excess  of  cerumen 
was  removed.  Physical  examination  paid  at- 
tention to  the  status  of  ear  canals  (stenosis) 
and  tympanic  membranes  (color,  landmarks, 
perforation,  mobility,  bulging,  retraction), 
eustachian  tube,  nasopharynx,  palate  and 
nose.  A history  of  allergy  was  also  carefully 
noted.  A roentgenogram  of  the  mastoids  and 
paranasal  sinuses  was  performed  if  there  was 
suspicion  of  focal  infection.  Medical  treatment 
consisted  of  antihistamines  and  decon- 
gestants. A check  up  of  audiogram  and 
tympanogram  was  performed  every  two  weeks. 
Patients  who  did  not  respond  to  medical 
treatment  underwent  a myringotomy  with 
ventilation  tube  placement  at  the  University 
Hospital  in  Omaha.  A second  or  third  myringo- 
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tomy  with  tubes  was  sometimes  needed  in 
order  to  control  the  effusion  in  the  middle  ear 
because  of  frequent  elimination  of  ventilation 
tube  by  the  tympanic  membrane  after  a few 
months.  At  times  an  adenoidectomy  and  a 
tonsillectomy,  a septoplasty,  or  a repair  of  cleft 
palate  were  performed  for  restoring  a normal 
physiology  of  the  eustachian  tube. 

Ill)  Results 

From  138  Down’s  syndrome  patients  we 
found  55  residents  who  had  ear  problems 
(serous  otitis  media,  chronic  purulent  otitis 
media,  cholesteatoma,  mastoiditis,  sensor- 
ineural hearing  loss).  This  number  represented 
39  per  cent  of  Down’s  syndrome  patients. 
These  data  are  similar  to  39.2  per  cent 
reported  by  Fulton  and  Lloyd  for  hearing  loss 
in  Down’s  syndrome  children.  Of  these  55  ear 
diseases  there  were  35  middle  ear  effusions 
that  represented  63  per  cent  of  ear  problems 
or  25  per  cent  of  the  total  population  of  Down’s 
syndrome.  Among  these  35  patients  14 
responded  to  medical  treatment,  21  unrespon- 
sive to  medical  management  underwent  a 
myringotomy  with  ventilation  tube  placement. 


Number  of  patients 

Per  cent 

Down’s  syndrome  patients 

138 

Ear  diseases 

55 

39  per  cent 

Middle  ear  effusions 

55 

63%  of  ear  diseases 

Medical  treatment 

14 

40%  of  M.E.  effusion 

Myringotomy  & Tubes 

21 

60%  of  M.E.  effusion 

IV)  Comment 

The  middle  ear  ventilation  is  dependent  on 
pressure  changes  taking  place  in  the  naso- 
pharynx during  the  tubal  opening  period.  If  the 


changes  are  affected  by  high  arch  palate,  cleft 
palate,  opened  mouth,  protruding  tongue  etc. 
the  ventilation  is  compromised  and  the  middle 
ear  air  pressure  becomes  negative  as  a result  of 
the  resorption  of  oxygen  and  later  nitrogen  into 
the  capillaries  of  the  mucous  membrane.  When 
the  negative  pressure  increases  in  the  middle 
ear,  hydrops  ex  vacuo  appears.  Furthermore 
three  muscles:  the  tensor  palatini,  levator 
palatini  and  salpingopharyngeus  participate  in 
the  opening  of  tubal  lumen.  Since  abnormali- 
ties of  palate  and  muscular  hypotonia  occur 
sometimes  in  Down’s  syndrome  patients,  these 
manifestations  have  certainly  an  influence  on 
the  opening  of  eustachian  tube.  Facial  clefts 
are  present  in  1.4%  of  Handardt’s  case  of 
Down’s  syndrome  against  0.14%  in  general 
population.  J.  WarKany  noticed  that  nasal 
bones  are  hypoplastic  and  many  Down’s 
syndrome  patients  have  a tendency  to  nasal 
infection.  Yannet  (1964)  reported  that  the 
mongoloid  child  is  more  susceptible  to  in- 
fection of  the  upper  respiratory  tract  including 
the  sinuses  and  middle  ears  than  is  the  average 
child,  possibly  because  the  abnormal  skull 
development  adversely  affects  drainage  from 
these  areas.  The  infection  can  cause  also  a 
hypertrophy  of  Waldeyer’s  lymphatic  ring  and 
a subsequent  obstruction  of  eustachian  tube. 

Mongolism,  compared  to  other  chromo- 
somal abnormalities,  is  relatively  frequent.  It 
occurs  approximately  once  in  600  births  in 
caucasion  population.  In  these  patients,  con- 
ductive hearing  loss  by  middle  ear  effusion  is 
not  rare.  It  represents  25%  of  the  138  Down’s 
Syndrome  residents  studied  in  our  center.  It  is 
noteworthy  that  this  hearing  loss  is  amenable 
by  medical  or  surgical  treatment. 

References  available  from  authors. 
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when  Your  Patient  Sees  Flashing  Lights 


IT  is  not  uncommon  for 
patients  to  report  to  their 
physician  seeing  flashing 
lights  and  floaters.  These  symptoms  corres- 
pond to  normal  anatomical  and  pathological 
ocular  alterations.  Opacities  within  the  vit- 
reous can  cast  a shadow  on  the  retinal  sur- 
face which  is  perceived  by  the  patient  as  a 
floater.  The  symptoms  of  photopsia,  flashing 
lights,  may  be  a consequence  of  vitreoretinal 
or  cerebral  pathology. 

The  vitreous  is  a transparent  gel-like 
substance  which  fills  the  posterior  cavity 
of  the  eye.  Within  it  are  suspended  a 
solution  of  anions  and  cations,  plasma  pro- 
teins, cells  (hyalocytes),  and  hyaluronic 
acid.  Its  supporting  network  consists  of 
interlacing  collagenous  fibrils.  In  a young 
healthy  eye,  the  vitreous  body  and  retina 
are  intimately  associated  by  the  internal 
limiting  membrane  of  the  retina,  composed  of 
cortical  fibrils  and  mucoproteins  of  the 
vitreous  as  well  as  the  basement  membranes 
of  inner  retinal  cells  (astrocytes  and  Mueller 
cells).  The  vitreoretinal  union  is  relatively 
firm  only  at  the  anterior  edge  of  the  retina, 
ora  serrata,  and  posteriorly  in  a small  area 
surrounding  the  optic  disc.  By  the  third  and 
fourth  decades  these  vitreous  attachments  to 
the  retina  become  less  firm  and  with 
increasing  age  the  posterior  vitreous  base 
can  pull  away  from  the  retinal  surface 
(posterior  vitreous  separation).  With  age,  the 
vitreous  becomes  liquefied  as  the  supporting 
collagenous  network  begins  to  disintegrate; 
this  is  termed  syneresis.  Syneresis  also 
occurs  in  high  myopia,  following  trauma,  or 
as  a result  of  severe  imflammatory  disorders 
of  the  eye.  By  70  years  of  age,  the  incidence 
of  posterior  vitreous  separation  is  approx- 
imately 70  percent. 

The  normal  dynamic  chjmges  of  posterior 
vitreous  separation  and  collapse  can  cause 
chronic  and  acute  retinal  pathology.  The 
pulling  away  of  the  vitreous  body  may  exert 
traction  on  the  retinal  surface  which  can 
result  in  folding  of  the  inner  sensory  retina. 
If  this  occurs  in  the  macula,  the  patient  may 
perceive  a distortion  of  his  central  vision. 
This  phenomenon  is  termed  surface  wrink- 
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ling  retinopathy  (Fig  1).  A more  acute 
retinal  problem  from  vitreous  traction  is  the 
actual  formation  of  a retinal  tear  or  hole. 
Often  the  resulting  retinal  tear  from  vitreous 
traction  assumes  the  configuration  of  a 
horseshoe  (Fig  2).  The  retinal  tear  may 
extend  across  small  retinal  capillaries  and 
result  in  a vitreous  hemorrhage.  Retinal 
tears  are  potentially  serious  because  they 
may  serve  as  precursors  to  a retinal  detach- 
ment. Retinal  detachment  is  caused  by  liquid 
vitreous  seeping  through  the  retinal  tear  and 
peeling  or  blistering  off  the  retina  from  the 
underlying  choroidal  layer.  With  the  onset  of 
a progressive  retinal  detachment,  the  patient 
will  report  a veil  or  shadow  which  impairs 
vision,  flashing  lights,  or  floaters.  The  area 
of  visual  obscuration  corresponds  to  the  area 
of  retinal  detachment. 

Photopsia  is  due  to  irritation  of  the 
sensory  retina  resulting  from  the  stimulation 
of  nerve  cells.  It  can  also  be  caused  by 
vigorous  rubbing  of  the  sclera  through 
closed  eyelids  which  results  in  a grayish- 
white  ring  projected  to  the  opposite  visual 
field.  A flash  of  light  which  is  associated  with 
sudden  movement  is  called  Moore’s  lightning 
streak.  This  is  a result  of  partially  liquefied 
vitreous  placing  traction  on  the  surface  of 
the  sensory  retina. 

Floaters  can  occur  from  alterations  of 
relatively  normal  vitreous.  Remnants  of 
embryonic  intravitreal  vasculature  may  be 
perceived  as  floaters.  Cells  and  debris  float 
ing  in  the  vitreous  cavity  can  originate  from 
other  sources  such  as  polymorphonucleocytes 
in  response  to  intraocular  imflammation, 
aggregations  of  erythrocytes,  and  fibrin.  In 
addition,  opacities  in  the  vitreous  may  be 
secondary  to  systemic  disease,  as  amyloid- 
osis. Most  floaters  represent  condensation  of 
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(b) 

Figure  1 

Surface  wrinkling  retinopathy.  Fundus  photography  demonstrates 
very  fine  wrinkling  of  the  retinal  surface  (a).  Fluorescein  angiography 
during  the  venous  phase  reveals  tortusity  of  macular  retinal 
vasculature  (b). 


the  vitreous  framework,  as  seen  with  in- 
creasing age,  myopia,  or  vitreoretinal  dys- 
trophies. Generally,  these  intravitreal  chan- 
ges are  benign  and  produce  only  subtle  dis- 
turbances of  vision.  Many  patients  have 
recognized  them  for  years. 

Ocular  complications  resulting  from  alter- 
ations of  the  normal  vitreoretinal  relation- 
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ship  may  be  perceived  as  photopsia  and 
floaters;  persistence  warrants  a complete 
opthalmic  examination,  particularly  if  photop- 
sia and  floaters  occur  with  decreased  visual 
acuity.  Ophthalmologists  can  easily  recognize 
acute  changes  of  the  retina  and  vitreous 
which  may  be  associated  with  a fresh  retinal 
tear  and  subclinical  retinal  detachment.  Ear- 
ly referral  and  immediate  management  often 


i 


Figure  2 

Acute  horseshoe  retinal  tear.  Posterior  vitreous  separation  has 
placed  traction  on  the  retinal  surface  resulting  in  this  full  thickness 
retinal  tear. 


can  prevent  macular  involvement  from  a 
progressive  retinal  detachment.  Retinal  tears 
which  are  acute  and  symptomatic  can  be 
treated  as  outpatient  procedures  using  laser 
photocoagulation  or  cryoretinopexy. 

In  addition  to  vitreous  liquefaction  and 
posterior  vitreous  separation,  a retinal  break 
may  be  caused  by  the  spontaneous  break- 
down of  retinal  tissue.  Retinal  tears  due  to 
tissue  degeneration  commonly  occur  in  areas 
of  retinal  thinning,  as  in  high  myopia  or  in 
peripheral  retinal  degeneration. 

Stimulation  of  the  retinal  surface  as  in- 
duced by  vitreous  traction  causes  the  sub- 
jective sensation  of  photopsia.  Usually,  the 
flashes  of  light  occur  in  the  peripheral 
visual  field  and  may  only  last  one  or  two 
seconds.  The  patient  often  reports  this  in  a 


dark  room,  sometimes  following  head  trau- 
ma. 

Photopsia  may  also  be  indicative  of 
central  nervous  system  dysfunction.  Ill-de- 
fined flashes  of  light  may  result  from  focal 
lesions  in  the  parietotemporal  region.  Pa- 
tients with  classical  migraine  often  complain 
of  transitory  flashes  and  scintillations  of  light 
which  are  often  colored  and  appear  in 
circular  or  zigzag  configurations.  In  addition 
to  the  visual  aura  which  so  often  is  ass- 
ociated with  classic  migraine,  patients  may 
complain  of  scotomata,  visual  field  defects, 
and  diplopia.  A transient  visual  prodrome 
without  the  other  stigmata  of  a migraine 
headache  is  commonly  termed  opthalmic  or 
ocular  migraine.  Lastly,  photopsia  may  be 
illusory,  as  is  sometimes  reported  by  blind 
patients. 
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OB  - GYN  Section: 

Neonatal  Resuscitation 


PART  I 

All  physicians  and  hospitals  de- 
livering newborn  infants  must 
be  equipped  and  ready  for 
immediate  neonatal  resuscitation.  The  first 
five  minutes  of  life  are  the  most  important  five 
minutes  of  life  in  most  individuals.  An  infant 
not  treated  properly  may  die  or  be  left  with 
permanent  residuals  and  handicaps  for  the 
remainder  of  his/her  life.  We  therefore  will 
attempt  to  describe  the  simple  steps  — the  Six 
H’s  — of  neonatal  resuscitation. 

1.  Hypothermia.  Hypothermia  is  indeed  a 
stress  to  the  newborn  infant  — one  that  is 
preventable.  Immediately  upon  delivery  of 
the  child,  nasal  pharynx  and  nose  are 
suctioned  and  the  cord  is  clamped.  The 
child  should  then  be  immediately  trans- 
ferred to  a radiant  warmer  and  actively 
dried  with  a soft  cloth  material.  This  will 
stimulate  the  baby  to  begin  breathing  and 
reduce  heat  loss  by  decreasing  convection 
heat  loss  and  placing  in  the  warm  environ- 
ment. This  is  important  for  all  newborns 
and  should  be  omitted  only  if  there  is 
severe  meconium  staining,  which  will  be 
discussed  in  future  articles. 

2.  Hypoxia.  If  the  infant  is  not  noted  to  be 
breathing  well,  or  has  a dusky  color,  moist 
oxygen  should  be  readily  available  to  give 
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to  the  infant.  This  can  initially  be  done  by 
cupping  one’s  hand  over  the  infant’s  nose 
and  face,  forming  a funnel  and  delivering 
oxygen  directly. 

3.  Heart  Rate.  If  the  heart  rate  is  initially 
noted  to  be  less  than  100  and  the  baby  does 
not  immediately  respond  to  stimulation  and 
oxygen  in  a matter  of  ten  to  twenty  seconds, 
assisted  ventilation  via  an  ambubag  (a  bag 
with  an  oxygen  reservoir),  delivering  one 
hundred  percent  oxygen  should  be  begun. 
If  the  heart  rate  does  not  increase  above  80 
within  a matter  of  another  twenty  to  thirty 
seconds,  with  assisted  respiration,  external 
cardiac  massage  should  be  given.  This 
should  be  at  a rate  of  approximately  120 
compressions  a minute  on  the  midsternum. 

4.  Hypercarbia. 

5.  Hypoglycemia. 

6.  Hypotension. 

These  are  the  Six  Hs  of  neonatal  resuscita- 
tion. We  will  further  describe  Hpercarbia, 
Hypoglycemia,  and  Hypotension  in  a future 
article. 
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My  Specialty:  NeUFology 


Neurology  is  a term  used 

today  for  the  clinical  specialty 
devoted  to  the  diagnosis,  treat- 
ment, and  research  of  central  and  peripheral 
nervous  system  diseases.  Although  the  first 
department  of  neurology  in  the  United  States 
was  established  at  the  University  of  Pennsyl- 
vania in  1871,  the  acceptance  of  neurology,  as 
a specialty  separate  from  psychiatry,  did  not 
begin  in  this  country  until  after  the  second 
World  War.  Most  of  the  graduates  of  the 
immediate  postwar  neurology  training  pro- 
grams remained  in  academic  institutions. 
Consequently,  the  majority  of  patients  with 
nervous  system  diseases  were  referred  to 
university  hospitals  for  specialty  care.  How- 
ever, in  the  last  two  decades,  approximately 
80-90%  of  graduates  from  the  117  approved 
neurology  training  programs  in  the  United 
States  enter  private  practice.  This  may  be 
partly  accounted  for  by  the  increased  recogni- 
tion of  patients  with  neurological  diseases  by 
the  primary  care  physician,  and  the  role  a 
neurologist  plays  in  diagnosis  and  treatment.  It 
is  estimated  that  approximately  5%  of  all 
ambulatory  and  10-13%  of  all  hospital  patients 
have  a primary’  or  secondary  neurological 
diagnosis.  Today,  there  are  approximately 
4,500  neurologists  in  the  United  States.  The 
projected  figure  for  1990  is  about  7,500. 
Currently,  in  the  state  of  Nebraska,  there  are 
12  adult  and  2 pediatric  neurologists  in  private 
practice,  7 adult  and  2 pediatric  neurologists 
at  the  two  medical  schools  and  2 fulltime 
neurologists  at  the  Veteran’s  Administration 
Hospital  in  Omaha.  In  1970  there  were  9 
neurologists  in  the  state.  In  1974,  the  Creigh- 
ton-Nebraska  Neurology  Program  was  estab- 
lished under  the  auspices  of  the  Creighton- 
Nebraska  Health  Foundation.  The  idea  of 
combining  the  departments  of  neurology  at  the 
two  medical  schools  into  one  was  conceived  by 
Dr.  Walter  Friedlander,  former  Chairman  of 
the  Department  of  Neurology  at  the  University 
of  Nebraska  Medical  School.  In  addition  to  its 
primary  teaching  mission  for  medical  students, 
neurology  residents,  primary  care  physicians, 
the  faculty  at  both  institutions  and  the 
Veteran’s  Administration  Hospital  are  in- 
volved in  clinical  research  and  provide  services 
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for  the  diagnosis  and  management  of  complex 
neurological  cases. 

Interest  in  disease  of  the  nervous  system  can 
be  found  in  the  scriptures  from  ancient  times. 
However,  it  was  not  until  the  various  com- 
ponents of  the  now  familiar  neurological 
examination  were  used  in  the  last  and  early 
parts  of  this  century  to  evaluate  patients  with 
neurological  complaints  that  the  classic  de- 
scriptions of  such  diseases  such  as  multiple 
sclerosis,  amyotrophic  lateral  sclerosis,  the 
hereditary  ataxias  and  neuropathies.  Parkin- 
sonism, Huntington’s  chorea,  etc.  were  re- 
corded. Also  at  this  time,  correlation  of  the 
neurological  abnormalities  with  morbid 
anatomy  helped  immensely  in  our  under- 
standing of  disease  processes  within  the 
central  and  peripheral  nervous  system.  The 
neurological  history  and  examination  still 
remains  the  single  most  valuable  asset  for 
evaluating  patients.  However,  accuracy  of 
diagnosis  has  unquestionably  been  improved 
by  the  development  of  electrophysiological 
techniques  such  as  EEG,  evoked  potentials, 
and  EMG;  cerebral  spinal  fluid  analysis;  and 
neuroradiological  procedures  particularly  the 
revolutionary  computerized  axial  tomography. 
Identification  of  rare  neurological  diseases 
caused  by  metabolic  and  enzymatic  defects  for 
example  Tay-Sachs  has  provided  valuable 
information  about  the  neurochemical  regula- 
tion of  brain  function. 

Basic  and  clinical  neuroscience  research, 
particularly  in  the  last  three  decades,  has 
resulted  in  the  development  of  new  drugs  for 
the  treatment  of  some  neurological  disorders. 
L-DOPA  for  the  treatment  of  Parkinsonism  is 
an  outstanding  example.  Provided  that  funding 
for  basic  and  clinical  research  does  not 
decrease,  the  future  appears  bright.  Treatment 
or  prevention  of  many  disabling  neurological 
diseases  such  as  cerebral  vascular  accidents, 
multiple  sclerosis,  the  muscular  dystrophies, 
brain  tumors  and  others  may  be  realized  in  the 
next  century. 
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Down  Memory  Lane 


1.  Five  years  ago  there  was  born  into  the 
family  of  Medical  Organizations  a new  child 
which  was  named  The  Nebraska  Section  of  the 
American  College  of  Surgeons  in  honor  of  its 
father,  The  American  College  of  Surgeons. 

2.  The  testing  for  abnormalities  of  sensa- 
tion requires  more  time  and  patience  on  the 
part  of  both  the  examiner  and  the  patient  than 
any  other  neurological  procedure  and  as  a 
result  it  is  in  the  routine  of  general  practice  not 
done  at  all  or  not  done  well. 

3.  A distinguished  physician,  who  made  a 
reputation  for  himself  in  the  diagnosis  and 
treatment  of  tuberculosis,  once  took  a visitor 
through  his  sanitarium.  Turning  to  the  kitchen, 
the  doctor  exclaimed  with  great  pride:  “This, 
sir,  is  my  pharmacy.” 

4.  Nebraska  leads  all  other  states  in  the 
union  in  the  per  cent  of  student  nurses 
reported  as  having  had  four  years  or  more  of 
high  school  education  before  entering  training. 

5.  A Lincoln  dermatologist  has  been  sued 
for  $100,000  damages  by  a patient  from  whom 
he  removed  a birthmark. 


6.  Do  not  call  a physician  too  early  in  the 
morning.  He  has  perhaps  been  out  late  and 
would  like  to  take  a little  rest  before  reporting 
at  the  office. 

7.  Any  secrecy  in  the  matter  of  fees  is 
pernicious  and  is  not  countenanced  by  this 
organization. 

8.  At  present  all  medical  graduates  may 
practice  surgery. 

9.  After  intercostal  or  transcostal  thora- 
cotomy special  attention  must  be  given  to 
means  of  excluding  air  from  the  drainage 
system. 

10.  Disease  producing  organisms  among  the 
higher  fungi  are  not  so  numerous  as  the 
bacterial  forms,  and  are,  therefore,  probably 
more  frequently  overlooked. 

The  Nebraska  State  Medical  Journal 
April,  1930 
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You  know,  even  if  you  don’t  stop  to  think 
about  it,  the  peripatetic  date  of  Easter  is  a 
perfect  example  of  man’s  proclivity  for 
monkeying  around  with  a thing  and  messing  it 
up.  To  say  nothing  about  commercializing 
what  for  us  Jews  and  Christians,  at  least, 
became  a long  time  ago  a religious  celebration. 

If  you  are  a lunar  Jew,  Passover  has  only 
seven  different  dates;  if  you  are  a solar 
Christian,  Easter  is  on  a Sunday,  only  (by 
Constantine  and  the  Council  of  Nicaea,  not  by 
God),  in  the  thirty  five  day  space  from  21 
March  to  25  April.  And  all  that  began  because 
of  an  argument  among  the  early  Jewish 
Christians.  It  really  didn’t  effect  the  plan- 
etarian  movement,  although  some  of  the 
disputants  thought  they  could,  I guess. 

Anyway,  originally  there  were  pagan 
festivals  of  spring,  of  relief  from  the  burden  of 
winter,  of  the  promise  of  new  crops.  Then,  the 
ancient  Norse,  disliking  partial  explanations  as 


much  as  the  rest  of  us,  said,  egocentrically, 
ecce  ostra  (I  know  that  is  mostly  Latin,  but  I 
know  little  Norsish),  as  if  their  goddess  of 
spring  explained  everything.  At  least  they 
didn’t  quibble  about  dates  — the  vernal 
equinox  was  at  the  end  of  the  third  week  in 
March,  sort  of,  period! 

Somewhere  near  the  same  time  the  Jews, 
without  worrying  much  about  not  understanding 
everything,  made  a more  reasonable  attach- 
ment, since  the  Israelite  first-born  were  spared 
by  the  angel  of  death,  Pharoh  relented,  and  the 
exodus  began  — all  in  the  spring,  and  Passover 
is,  in  part,  an  elaboration  on  the  theme  of 
renewal. 

Then,  later,  coincidentally  or  not,  depending 
upon  how  strictly  one  applies  certain  con- 
structions, Jesus  was  crucified  and  rose  from 
the  dead  during  Passover.  And  pretty  soon,  the 
nit-picking  began  about  when  we  Christians 
should  celebrate  Easter. 

Now,  I agree,  the  matter  of  a constant  day 
for  Easter  is  not  exactly  a burning  issue  right 
now,  but  I offer  the  point  that  we  ought  to 
consider,  more  often  than  we  do,  what’s  really 
important. 

Easter  or  Passover,  or  whatever,  is  a time  of 
hope,  of  promise,  reassurance,  renewal  of  faith, 
a reminder  of  fundamental  permanence,  even 
in  the  midst  of  change. 

We  should  try  to  see  our  samenesses  and 
worry  less  about  our  differences  — and  that 
goes  for  those  of  us  in  our  little  corner  of 
endeavor  as  much  as  for  everybody  else. 

“Sweet  spring,  a full  of  sweet  days  and 
roses  - -.’’  (Anon.) 

“My  currency  is  far  more  solvent  than  theirs. 
It  is  also  free  of  charge.” 

I read  where  God  said  that. 

Charles  W.  Landgraf,  Jr.,  M.D. 

President 
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The 

Auxiliary 


Menus  have  been  set,  speakers  have  been 
confirmed,  and  the  decorations  are  made,  so 
we  are  all  ready  for  YOU.  The  Omaha 
Convention  Committee  has  a jam-packed,  fun- 
filled  and  informative  three  days  planned,  so 
please  come  join  us  in  “Health  on  the  Move.” 
Monday  morning  starts  out  with  the  Pre- 
Convention  Board  Meeting  with  our  own  Bev 
Karrer,  and  from  there  we  head  to  the  lovely 
home  of  Mrs.  Robert  Lynch  for  a Health 
Gallery  Benefit  Luncheon  with  the  salads 
prepared  by  our  super  Auxiliary  chefs.  Here, 
on  Judy’s  patio,  (weather  permitting)  we  will 
be  entertained  by  Joan  Hennecke  with  her 
one-woman  comedy.  Off  we  go  again  for  a 3:00 
tour  of  the  Omaha  Symphony’s  Designers 
Showhouse  — where  you  can  get  every  idea 
imaginable  to  redecorate  your  home.  And,  then 


in  the  evening,  don’t  forget  the  French  Cafe  for 
the  No-Host  Dinner. 

We’re  all  ready  to  go  again  on  Tuesday  with 
the  Annual  Champagne  Brunch  with  our  guest 
speaker  being  none  other  than  Mr.  Cham- 
pagne. David  is  Assistant  Director  for  Inter- 
national Studies  at  UNO  and  he  specializes  in 
Afghanistan  Studies  which  is  the  subject  of  his 
speech.  The  remainder  of  Tuesday  we  spend 
dining  and  dancing  with  our  husbands. 

Wednesday  brings  us  to  the  Post-Conven- 
tion Breakfast  with  Betty  Hadley  presiding, 
and  later  lunch  with  the  men.  But  don’t  leave 
yet!  Wednesday  afternoon,  the  Ak-Sar-Ben 
race  season  has  just  begun  and  we  want  you  to 
join  us  in  the  Club  House  for  dinner  and  fun  at 
the  races  as  a benefit  for  the  Health  Gallery 
Mobile  Van. 

It  all  will  be  fun,  so  please  make  your 
arrangements  and  come  join  us  in  April! 

Mrs.  John  Hoesing  (Pam) 


Dear  Doctors  and  Auxilians; 

Your  NMA  and  NMAA  President,  Doctor  Charles 
Landgraf  and  Mrs.  Bev  Karrer  (F.  Wm.),  thank  you  for 
joining  the  Mobile  Health  Gallery  fund  raising  venture. 
“Rent  a Retreat!”,  for  a day,  a weekend  or  a week. 

The  rules  for  “Rent  a Retreat”  required  donations  by 
our  membership  of  a condo,  cabin,  farm,  duck  blind,  ski 
lodge  or  other  hideaways  to  the  highest  bidder.  Only  NMA 
members  may  bid  and  of  course,  donate.  The  donor  will 
make  necessary  arrangements  with  the  buyer  for  exchange 
of  the  facilities  and  its  services.  The  NMA  and  the  NMAA 
will  not  be  responsible  for  property  transactions. 

The  bids  should  be  mailed  to  tbe  NMA  office.  Tbe 
deadline  is  April  L5,  1980.  At  tbe  1980  Annual  Session, 
the  winners  will  be  announced  and  posted,  exclusive  of  tbe 
bid.  The  listings  on  which  you  may  bid  are  included. 

Let’s  all  help  get  the  Mobile  Van  on  the  move  this 
spring  by  supporting  this  money  raiser.  We  are  very 
appreciative  of  our  donors  and  will  be  looking  for  your 
bids.  Highest  bidder  by  April  15,  1980  wins! 

Our  best, 

Bev  and  Charlie 

“A  Day  of  Duck  Hunting”  located  near  Linwood, 
Nebraska.  Doctor  Stryker  guiding  men  only  group  of  five. 
Doctor  and  Mrs.  Robert  Stryker,  Omaha,  Nebraska. 

“Whippoorwill  Farm”  at  Brownville,  Nebraska.  Located 
on  bluffs  overlooking  tbe  Missouri  River.  Offered  for  one 
weekend  including  a river  boat  trip,  theater  performance 
and  historic  tour.  Accommodations  for  four.  Doctor  and 
Mrs.  F.  William  Karrer,  Klkhorn,  Nebraska. 

“Broken  Cabin  Acres”  located  south  of  PLstes  Park  on 
the  slope  of  Longs  Peak.  Year  round  modern  log  home. 
Kqui|)ped  for  six;  adults  with  family.  Minimum  bid  for 
weekend  $250.  Doctor  and  Mrs.  Kenneth  McGinnis, 
Lincoln,  Nebraska. 

“Weekend  at  Enders”  May  or  dune,  fishing  and  water 
skiing.  Sleeps  6 and  is  completely  e()ui|)ped.  Doctor  and 
Mrs.  Bryce  Shopp,  lmi)erial,  Nel)raska. 


“Woodcliff  Cabin”  Summer  — Swimming  and  water 
sports;  Winter  — Ice  skating  and  nature  walks.  Sleeps  6 
and  is  completely  equipped.  One  week  of  lake  fun.  Doctor 
and  Mrs.  Duane  Krause,  Fremont,  Nebraska. 

“River  Bend”  located  at  the  Bass  Capitol  of  the  World 
in  central  Florida.  Condo  sleeps  4 with  Bass  Boat 
included.  A one  week  fisherman’s  dream.  Doctor  and  Mrs. 
Clifford  Hadley,  Lyons,  Nebraska. 

“Snowy  Range  Cabin”  located  30  miles  west  of 
Laramie,  Wyoming.  Cabin  26x32,  3 sleep  rooms,  electric 
stove,  fireplace,  refrigerator  and  sink,  carpeted.  Outback 
bath!  Carry  water  in  5 gallon  containers.  Veranda,  picnic 
table,  fishing  lake  and  stream.  One  week  away  from  it  all. 
Doctor  and  Mrs.  Carl  Cornelius,  Sidney,  Nebraska. 

“Prairie  Schooner”  Harry  Strunk  Lake  retreat.  Sleeps  8 
mobile  trailer.  Super  fishing  especially  spring,  boats 
available,  swimming  beacb  and  family  fun.  A weekend  or  a 
week  (please  specify  in  bid).  Doctor  and  Mrs.  F.  William 
Karrer,  Elkhorn,  Nebraska. 

“Two  Story  Home”  located  off  Mary’s  Lake  Road,  2!^ 
miles  south  of  Estes  Park.  Fully  furnished,  swimming  and 
snow  skiing.  Doctor  and  Mrs.  Bryce  Shopp,  Imperial, 
Nebraska. 

“Year  round  Cabin”  located  fifteen  miles  west  of 
Wausa,  Nebraska.  Large  fireplace,  completely  equipped, 
will  sleep  six,  flowing  stream,  very  private.  Available  for  a 
weekend  or  a week  (please  specify  in  your  bid).  Doctor 
and  Mrs.  R.  L.  Tollefson,  Wausa,  Nebraska. 

“Johnson  Lake  Home.”  Four  day  vacation  at  lake  home. 
Pishing  and  swimming  at  doorstep.  Boating,  sailing,  water 
skiing  and  golf  available.  Also  fine  dining  and  Sisco.  Doctor 
and  Mrs.  Robert  H.  Mclntire,  Hastings,  Nebraska. 

“A  Day  of  Pheasant  and  Quail  Hunting  in  Southeast 
Nebraska”  located  near  Auburn,  Nebraska.  Doctor 
McMaster  will  guide  one  bunter.  This  day  is  being  donated 
twice  so  that  the  two  highest  bidders  will  each  get  one  day 
of  hunting.  Doctor  and  Mrs.  David  McMaster,  Auburn, 
Nebraska. 
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Between  Cases 


Quote  Unquote. 

Some  naive  visitor  from  another  galaxy 
might  conclude  that  automobiles  are  clever 
organisms  that  force  human  beings  to  both 
pilot  them  and  produce  more  automobiles. 
Url  Lanham:  The  sapphire  planet. 

Section  On  Climatology. 

The  average  temperature  over  the  surface 
of  the  earth  is  46°  F or  8°  C. 

Division  Of  People-Play  Games. 

Nobody  has  ever  brought  a knight  to  B6  and 
ended  his  life  on  a happy  note. 

Marco. 

O To  Be  In  England. 

Great  Britain  has  been  said  to  be  the  only 
country  where  venereology  is  a specialty. 

The  Patient. 

A patient,  when  he  enters,  receives  a booklet 
reminding  him  that  hospitals  are  shorthanded 
and  asking  him  not  to  bother  the  nurses 
unnecessarily.  If  he  is  a person  of  any  con- 
science, he  takes  this  quite  literally,  resolving 
not  to  push  his  call  switch  unless  he  is 
bleeding  to  death  or  the  room  is  on  fire. 
E.B.  White:  A weekend  with  the  angels. 

On  TV. 

The  boy  needs  no  physician,  but  a psychiatrist. 

Words  I Can  Do  Without. 

Good,  bad,  or  indifferent;  hubristic;  sci-fi; 
erroneous;  free  and  clear;  adhocratic. 

Rose-Colored  Glasses  Department. 

Visual  acuity  on  the  right  = 20/15,  corrected 
to  20/30. 


O Yes  Department 

Life  is  a terminal  disease. 

Anon. 

Rhythm  Method. 

One  child  per  year. 

Neurology. 

A seizure  occurred  the  day  before  admission. 
The  patient  was  reported  to  have  lasted  five 
minutes. 

Falling  Hair,  Treatment  Of. 

Has  noticed  small  patches  of  hair  on  scalp 
whenever  he  is  nervous. 

J.D. 

Q & A. 

Do  you  have  your  credentials? 

Regularly. 

Don’t  Go. 

Since  being  here,  his  back  is  considerably 
less. 

Radiology  Department. 

Barium  enema  revealed  a gallstone. 
Where? 

Px. 

There  was  no  significant  depression  noted 
except  profound  depression. 

Dx. 

Cachexia,  undifferentiated. 


F.C. 
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Our  Medical  Schools 


Bronchitis  study  at  U of  N. 

University  of  Nebraska  Medical  Center  phy- 
sicians are  trying  to  determine  if  a drug  which 
is  effective  for  asthmatics  may  be  just  as 
beneficial  for  sufferers  of  chronic  bronchitis. 

Dr.  Irving  Kass  and  colleagues  in  the 
University’s  Chest  Center  are  part  of  a 
national  research  program  to  investigate  a 
steroid  medication  called  Vanceril,  which  was 
originally  introduced  as  a treatment  for  asthma 
in  1976. 

The  Chest  Center  is  collaborating  with  the 
Veteran’s  Administration  Hospital  in  Boston 
and  Denver’s  Swedish  Medical  Center  on  a 
Study  of  90  patients  with  chronic  bronchitis 
and  the  drug’s  effect  on  the  disease. 

Vanceril  is  an  anti-inflammatory  agent  which 
creates  few  side  effects  since  it  is  effective  in 
low  doses. 

In  cases  of  bronchitis,  there  is  a possibility 
that  Vanceril  reduces  the  irritation  and  inflam- 
mation of  cells  which  coat  the  inner  lining  of 
the  lung  with  a protective  layer  of  mucus.  The 
irritation,  the  source  of  which  is  usually 

Medicinews 

Stress  & coping. 

The  1980s  are  here,  bringing  new  problems 
and  challenges.  To  help  individuals  cope  with 
the  changing  world  of  this  decade,  the  Univer- 
sity of  Nebraska-Lincoln  Division  of  Con- 
tinuing Studies  is  offering  a new  series  of 
workshops  entitled  “Coping  in  the  80s.” 

The  series  is  designed  to  provide  timely 
workshops  throughout  the  decade  and  begins 
in  April  with  two  Lincoln  workshops  featuring 
Dr.  Sidney  Simon  and  Dr.  Herman  Glaess. 

Dr.  Simon  will  lead  a values  clarification 
workshop  April  19  and  20,  1980.  One  of  the 
major  figures  of  the  values  clarification  move- 
ment, Dr.  Simon  is  a professor  in  the  Center  of 
Humanistic  Studies  at  the  University  of 
Massachusetts  and  a widely  published  author 
of  books  and  articles  including  Negative 
Criticism,  I Am  Lovable  and  Capable,  and 
Caring,  Feeling,  Touching. 


smoking,  makes  the  cells  produce  too  much 
mucus,  causing  congestion. 

Dr.  Kass  said  the  primary  treatment  for 
bronchitis  has  been  antibiotics,  which  are 
better  for  acute  rather  than  chronic  cases.  But 
several  European  countries  have  begun  using 
Vanceril  routinely  for  chronic  bronchitis 
patients,  although  the  European’s  research  on 
the  drug  has  been  inconclusive. 

The  American  study,  which  is  being  funded 
by  the  Schering  Corp.,  makers  of  Vanceril,  may 
be  the  first  to  find  out  if  the  aerosol  medication 
is  a viable  treatment  for  chronic  bronchitis. 

The  only  thing  detaining  the  Chest  Center’s 
portion  of  the  study  is  a lack  of  participants. 
Dr.  Kass  said  the  Chest  Center  has  not  been 
able  to  recruit  its  third  of  the  90  patients 
needed  for  the  nationwide  survey. 

Chronic  bronchitis  patients  who  volunteer 
for  the  16-week  study  will  be  paid  a stipend. 

For  more  information,  contact  the  UNMC 
Chest  Center,  42nd  and  Dewey,  Omaha 
(68105) 


People  today  are  faced  with  many  alter- 
natives to  meet  the  needs  and  desires  of  self 
and  others  in  society.  Values  clarification  gives 
individuals  a chance  to  learn  about  their  own 
personal  values  — perhaps  the  most  important 
facet  of  their  life-long  education.  It  fosters  a 
process  for  dealing  with  the  problems  that 
inevitably  occur  in  a rapidly  changing  world. 

Values  clarification  is  not  concerned  with 
the  content  of  people’s  values  but  rather  with 
the  process  of  valuing.  Dr.  Simon  will  provide 
practical  strategies  to  help  people  discover, 
clarify  and  strengthen  their  values.  Workshop 
participants  will  gain  tools  and  concepts  for 
awareness,  pjositive  self-image,  communication 
and  decision  making,  and  learn  specific  skills 
to  use  in  their  work,  with  their  families,  and  in 
their  total  life. 

Dr.  Glaess  will  lead  the  other  April  workshop 
Friday  evening,  April  18,  1980.  Dr.  Glaess  is  a 
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clinical  psychologist,  author,  lecturer,  and  pro- 
fessor of  education  at  Concordia  Teachers 
College,  Seward,  Nebraska.  His  evening  work- 
shop, “Dealing  with  Stress,”  will  focus  on 
personal  strengths,  relationship-building  tech- 
niques, and  positive  approaches  to  dealing 
with  stressful  situations  of  day-to-day  living. 

The  two  workshops  will  be  held  at  the 
Nebraska  Center  for  Continuing  Education, 
33rd  and  Holdrege,  Lincoln,  Nebraska.  The 
values  clarification  workshop  will  be  9 a.m.  to  5 
p.m.,  Saturday,  April  19  and  9 a.m.  to  12:30 
p.m.,  Sunday,  April  20.  The  cost  for  the  values 
clarification  workshop  is  $75  and  includes 
handout  materials,  Saturday  luncheon,  and 
refreshment  breaks.  Registrants  may  bring  one 
friend  for  an  additional  $50.  The  ost  for  the 
stress  workshop  is  $15  per  person  and 
includes  handout  materials. 

For  more  information  or  to  preregister, 
contact  Larry  Hammer,  205  Nebraska  Center, 
University  of  Nebraska-Lincoln,  Lincoln,  Ne- 
braska 68583,  telephone  402/472-2844. 


Student  loans. 

Student  loans  usually  have  one  main 
purpose  — to  help  students  financially  through 
the  years  of  college.  There  is  another  loan 
program,  however,  which  supporters  hope  will 
do  more  than  that. 


In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

Ewing,  John  D.,  M.D.  Born  1920,  died 
January  29,  1980.  University  of  Minnesota 
College  of  Medicine,  graduated  1944.  Prac- 
ticed in  Omaha,  Nebraska.  NMA  member. 

Flansburg,  Harry  E.,  M.D.  Bom  February 
12,  1885,  died  February  1,  1980.  Rush 
Medical  College,  graduated  1909.  Practiced 
in  Lincoln,  Nebraska.  NMA  and  AMA 
member. 


A legislative  bill,  which  was  passed  last  year 
and  is  known  as  the  Nebraska  Medical  Student 
Assistance  Act,  will  make  long-term,  low- 
interest  loans  available  each  year  to  a 
maximum  of  10  Nebraska  medical  students, 
who  are  planning  to  practice  in  a rural  area.  If 
loan  renewals  are  granted  to  all  recipients, 
there  could  be  as  many  as  40  students  covered 
by  the  bill  in  a few  years. 

Besides  giving  tlvese  students  a helping  hand 
financially,  the  bill’s  purpose  is  to  provide 
incentive  for  practicing  in  one  of  the  state’s 
medical  manpower  shortage  areas. 

Under  the  bill  (LB506)  students  are  eligible 
for  up  to  $7,000  a year  in  loans  (not  to  exceed  a 
total  of  $28,000)  at  an  annual  interest  rate  of 
one  percent,  with  the  stipulation  that  they  set 
up  practice  in  one  of  the  designated  medical 
shortage  areas  after  their  residencies. 

For  every  year  they  practice  in  a shortage 
area,  the  three-year  period  in  which  they  have 
to  repay  each  annual  loan  is  deferred  by 
another  year.  With  the  students  exempt  from 
repaying  the  loans  during  their  residencies, 
they  could  have  as  long  as  15  years  to  finish 
paying  the  borrowed  amount. 

If  the  loan  recipients  quit  school  or  do  not 
fulfill  their  rural  practice  obligations,  however, 
they  will  have  to  repay  the  loan  principal  at 
the  highest  legal  rate  of  interest. 


Salter,  George  B.,  M.D.  Born  May  30,  1903, 
died  February  21,  1980.  Harvard  University 
School  of  Medicine,  graduated  1931.  Prac- 
ticed in  Norfolk,  Nebraska.  NMA  and  AMA 
member. 
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WashingtoNotes 


Aid  to  schools. 

Sen.  Richard  Schweiker  (R-PA)  has  intro- 
duced a comprehensive  health  manpower  bill 
that  would  eliminate  capitation  aid  to  medical 
schools  and  sharply  scale  down  the  size  of  the 
National  Health  Service  Corps. 

Aid  would  be  provided  students,  but  the  bill 
“while  recognizing  the  high  cost  of  training, 
signals  an  end  to  the  free  ride,”  Schweiker 
said.  “I  believe  we  should  continue  student  aid 
because  otherwise  the  health  professions 
would  be  only  for  the  very  rich.” 

The  bill  would  establish  a new  student  loan 
program,  utilizing  existing  private  loan 
markets,  which  would  provide  modest  interest 
subsidies  while  the  student  is  in  school,  but 
would  go  to  a market-rate  loan  once  the 
student  was  in  practice.  Also  provided  would 
be  increased  availability  of  loan  forgiveness 
inducements  for  health  professionals  who 
practice  in  medically  underserved  areas. 

Expanded  special  projects  grants  would 
assist  schools  in  carrying  out  programs 
designed  to  improve  the  geographic  and 
specialty  distribution  of  health  professionals 
and  to  strengthen  curriculum  offerings  in  key 
areas. 

A new  program  of  grants  would  be  estab- 
lished to  allow  states  to  provide  service 
scholarship  programs,  “thus  involving  states  in 
solving  geographic  distribution  problems.” 

A new  financial  distress  grant  program 
would  be  keyed  to  state  and  local  support  for 
schools  with  long-term  financial  problems. 

Schweiker  said  capitation  grants  “have 
served  useful  purposes  in  the  past,  but  do  not 
now  adequately  assure  that  institutions  re- 
ceiving the  grants  act  in  the  national  interest 
and  thus  deserve  support.  We  are  in  a time  in 
which  all  Americans  must  restrain  the  de- 
mands they  place  upon  the  federal  budget.  In 
these  circumstances,  capitation  is  a luxury  we 
cannot  afford.” 

Insurance. 

Top  Health  Republicans  are  now  backing  a 
new  catastrophic  national  health  insurance 


plan.  House  Minority  Leader  John  Rhodes 
(AZ)  and  Rep.  James  Martin  (NC),  Chairman 
of  the  House  Republican  Task  Force  on  Health 
Policy,  say  their  Medical  Expense  Protection 
Act  of  1980  is  a two-pronged  approach 
designed  to  improve  health  coverage  under 
voluntary  private  plans  and  to  provide 
catastrophic  protection  for  all  people  not 
covered  by  a plan  or  by  a public  program. 

A formula  in  the  bill  provides  that  once 
medical  bills  reach  a certain  percentage  of 
income,  all  further  expenses  are  automatically 
assumed  by  the  program. 

Estimated  first  year  cost  of  the  bill  was  set 
at  $7  billion,  compared  to  $24  billion  for 
President  Carter’s  health  plan,  and  $50  billion 
for  Sen.  Edward  Kennedy’s  approach. 

Under  the  bill,  private  health  insurance 
plans  would  be  required  to  meet  certain 
standards  or  lose  their  tax  deductibility.  The 
standards  include  minimum  levels  of  cat- 
astrophic coverage,  minimum  employer 
premium  contributions  and  certain  types  of 
coverage  requirements. 


Laetrile  again. 

A Federal  Appeals  Court  has  written  a 
concluding  chapter  on  Laetrile,  holding  that 
terminally-ill  patients  have  no  constitutional 
right  to  the  drug  regardless  of  federal  law. 

The  Supreme  Court  ruled  last  summer  that 
dying  patients  are  not  entitled  to  an  exemption 
from  the  government’s  laetrile  ban,  but  sent 
the  case  back  to  the  10th  Circuit  Court  of 
Appeals  in  Denver,  CO,  to  consider  constitu- 
tional and  statutory  questions. 

The  Appeals  Court  said  “the  decision  by  the 
patient  whether  to  have  a treatment  or  not  is  a 
protected  right,  but  his  selection  of  a particular 
treatment,  or  at  least  a medication,  is  within 
the  area  of  governmental  interest  in  protecting 
public  health.” 

Congress  has  the  right  to  “limit  the  patient’s 
choice  of  medication”  through  the  Food  and 
Drug  laws,  said  the  Court. 
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Watch  this. 

The  American  Hospital  Association  has 
approved  a policy  statement  that  hospital 
medical  staffs  should  set  up  standards  for 
people  who  perform  health  services  but  are 
neither  hospital  employees  nor  members  of  the 
medical  staff. 

“It  is  essential  that  the  appropriateness  of 
their  service  or  scope  of  activities  within  the 
institution  as  well  as  the  qualifications  of  these 
individuals  be  evaluated  by  the  hospital,”  said 
the  AHA  during  its  annual  meeting  in  Wash- 
ington, D.C. 

The  AHA  said  medical  staff  bylaws  should 
establish  procedures  for: 

- determination  of  the  general  qualifications 
to  be  required  of  the  nonstaff  employee 
practitioners  and  level  of  medical  super- 
visions needed. 

- recommendations  regarding  the  scope  of 
activities  for  each  practitioner,  determined 
on  the  basis  of  an  assessment  of  qualifica- 
tions such  as  educational  background,  licen- 
sure, certification,  experience,  and  demon- 
strated competence. 

- recommendations  regarding  categories  for 


appointment,  performance  review  pro- 
cedure, reappointments,  disciplinary 
actions,  and  appeals  procedure. 

The  AHA  said  hospital  procedures  should 
specify  that  the  activities  of  the  practitioners 
in  question  are  to  be  performed  in  consultation 
with  the  medical  staff  and  that  they  (pro- 
cedures) will  not  be  undertaken  unless  either 
(a)  requested  or  approved  by  admitting  or 
attending  physicians,  or  (b)  indicated  in  a 
protocol  developed  or  approved  by  the 
medical  staffs,  and  consented  to  by  the 
patients. 

Costs. 

The  Department  of  Health,  Education,  and 
Welfare  has  announced  a national  study  of  the 
use,  costs  and  financing  of  health  care  services 
in  the  U.S.  A joint  project  of  the  National 
Center  for  Health  Statistics  and  the  Health 
Care  Financing  Administration,  the  study  will 
involve  10,000  households  across  the 
country.  It  will  produce  detailed  information 
on  the  amounts  and  types  of  health  care 
received  during  1980,  the  costs  of  the  services 
and  the  sources  which  helped  to  pay  the  bills. 
The  information  will  be  used  to  measure  and 
monitor  the  effects  of  existing  health  care 
financing  programs  on  health  status  and  costs. 


Books 


Handbook  of  pediatrics;  by  Henry  K.  Silver,  M.D.,  C. 
Henry  Kempe,  M.D.,  and  Henry  B.  Bruyn.  M.D.,  and  other 
contributors;  735  pages;  limp  cover  $9.50;  published 
1980  by  Lange  Medical  Publications,  Los  Altos,  Cali- 
fornia. 

This  is  the  13th  edition  of  this  book,  having  first 
appeared  in  1955.  The  handbook  has  been  translated  into 
four  other  languages.  It  is  divided  into  32  chapters,  there 
is  a good  index,  and  an  almost  70-page  appendix  which 
contains  laboratory  tests,  drug  dosages  and  therapy, 
normal  values,  chromosomal  disorders,  and  more. 

The  book  is  conveniently  small  and  will  fit  in  a white- 
coat pocket.  Printing  is  good,  the  text  is  obviously  up-to- 
date,  and  there  are  tables  and  figures  scattered  through- 
out the  book. 

It’s  a good  book;  you  might  save  a life  if  you  read  it,  and 
what  else  could  you  buy  with  $9.50,  lunch? 

F.C. 


Handbook  of  poisoning;  by  Robert  H.  Dreisbach, 
M.D.;  578  pages;  limp  cover,  $9.00;  published  1980  by 
Lange  Medical  Publications,  Los  Altos,  California. 

This  is  the  tenth  edition  of  the  Handbook,  which  first 
appeared  in  1955.  Its  author  is  a professor  at  the 
University  of  Washington,  Seattle.  The  book  is  divided 
into  6 sections,  and  further  into  36  chapters.  The  print  is 
good,  there  is  an  index,  tables  scattered  throughout,  and 
unnumbered  references. 

The  book  is  strong  enough  to  stand  on  your  desk  or 
shelf  and  small  enough  to  go  into  your  whitecoat  pocket, 
where  you  can  get  at  it  quickly. 

Hemlock  poisoning,  it  says,  results  in  convulsions  and 
respiratory  failure;  with  vomiting  and  cyanosis.  That’s  not 
what  Socrates  did,  but  that’s  the  patina  of  history. 

F.C. 
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Coming  Meetings 


ALPHA  OMEGA  ALPHA,  ALPHA 
CHAPTER  OF  NEBRASKA  — Friday, 
April  11,  1980,  Noon  Convocation  at  Univer- 
sity of  Nebraska  Medical  Center,  Continuing 
Education  Amphitheatre.  Physicians  and 
medical  students  invited  (no  charge).  Evening 
Initiation  Banquet  at  Omaha  Country  Club. 
Speaker  for  both  events:  Wendell  F.  Rosse, 
M.D.,  Department  of  Hematology,  Duke 
University  Medical  Center,  Durham,  North 
Carolina. 

THE  AMERICAN  HEART  ASSOCIATION 

— Lincoln  Division,  is  holding  a seminar 
entitled  “Congestive  Heart  Failure:  What’s 
New?”  at  the  Nebraska  Center  for  Continu- 
ing Education  on  April  19, 1980  at  8:30  a.m., 
Lincoln,  Nebraska. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  April  27-30,  1980,  Omaha 
Hilton,  Omaha,  Nebraska. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 

— Tuesday,  April  29,  1980,  Annual  Business 
Meeting,  4:30  p.m.,  Omaha  Hilton  Hotel.  All 
alumni  invited.  Meeting  in  conjunction  with 
Nebraska  Medical  Association  meeting. 

HEALTH  CARE  IN  THE  ELDERLY  — 
Third  Annual  Meeting.  May  22  and  23, 
1980.  Sponsored  by  the  University  of  Iowa 
Departments  of  Family  Practice  and  Internal 
Medicine  and  the  Iowa  Gerontology  Project. 
Two  day  meeting  of  varied  presentations  of 
many  aspects  of  geriatric  medicine.  AMA 
Category  I 15 ‘/a  hours.  For  information 
contact:  Ian  M.  Smith,  M.D.,  Department  of 


Internal  Medicine,  University  of  Iowa 
Hospitals,  Iowa  City,  Iowa  52242;  (319- 
356-2727). 

3rd  Annual  Seminar:  Pediatrics:  the  Uni- 
versity of  South  Dakota  School  of  Medicine 
Department  of  Pediatrics  and  Adolescent 
Medicine  and  the  South  Dakota  Chapter  of  the 
Academy  of  Pediatrics,  June  18-20,  1980;  at 
Sylvan  Lake  Resort  in  the  Black  Hills  of  South 
Dakota.  For  additional  information  contact: 
Charles  R.  Rose,  Director  of  Continuing 
Health  Education,  800  E.  21st  Street,  Sioux 
Falls,  South  Dakota  57101  (605)  339-7573. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  House  of  Delegates,  July 
20-24,  1980,  Chicago  Mariott,  Chicago, 
Illinois. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  2-4,  1980,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 

— Alumni  Reception,  October  7,  1980,  in 
New  Orleans,  in  conjunction  with  American 
Academy  of  Family  Physicians  meeting. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 

— Alumni  Centennial  Gourmet  Dinner  and 
Dance,  Monday,  October  27,  1980,  at 
Holiday  Inn  High  Rise,  70th  and  Grover, 
Omaha;  in  conjunction  with  Omaha  Mid- 
West  Clinical  Society  Postgraduate 
Assembly. 
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The  Letter  Box 

February  26,  1980 

Dear  Dr.  Cole: 

In  their  article  “Physostigmine  Reversal  of 
Delirium  and  Coma”  (Nebr  Med  J 65:36,1980), 
Newman  et  al  state  that  physostigmine  is 
useful  in  treating  tricyclic  antidepressant 
overdose  and  complications  like  coma, 
seizures,  and  supraventricular  tachycardia. 
However,  I would  like  to  warn  readers  that  the 
benefit  of  using  physostigmine  to  reverse 
anticholinergic  effects  seen  in  tricyclic  over- 
dose must  be  weighed  against  potentially 
serious  hazzards  associated  with  its  use. 

In  the  presence  of  a wide  QRS  duration  or 
heart  block,  physostigmine  may  produce  sinus 
bradycardia,  complete  heart  block,  or  even 
asystole.'  It  can  also  cause  hypotension  and 
precipitate  convulsions. Supraventricular 
tachycardia  in  tricyclic  overdose  does  not  need 
treatment  in  most  cases,  unless  it  is  contribut- 
ing to  hypotension,  myocardial  ischemia,  or 
congestive  heart  failure.  In  these  cases  we 
recommend  D.C.  cardioversion,  propranolol, 
or  digoxin,  depending  on  the  situation.  Physo- 
stigmine may  awaken  a comatose  patient 
following  tricyclic  overdose,  however,  the 
arousal  is  frequently  only  partial  and  lasts  only 
a few  minutes.  Seizures  are  probably  best 
managed  with  diazepam  (Valium)  or  phenytoin 
(Dilantin). 

One  needs  to  be  very  cautious  and  restric- 
tive in  the  use  of  physostigmine  in  tricyclic 
overdose  because  of  the  possibility  of  aggra- 
vating serious  cardiac  toxicity  or  hypotension 
or  precipitating  convulsions.  Its  indiscriminate 
use  in  tricyclic  overdose  cannot  be  condoned 
based  on  the  information  available. 
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I submit  the  foregoing  letter  for  considera- 
tion for  publication  as  a Letter  to  the  Editor 
in  the  Nebraska  Medical  Journal.  I think  it 


serves  to  emphasize  some  important  points 
regarding  the  use  of  physostigmine  in  tricyclic 
antidepressant  overdose.  If  you  decide  to 
publish  it,  I would  prefer  that  the  references  be 
included  for  the  readers  benefit. 

Sincerely, 

John  B.  Marshall,  M.D. 

Department  of  Internal  Medicine 

University  of  Nebraska  Medical  Center 

Omaha,  Nebraska  68105 


To  The  Editor: 

We  appreciate  Dr.  Marshall’s  comments 
regarding  care  in  the  reversal  of  tricyclic 
overdosage  with  physostigmine.  We  did  allude 
to  this  in  less  detail  in  our  article.  Once  again 
we  would  point  out  that  physostigmine  should 
not  be  the  first  line  of  treatment  in  any 
overdose  sitation.  The  airway  must  be  secured 
and  protected  initially  and  only  then  can  such 
measures  as  physostigmine  reversal  be 
contemplated. 

Sincerely,  • 

Terry  Newman,  M.B.,  BCh.,  BaO. 

Department  of  Anesthesia 

University  of  Nebraska  Medical  Center 


Dear  Doctor  Cole: 

It  was  with  interest  and  empathy  I read  the 
brief  article  by  Susan  A.  Sallady,  Ph.D., 
entitled,  “Medicine,  Morality,  and  Mood.”  In 
her  discussion  of  the  problems  and  dilemmas 
of  biomedical  ethics,  it  seemed  to  me  that  as  a 
practicing  physician  of  close  to  25  years,  I have 
experienced  an  increasing  awareness  that 
medicine  has  once  again  come  full  circle. 

The  physician,  of  years  gone  by,  had  few 
specifics,  but  had  much  wisdom,  and  as  he 
used  his  wisdom  and  his  concern  for  his 
patients,  he  did  them  great  good.  It  has  been 
an  increasing  awareness  of  the  medical 
educators,  that  as  greater  knowledge,  greater 
science,  and  greater  therapeutic  specificity  has 
become  available,  the  physician  has  become 
more  of  a technician,  more  like  an  engineer, 
than  the  physician  of  the  past.  He  knows  what 
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he  can  do  but  he  has  thought  very  little  about 
what  he  should  do. 

It  is  interesting  that  the  role  of  the  physician 
as  a physician  has  to  be  re-created  in  a 
subspecialty  of  psychiatry  called  bio-medical 
ethics,  which  returns  the  physician  once  again 
to  a consideration  of  what  is  really  in  the 
patient’s  best  interest,  in  the  manner  of  what 
he  should  offer,  and  makes  this  an  ethical 
consideration,  it  is  a sad  thing  that  this  had  to 
be  recreated,  when  in  the  finest  tradition  of 
medicine  the  first  concern  of  the  physician  was 
“what  was  truly  in  the  patient’s  best  interest” 
and  not  what  he  could  do  technically. 

Yours  very  truly, 

James  R.  Dunlap,  M.D. 


To  The  Editor: 

I agree  that  the  physician  of  today,  despite 
changing  values  and  demands,  ought  to  have 
the  patient’s  best  interest  at  heart.  But  beyond 
this,  the  picture  often  grows  confusing:  1)  who 
is  the  patient?  (consider  situations  involving 
abortion  or  organ  transplantation);  2)  who 
knows  the  patient’s  best  interest?  (is  the 
physician  or  the  patient  in  a better  position  to 
know?  — a difficult  issue  when  informed 


consent  is  involved,  or  when  the  patient  is 
mentally  handicapped  in  some  way,  or 
stressed,  etc.);  3)  what  happens  when  the 
patient’s  best  interest,  as  seen  by  the  patient, 
directly  conflicts  with  the  physician’s  sense  of 
obligation?  (consider  situations  involving 
euthanasia  or  issues  surrounding  a psychiatric 
patient’s  right  to  refuse  treatment). 

These  and  other  concerns  involve  judgments 
and  values  which  may  be  problematic  at  best. 
Often  the  implications  of  a decision  go  far 
beyond  the  individual  physician/patient  rela- 
tionship potentially  to  affect  the  structure  of 
society  generally  {in  vitro  fertilization  is  one 
such  issue  involving  very  complex  judgments). 
For  these  reasons  and  others  it  is  unfortunate- 
ly simplistic  to  assume  that  the  recreation  of 
biomedical  ethics  represents  a sad  thing  or  a 
preempting  of  individual  physician’s  commit- 
ment. It  is  hopefully  just  the  opposite. 

I should  also  point  out  that  biomedical 
ethics  is  not  a subspecialty  of  psychiatry  any 
more  than  it  is  of,  say,  OB-GYN.  It  is  a 
subspecialty  of  ethics,  a branch  of  philosophy, 
and  is  a discipline  relevant  to  all  medical 
specialties. 

Susan  A.  Salladay,  Ph.D. 

Assistant  Professor  of  Biomedical  Ethics 

University  of  Nebraska  College  of  Medicine 
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Welcome  New  Members 


Dennis  L.  Hodge,  M.D. 

600  North  Cotnef,  #215 
Lincoln,  NE  68505 

Gilbert  Rude,  M.D. 
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Kearney,  NE  68847 
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University  of  Nebraska  Medical  Center 
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1300  Nebraska  Avenue 
Norfolk,  Nebraska  68701 
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Plattsmouth,  NE  68048 
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University  of  Nebraska  Medical  Center 
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Scott  G.  Rose,  M.D. 

8601  West  Dodge  Road,  #216 
Omaha,  NE  68114 

Lillian  M.  Stoller,  M.D. 

Nebraska  Psychiatric  Institute 
Omaha,  Nebraska  68106 

Richard  P.  Murphy,  M.D. 

808  South  52nd 
Omaha,  Nebraska  68106 

James  M.  Horrocks,  M.D. 

10060  Regency  Circle 
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Merle  T.  McAlvey,  M.D. 
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11 2th  Annual 
Session 


THE  NEBRASKA 
MEDICAL 
ASSOCIATION 


APRIL  27-30, 
1980 


OMAHA  HILTON  HOTEL 


112TH  ANNUAL  SESSION 
NEBRASKA  MEDICAL 
ASSOCIATION 


Nebraska  Medical  Association 
1512  First  National  Hank  Building 
Lincoln.  Nebraska  8H508 
(402)  474-4472 


SCIENTIFIC  SESSIONS  COMMITTEE 


Robert  M.  Stryker,  M.D.,  Chairman Omaha 

James  R.  Brown,  M.D Omaha 

Richard  A.  Cottingham,  M.D McCook 

Dale  W.  Ebers,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Richard  A.  Hranac,  M.D Kearney 

John  C.  Sage,  M.D Omaha 

Bernard  F.  Wendt,  M.D Lincoln 


1‘URPOSE: 

To  advance  the  science  and  art  of  medicine  and  to 
elevate  the  standards  of  medical  education.  Meetings 
of  the  Annual  Session  are  devoted  to  the  scientific 
work  of  the  members,  disseminating  to  members  and 
others,  facts  and  opinions  relating  to  medical 
knowledge,  treatment  and  procedures. 

The  overall  goal  of  this  scientific  program  is  to 
substantiate  or  change  the  attitude  and  approach  of 
the  physician  to  the  solution  of  a given  medical 
problem,  present  new  knowledge  in  a specific  area, 
update  data  and  introduce  new  specific  skills  and 
techniques. 

OBJECTIVES: 

The  objectives  of  this  scientific  program  are  to  equip 
the  participant  to: 

1 . Recognize  the  hazards  and  benefits  of  jogging  and 
to  be  able  to  properly  advise  the  patient. 

2.  Increase  his  skills  in  the  management  of  heart 
disease  and  in  the  use  of  anti-arrythmic  agents. 

,3.  Understand  human  sexuality  and  to  treat  more 
effectively  problems  in  human  sexuality. 

4.  Understand  the  principles  and  applications  of 
ultra-sonography. 

5.  Become  familiar  with  the  “Family  Cancer 
Syndrome.” 

6.  Be  up-to-date  about  the  advancements  in  the 
treatment  of  ophthalmologic  abnormalities. 

SPONSORSHIP: 

The  meeting  is  sponsored  by  the  Scientific  Sessions 
Committee  of  the  Nebraska  Medical  Association. 

CREDIT: 

This  program  is  acceptable  for  9 prescribed  hours  by 
the  American  Academy  of  Family  Physicians. 

As  an  organization  accredited  for  continuing  medical 
education,  the  Scientific  Sessions  Committee  of  the 
NMA  certifies  that  this  continuing  medical  education 
offering  meets  the  criteria  for  9 hours  of  credit  in 
Category  I of  the  Physician’s  Recognition  Award  of 
the  American  Medical  Association,  provided  it  is 
used  and  completed  as  designed. 


GENERAL  INFORMATION 


The  host  facility  for  the  Annual  Session  is  the  Omaha 
Hilton  Hotel,  16th  and  Dodge  Streets,  Omaha, 
Nebraska  68102.  Telephone:  (402)  346-7600 
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REGISTRATION  — The  registration  desk  will  be 
located  on  the  Mezzanine  Level  of  the  Omaha  Hilton 
Hotel.  Registration  begins  at  8:00  a.m.,  on  Monday, 
Tuesday  and  Wednesday.  The  registration  fee  for 
member  physicians  is  $25.00.  The  registration  fee  for 
physician  non-members  is  $40.00.  Identification 
badges  must  be  worn  by  all  persons  attending  the 
session. 

GENERAL  SESSIONS  — Mezzanine  Level,  Omaha 
Hilton  Hotel  (See  Pages  8-20  for  further  details.) 


OF  SPECIAL  INTEREST 


ANNUAL  RECOGNITION  AND  RELIGION  BAN- 
QUET — Sunday,  April  27,  7:00  p.m..  Grand 
Ballroom  East,  Omaha  Hilton  Hotel.  Recognition  of 
Fifty-Year  Practitioners.  John  Erickson,  National 
President  of  the  Fellowship  of  Christian  Athletes,  will 
present  a talk  entitled,  “Three  R’s  for  the  1980’s.” 
Presiding:  Dale  W.  Ebers,  M.D. 

SCIENTIFIC  BREAKFAST  MEETING  - Tuesday, 
April  29,  7:30  a.m.,  Nebraska  Room,  Omaha  Hilton 
Hotel.  William  R.  Hamsa,  Jr.,  M.D.  and  Eugene  M. 
Zweiback,  M.D.,  will  lecture  on  the  topic,  “To  Jog  or 
Not  To  Jog.”  Moderator:  John  C.  Sage,  M.D. 

ATHLETIC  MEDICINE  LUNCHEON  — Tuesday,  April 
29,  12:00  noon,  Missouri  and  Iowa  Rooms,  Omaha 
Hilton  Hotel.  Mr.  Pat  Mallette  of  Blair,  Nebraska, 
will  be  the  guest  speaker.  His  presentation  is  entitled 
“Time  Out  for  the  Referee.”  Presiding:  Charles  W. 
Landgraf,  Jr.,  M.D. 

PRESIDENT’S  RECEPTION  — Honoring  the  President 
of  the  Nebraska  Medical  Association  and  the 
President  of  the  Nebraska  Medical  Association 
Auxiliary.  Tuesday,  April  29,  6:00  p.m..  Western 
Heritage  Museum,  Union  Station,  801  South  10th, 
Omaha,  Nebraska. 

FUN  NIGHT  — An  evening  of  fun  and  nostalgia  at  the 
Western  Heritage  Museum,  Union  Station,  801 
South  10th,  at  7:00  p.m.,  Tuesday,  April  29. 
Exceptional  cuisine  and  dancing  to  the  “big  band 
sound”  of  the  Resurrected  Swing,  an  eighteen-piece 
orchestra.  The  President’s  Reception  will  imme- 
diately precede  the  dinner.  James  J.  Woodbury, 
M.D.,  Chairman. 

PAST  PRESIDENT’S  BREAKFAST  — Wednesday, 
April  30,  7:00  a.m.,  Bel-Air  Room,  Omaha  Hilton 
Hotel. 

ANNUAL  DISTINGUISHED  LUNCHEON  — Wednes- 
day, April  30,  12:00  noon.  Grand  Ballroom  East, 
Omaha  Hilton  Hotel.  Installation  of  Russell  L. 
Gorthey,  M.D.,  as  1980-81  NMA  President.  John  S. 
Zapp,  D.D.S.,  will  be  the  guest  speaker.  His 
presentation  is  entitled,  "What  Happened  to  the 
Good  ‘Ole  Congress’?”  Presiding:  Francis  I). 
Donahue,  M.D. 
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The  Nebraska  Medical  Association  takes  this  oppor- 
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Donley  Medical  Supply  Company 
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Mead  Johnson,  Nutritional  Division 
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of  Nebraska 

Merck  Sharp  & Dohme,  Postgraduate  Program 

Nebraska  Medical  Foundation 

Parke-Davis 

A.  H.  Robins  Company 

Roche  Laboratories 

St.  Paul  Fire  & Marine  Insurance  Company 
Smith  Kline  & French  Laboratories 
E.  R.  Squibb  & Sons,  Inc. 

The  Upjohn  Company 
Wyeth  Laboratories 
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Russell  L.  Gorthey,  M.D.,  Lincoln 1980-1981 
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Orin  R.  Hayes,  M.D.,  Lincoln 1981 
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Harr>'  W.  McFadden,  Jr.,  M.D.,  Omaha 1980 

Vice  Speaker,  House  of  Delegates 
Alvin  A.  Armstrong,  M.D.,  Scottsbluff 1980 


Board  of  Councilors 

District  Term  Expires 

I.  Carlyle  E.  Wilson,  Jr.,  M.D.,  Omaha 1981 

II.  Louis  J.  Gogela,  M.D.,  Lincoln 1981 

III.  Myron  E.  Samuelson,  M.D.,  Wymore 1981 

IV.  James  G.  Carlson,  M.D.,  Verdigre 1981 

V.  Warren  R.  Miller,  M.D.,  Columbus 1982 

VI.  Richard  M.  Pitsch,  M.D.,  Seward 1982 

VII.  Clarence  Zimmer,  M.D.,  Friend 1982 

VIII.  Thomas  H.  Wallace,  M.D.,  Gordon 1982 

IX.  Joel  T.  Johnson,  M.D.,  Kearney 1980 

X.  Fred  J.  Rutt,  M.D.,  Hastings 1980 

XI.  Berl  W.  Spencer,  M.D.,  Ogallala 1980 

XII.  Calvin  M.  Oba,  M.D.,  Scottsbluff 1980 

Chairman,  Board  of  Councilors 
Carlyle  E.  Wilson,  Jr.,  M.D.,  Omaha 1980 


f 

RUSSELL  L.  GORTHEY,  M.D. 
President  1980-1981 


Board  of  Directors 

Charles  VV’.  Landgraf,  Jr.,  M.D.,  Hastings  ....  Chairman 

Russell  L.  Gorthey,  M.D.,  Lincoln Vice-Chairman 

Orin  R.  Hayes,  M.D.,  Lincoln Secretary 

Houtz  G.  Steenburg,  M.D.,  Torrington,  WY  . . . Immediate 

Past  President 

Allan  C.  Landers,  M.D.,  Scottsbluff 1982 

Frederick  F.  Faustian,  M.D.,  Omaha 1980 

Herbert  E.  Reese,  M.D.,  Lincoln 1981 

Harry  W.  McFadden,  Jr.,  M.D.,  Omaha Ex-Officio 

Alvin  A.  Armstrong,  M.D.,  Scottsbluff Ex-Officio 

Carlyle  E.  Wilson,  .Jr.,  M.D.,  Omaha Ex-Officio 


Delegates  to  AMA 

C.  J.  Cornelius,  Jr.,  M.D.,  Sidney 1981 

John  D.  Coe,  M.D.,  Omaha 1980 

Alternate  Delegates  to  AMA 

Louis  J.  Gogela,  M.D.,  Lincoln 1981 

Blaine  Y.  Roffman,  M.D.,  Omaha 1980 

Delegate  to  North  Central  Medical  Conference 

Dwaine  J.  Peetz,  M.D.,  Neligh 1980 

Editor,  Nebraska  Medical  Journal 
Frank  Cole,  M.D Lincoln 


Executive  Staff 

Kenneth  E.  Neff,  Executive  Director Lincoln 

William  L.  Schellpeper,  Assistant 
Executive  Director Lincoln 
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ANCILLARY  MEETINGS 


BUSINESS  SESSIONS  TIMETABLE 


NEBRASKA  CHAPTER,  AMERICAN  COLLEGE  OF  Board  of  Councilors 

SURGEONS  ANNUAL  BUSINESS  MEETING  - 

Saturday,  April  26,  4:00  p.m..  Capital  Room,  Omaha  Sunday,  April  27,  1980,  10:30  a.m.,  Flannagan  Room 
Hilton  Hotel. 


UNIVERSITY  OF  NEBRASKA  PRECEPTOR  BREAK- 
FAST — Tuesday,  April  29,  7:30  a.m..  Dodge  Room, 
Omaha  Hilton  Hotel. 


UNIVERSITY  OF  NEBRASKA  COLLEGE  OF  MEDI- 
CINE ALUMNI  MEETING  AND  SOCIAL  HOUR 
— Tuesday,  April  29,  4:30  p.m..  Capital  and  Dodge 
Rooms,  Omaha  Hilton  Hotel. 


Board  of  Directors 

Sunday,  April  27,  1980,  4:30  p.m.,  Wyoming  Suite 
House  of  Delegates 

First  Session:  Sunday,  April  27,  1980,  1:00  p.m.. 

Midlands  Suite 

Second  Session:  Monday,  April  28,  1980,  8:00  a.m.. 
Midlands  Suite 


NOTES 


Third  Session:  Wednesday,  April  30,  1980,  7:30  a.m.. 

Midlands  Suite 


Nominating  Committee 

First  Session:  Monday,  April  28,  1980,  10:30  a.m.. 

Conference  Room 

Second  Session:  Tuesday,  April  29,  1980,  11:15  a.m.. 
Conference  Room 

Third  Session:  Tuesday,  April  29,  1980,  4:15  p.m.. 

Conference  Room 
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SUNDAY  EVENING,  APRIL  27.  1980 


7:00  ANNUAL  RECOGNITION  AND  RELIGION 
BANQUET  — Grand  Ballroom  East 
For  Physicians  and  Their  Spouses 
Presiding  — 

Dale  W.  Ebers,  M.D.,  Lincoln 
Recognition  of  Fifty-Year  Practitioners 


F.  W.  Brewster,  M.D. 
Holdrege 

E.  G.  Brillhart,  M.D. 
Morro  Bay,  California 


Lloyd  S.  McNeill,  M.D. 
Hastings 

Omer  L.  Seng,  M.D. 
Alliance 


MONDAY,  APRIL  28.  1980 


Morning 


7:00  NMA  Mini  Marathon 

(Participation  by  Preregistration  Only) 
Thomas  Frank,  M.D.,  Co-Chairman 
Eugene  M.  Zweiback,  M.D.,  Co-Chairman 


11:00 

to 

6:00 


Tennis  Tournament 

Brandeis  Indoor  Tennis  Center 
Hanscom  Park 
3200  Ed  Creighton  Blvd. 
(Participation  by  Preregistration) 
John  C.  Sage,  M.D.,  Co-Chairman 
Daniel  G.  Bohi,  M.D.,  Co-Chairman 


William  J.  Gentry,  M.D.  W.  W.  Waddell,  M.D. 

Gering  Beatrice  Afternoon 


Robert  L.  Hook,  M.D. 
Rushville 

Raymond  G.  Lewis,  M.D. 
Omaha 

Louis  E.  Marx,  M.D. 

San  Diego,  California 


Edmond  M.  Walsh,  M.D. 
Omaha 

Horace  H.  Whitlock,  M.D. 
Vashon,  Washington 


1:00  Golf  Tournament 

Highland  Country  Club 
128th  & Pacific 
(Shotgun  Tee  Off) 

(Participation  by  Preregistration) 
Luncheon  11:30  to  1:00 
Thomas  Frank,  M.D.,  Co-Chairman 
R.  W.  Olnhausen,  M.D.,  Co-Chairman 


Guest  Speaker 

Three  R’s  for  the  1980’s” 

John  Erickson 
National  President 
Fellowship  of  Christian  Athletes 
Kansas  City,  Missouri 


Evening 

6:00  Sportsman’s  Day  Social  Hour 
Highland  Country  Club 
128th  & Pacific 

James  J.  Woodbury,  M.D.,  Chairman 

7:30  Sportsman’s  Annual  Award  Dinner 
Highland  Country  Club 
128th  & Pacific 

James  J.  Woodbury,  M.D.,  Chairman 


John  Erickson 
Kansas  City,  Missouri 
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TUESDAY  MORNING,  APRIL  29,  1980 


TUESDAY  MORNING,  APRIL  29,  1980 


7:30  SCIENTIFIC  BREAKFAST  MEETING  — 
to  Nebraska  Room 
9:00 

Moderator  — 

John  C.  Sage,  M.D.,  Omaha 

“To  Jog  or  Not  To  Jog” 

— William  R.  Hamsa,  Jr.,  M.D. 

Orthopedic  Surgeon 
Omaha,  Nebraska 
—Eugene  M.  Zweiback,  M.D. 

General  Surgeon 
Omaha,  Nebraska 

8:00  Registration,  Mezzanine  Level 


Carl  W.  White,  M.D. 

Iowa  City.  Iowa 


Jonathan  Abrams,  M.D. 

Albuquerque.  New  Mexico 


9:00  SYMPOSIUM  ON  CARDIAC  THERAPY,  1980 
to  — Lewis  Room 
12:00 

Moderator  — 

Alan  D.  Forker,  M.D.,  Omaha 

“Medical  Management  of  Coronary  Artery' 
Disease” 

—Carl  W.  White,  M.D. 

Associate  Professor  of  Medicine 
University  of  Iowa 
Director,  Coronary  Care  Unit 
Veterans  Administration  Hospital 
Director,  Cardiac  Catheterization  Laboratories 
University  Hospital  and  Veterans  Administration 
Hospital 
Iowa  City,  Iowa 

“Management  of  Congestive  Heart  Failure” 

— Jonathan  Abrams,  M.D. 

Chief,  Cardiology  Division 
Associate  Professor,  Department  of  Medicine 
University  of  New  Mexico  School  of  Medicine 
Albuquerque,  New  Mexico 

“Newer  Anti-arrhythmic  Agents” 

— Alan  I).  Forker,  M.D. 

Associate  Professor  of  Medicine 

Assistant  Director,  Cardiovascular  Medicine 

Director,  Heart  Station 

University  of  Nebraska  Medical  Center 

Omaha,  Nebraska 


(Questions  and  Discussion 
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PROGRAM 


TUESDAY  NOON,  APRIL  29,  1980 

12:00  ATHLETIC  MEDICINE  LUNCHEON  — 
noon  Missouri  and  Iowa  Rooms 

Presiding  — 

Charles  W.  Landgraf,  Jr.,  M.D.,  Hastings 


Guest  Speaker 

“Time  Out  for  the  Referee” 
Mr.  Pat  Mallette 
Field  Judge 

National  Football  League 
Blair,  Nebraska 


Mr.  Pat  Mallette 

Blair,  Nebraska 
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PROGRAM 


TUESDAY  AFTERNOON.  APRIL  29,  1980 

1:45  SYMPOSIUM  ON  SEXUALITY  — Lewis 
to  Room 

4:20  For  Physicians  and  Their  Spouses 
Moderator  — 

John  D.  Baldwin,  M.D.,  Lincoln 

“Sexual  Medicine  Today” 

— Martin  Goldberg,  M.D. 

Associate  Clinical  FTofessor  of  Psychiatry 
University  of  Pennsylvania  School  of  Medicine 
Director  of  Marital  Therapy  Training  and 
Research 

Institute  of  Pennsylvania  Hospital 
Philadelphia,  Pennsylvania 

Questions  and  Discussion 


2:45  Break 

3:00  “Medical  Aspects  of  Human  Sexuality” 

— Martin  Goldberg,  M.D. 

Questions  and  Discussion 


TUESDAY  EVENING.  APRIL  29,  1980 

6:00  PRESIDENT’S  RECEPTION 

I’or  Physicians  and  Their  Spouses 
Western  Heritage  Museum 
Union  Station 
801  South  10th 

7:00  FUN  NIGHT 

Western  Heritage  Museum 
Union  Station 
801  South  10th 

James  J.  Woodbury,  M.D.,  Chairman 


All  aboard  to  the  old  Union  Station  for  an  evening 
of  fun  and  nostalgia.  The  President’s  Reception,  a 
superb  steak  dinner  in  the  main  terminal  and 
dancing  into  the  night  to  music  by  the  Resurrected 
Swing. 


Bob  Start  & The  Resurrected  Swing  Orchestra 


The  Big  Band  Sounds  from  the  20’s  to  the  80’s  best 
describe  the  music  of  the  Resurrected  Swing 
Orchestra.  From  music  of  the  early  Big  Bands  such 
as  Glen  Miller,  Tommy  Dorsey,  Duke  Ellington  to 
the  bands  of  today  — Stan  Kenton,  Buddy  Rich, 
Maynard  Ferguson  and  Weather  Report  to  name 
just  a few.  Swing,  Dixie,  Ragtime,  Jazz  and  Rock 
are  all  part  of  the  Resurrected  Swing  Orchestra’s 
repertoire.  Listen  and  dance  to  music  of  18 
musicians  in  the  Big  Band  Style  of  the  past  and  the 
present. 
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PROGRAM 

WEDNESDAY  MORNING,  APRIL  30,  1980 


PROGRAM 


8:00  Registration,  Mezzanine  Level 

9:00  SYMPOSIUM  ON  WHAT’S  NEW  IN 
to  MEDICINE  — Lincoln  Room,  Lewis  Room, 
12:00  and  Clark  Room 

Three  Simultaneous  Round  Table  Discussions 
Scheduled  in  Fifty-Minute  Segments 
10  Minutes  Between  Each  Segment 

Informality  and  Free  Discussion  Will  Prevail 


WEDNESDAY  MORNING,  APRIL  30,  1980 

9:00 

to 

12:00 

I.  “Ultra  Sound  1980”  — Lincoln  Room 

— Kenneth  H.  Elson,  Jr.,  M.D. 

Radiologist 
Omaha,  Nebraska 

Section  Host  — 

Richard  A.  Cottingham,  M.D.,  McCook 


II.  “Current  Topics  in  Ophthalmology”  — Lewis 
Room 

— Frederick  A.  Mausolf,  M.D. 

Ophthalmologist 
Lincoln,  Nebraska 

Section  Host  — 

Stuart  P.  Embury,  M.D.,  Holdrege 


III.  “Family  Cancer  Syndrome”  — Clark  Room 

— Henry  Lynch,  M.D. 

Chairman,  Department  of  Preventive  Medicine 
and  Public  Health 

Creighton  University  School  of  Medicine 
Omaha,  Nebraska 

Section  Host  — 

James  R.  Brown,  M.D.,  Omaha 
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Auxiliary 

PROGRAM 


WEDNESDAY  NOON,  APRIL  30,  1980 

12:00  ANNUAL  DISTINGUISHED  LUNCHEON  — 
Grand  Ballroom  East 

For  Physicians  and  Their  Spouses 

Presiding  — 

Francis  D.  Donahue,  M.D.,  President 
Metropolitan  Omaha  Medical  Society 

Installation  of  Russell  L.  Gorthey,  M.I). 


Guest  Speaker 


“What  Happened  to  the  Good  ‘Ole  Congress’?” 
.John  S.  Zapp,  D.D.S. 

Director 

American  Medical  Association 
Washington  Office 
Washington,  D.C. 


MRS.  F.  WILLIAM 
KARRER 

Elkhorn,  Nebraska 
President,  1979-1980 


MRS.  CLIFFORD  M. 
HADLEY 


Lyons,  Nebraska 
President  1980-1981 


John  S.  Zapp,  D.D.S. 

Washington,  D.C. 


4:00  Mobile  Health  Gallery  Benefit 
“Fun  Day  at  the  Races” 
.4k-Sar-Ben  Coliseum  Clubhouse 


MR.  DAVID  C. 
CHAMPAGNE 


Omaha,  Nebraska 

Assistant  Director 
Center  for  Afghanistan 
Studies 

University  of  Nebraska 
at  Omaha 
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Auxiliary 

55th  Annual  Meeting 
of  the 

Nebraska  Medical  Association 
Auxiliary 

A CORDIAL  INVITATION  IS  EXTENDED  TO  EACH 
PHYSICIAN’S  SPOUSE  IN  NEBRASKA.  WE  URGE 
YOU  TO  REGISTER  AND  ATTEND  ALL  OF  OUR 
FUNCTIONS.  WELCOME  TO  OMAHA! 

Registration:  Mezzanine  Level,  Omaha  Hilton  Hotel 

Monday,  April  28  — 8:30  a.m.  to  1:00  p.m. 
Tuesday,  April  29  — 8:30  a.m.  to  10:00  a.m. 
Wednesday,  April  30  — 8:30  a.m.  to  12:00  noon 

Hospitality  Room,  Displays  and  AMA-ERF  Boutique: 
Monday,  April  28  — Capital  and  Dodge  Rooms 
Wednesday,  April  30  — Flannagan  Room 

Convention  Committees: 

General  Co-Chairmen: 

Mrs.  John  Hoesing  (Pam) 

Mrs.  John  Haggstrom  (Jan) 

Registration: 

Mrs.  Robert  Kruger  (Bev) 

Transportation: 

Mrs.  Stanley  Bach  (Lou) 

Decorations: 

Mrs.  James  Chapin  (Phyllis) 

Publicity: 

Mrs.  Sam  Watson  (Shon) 

Courtesy: 

Mrs.  Wayne  Markus  (Karen) 

Health  Gallery  Luncheon: 

Mrs.  Robert  Lynch  (Judy) 

Mrs.  Neal  Vanselow  (Mary) 

Mrs.  Thomas  Bush  (Patty) 

No-Host  Dinner: 

Mrs.  Dean  McGee  (Doris) 

Symphony  Designers  Showhouse  Tour: 

Mrs.  Daniel  Bohi  (Barbara) 

Chami)agne  Brunch: 

Mrs.  Jack  Lewis  (Kathy) 

Mrs.  Milton  Stastny  (Gayle) 

Fun  Day  at  the  Races: 

Mrs.  William  Hamsa  (Diane) 

Board  Meeting  Hostesses: 

Mrs.  Vernon  Ward  (Eleanor) 

Mrs.  Kirk  Lewis  (Barbara) 

Mrs.  Carlyle  Wilson  (Skip) 


Auxiliary 

PROGRAM 

SUNDAY,  APRIL  27,  1980 
Evening 

7:00  ANNUAL  RECOGNITION  AND  RELIGION 
BANQUET  — Grand  Ballroom  East, 
Omaha  Hilton  Hotel 
(Joint  Meeting  of  Auxiliary  and  NMA) 

Recognition  of  Fifty-Year  Practitioners 
Speaker  — 

“Three  R’s  for  the  1980’s” 

John  Erickson 
National  President 
Fellowship  of  Christian  Athletes 
Kansas  City,  Missouri 


MONDAY,  APRIL  28,  1980 
Morning 

8:30-  Registration,  Mezzanine  Level, 

1:00  Omaha  Hilton  Hotel 

8:30  Coffee  and  Rolls,  Capital  and  Dodge  Rooms, 
Omaha  Hilton  Hotel 

9:30  Annual  Meeting 

Pre-Convention  Board  Meeting 

Capital  and  Dodge  Rooms,  Omaha  Hilton  Hotel 
All  Members  Welcome 

Mrs.  F.  William  Karrer,  NMA  Auxiliary  President, 
Presiding 

Afternoon 

1:00  Health  Gallery  Benefit  Luncheon  at  the  home  of 
Mrs.  Robert  Lynch 
714  Ridgewood  Avenue 
Joan  M.  Hennecke 

Presenting:  The  Christmas  Spirit,  a skit  for 
year  ’round  entertainment.  Randall  Nogg  was 
especially  commissioned  to  write  this  material 
for  Mrs.  Hennecke. 

Please  sign  at  Registration  Desk  if  transporta- 
tion is  needed.  Meet  in  the  Hilton  Lobby  at 
12:30  for  transportation  and  caravan.  Maps 
available  at  Registration  Desk. 

3:00  Omaha  Symphony  Designers  Showhouse  Tour 
710  North  38th  Street 

Evening 

,'j:30  Social  Hour  for  Members-at-Large 
Dr.  & Mrs.  Bryce  Shopp’s  Suite 

6:30  Auxiliary  No- Host  Dinner 
French  Cafe 
1017  Howard  Street 

Sign  at  Registration  Desk  if  transportation  is 
needed.  Meet  in  Hilton  Lobby  at  6: Hi  for 
trans|)ortation. 
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Auxiliary 

PROGRAM 

TUESDAY,  APRIL  29,  1980 
Morning 

8:30-  Registration,  Mezzanine  Level,  Omaha  Hilton 
10:00  Hotel 

9:00-  Officers  Sharing  Hour  — Conference  Room, 
10:00  Omaha  Hilton  Hotel 
10:00  Champagne  Brunch 
The  Omaha  Club 
2002  Douglas  Street 

Meet  in  the  Lobby  at  9:45  if  transportation  is 
desired. 

Informal  Modeling  During  Brunch 
(Courtesy  of  the  Carriage  Shop) 

Presentation  of  Awards 
Installation  of  New  Officers 
Guest  Speaker: 

“Islam:  Iran  and  Afghanistan  Today” 

David  C.  Champagne 
Assistant  Director 
Center  for  Afghanistan  Studies 
University  of  Nebraska 
Omaha,  Nebraska 

Afternoon 

1:45-  Symposium  On  Sexuality  — Lewis  Room,  Omaha 
4:20  Hilton  Hotel 

(Joint  Meeting  of  Auxiliary  and  NMA) 
Moderator  — 

John  D.  Baldwin,  M.D.,  Lincoln 
“Sexual  Medicine  Today” 

— Martin  Goldberg,  M.D. 

Associate  Clinical  Professor  of  Psychiatry 
University  of  Pennsylvania  School  of  Medicine 
Director  of  Marital  Therapy  Training  and 
Research 

Institute  of  Pennsylvania  Hospital 
Philadelphia,  Pennsylvania 
Questions  and  Discussion 
2:45  Break 

3:00  “Medical  Aspects  of  Human  Sexuality” 

— Martin  Goldberg,  M.D. 

Questions  and  Discussion 
Evening 

6:00  President’s  Reception  for  Physicians  and  Their 
Spouses 

Western  Heritage  Museum 
Union  Station 
801  South  10th 
7:00  Fun  Night 

W’estern  Heritage  Museum 
Union  Station 
801  South  10th 

All  aboard  to  the  old  Union  Station  for  an 
evening  of  fun  and  nostalgia.  The  President’s 
Reception,  a superb  steak  dinner  in  the  main 
terminal  and  dancing  into  the  night  to  music 
by  the  Resurrected  Swing,  an  eighteen-piece 
orchestra  playing  the  “big  band  sound.” 


Auxiliary 

PROGRAM 

WEDNESDAY,  APRIL  30,  1980 
Morning 

8:30-  Registration,  Mezzanine  Level,  Omaha  Hilton 
12:00  Hotel 
8:00  Breakfast 

Flannagan  Room,  Omaha  Hilton  Hotel 
9:00  Post-Convention  Board  Meeting 

Flannagan  Room,  Omaha  Hilton  Hotel 
All  Members  Welcome 
Mrs.  Clifford  M.  Hadley,  Presiding 

Afternoon 

12:00  Annual  Distinguished  Luncheon 

Grand  Ballroom  East,  Omaha  Hilton  Hotel 
(Joint  Meeting  of  Auxiliary  and  NMA) 
Installation  of  Russell  L.  Gorthey,  M.D. 

Guest  Speaker 

“What  Happened  to  the  Good  ‘Ole  Congress’?” 
John  S.  Zapp,  D.D.S. 

Director 

American  Medical  Association 
Washington  Office 
Washington,  D.C. 

4:00  Mobile  Health  Gallery  Benefit 
“Fun  Day  at  the  Races” 

Ak-Sar-Berl  Coliseum  Clubhouse 
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Past  Presidents 

Nebraska  Medical  Association 


Gilbert  C.  Monell,  M.D.,  Omaha 1868-69 

James  H.  Peabody,  M.D.,  Omaha 1869-70 

N.  B.  Larsh,  M.D.,  Nebraska  City  1870-71 

R.  R.  Livingston,  M.D.,  Plattsmouth 1871-72 

A.  Bowen,  M.D.,  Nebraska  City  1872-73 

R P.  Mathewson,  M.D.,  Omaha  1873-74 

John  Black,  M.D.,  Plattsmouth  1874-75 

L.  H.  Robbins,  M.D.,  Lincoln  1875-76 

J.  P.  Peck,  M.D.,  Omaha  1876-77 

L.  J.  Abbott,  M.D.,  Fremont 1877-78 

E.  M.  Whitten,  M.D.,  Nebraska  City 1878-79 

Harvey  Link,  M.D.,  Millard  1879-80 

S.  D.  Mercer,  M.D.,  Omaha  1880-81 

M.  W.  Stone,  M.D.,  South  Omaha  1881-82 

A.  H.  Sowers,  M.D.,  Lincoln  1882-83 

Victor  H.  Coffman,  M.D.,  Omaha  1883-84 

F.  G.  Fuller,  M.D.,  Grand  Island  1844-85 

W.  W.  Knapp,  M.D.,  Lincoln 1885-86 

Richard  C.  Moore,  M.D.,  Omaha  1886-87 

George  H.  Peebles,  M.D.,  Lincoln  1887-88 

Milton  Lane,  M.D.,  Kearney  1888-89 

J.  C.  Denise,  M.D.,  Omaha  1889-90 

D.  A.  Walden,  M.D.,  Beatrice  1890-91 

Charles  Inches,  M.D.,  Scribner  1891-92 

M.  L.  Hildreth,  M.D.,  Lyons  1892-93 

A.  S.  von  Mansfelde,  M.D.,  Ashland  1893-94 

R B.  Lowry,  M.D.,  Lincoln  1894-95 

J.  E.  Summers,  M.D.,  Omaha  1895-96 

F.  D.  Haldeman,  M.D.,  Ord  1896-97 

Wilson  O.  Bridges,  M.D.,  Omaha  1897-98 

A.  R.  Mitchell,  M.D.,  Lincoln  1898-99 

Robert  McConaughy,  M.D.,  York 1899-00 

R M.  McClanahan,  M.D.,  Omaha 1900-01 

Wm.  B.  Eby,  M.D.,  Ainsworth  1901-02 

A.  B.  Anderson,  M.D.,  Pawnee  City  1902-03 

B.  F.  Crummer,  M.D.,  Omaha  1903-04 

R.  C.  McDonald,  M.D.,  Fremont 1904-05 

A.  F.  Jonas,  M.D.,  Omaha  1905-06 

F.  A.  Long,  M.D.,  Madison  1906-07 

Harold  Gifford,  M.D.,  Omaha  1907-08 

L.  M.  Shaw,  M.D.,  Osceola  1908-09 

P,  H.  Salter,  M.D.,  Norfolk  1909-10 

J.  P.  Lord,  M.D.,  Omaha  1910-11 

A.  D.  Nesbit,  M.D.,  Tekamah 1911-12 

I.  N.  Pickett,  M.D.,  Odell  1912-13 

D.  C.  Bryant,  M.D.,  Omaha  1913-14 

J.  P.  Gilhgan,  M.D.,  O'Neill  1914-15 

E.  W.  Rowe,  M.D.,  Lincoln  1915-16 

W,  F.  Milroy,  M.D.,  Omaha 1916-17 

(to  12-31-17) 

C.  L.  Mullins,  M.D.,  Broken  Bow  1918 

J.  M.  Bannister,  M.D.,  Omaha  1919 

H.  W.  Orr,  M.D.,  Lincoln  1920 

M.  S.  Moore,  M.D.,  Gothenburg  1921 

B.  B.  Davis,  M.D.,  Omaha  1922 


Past  Presidents 

Nebraska  Medical  Association 


B.  F.  Bailey,  M.D.,  Lincoln  1923 

Morris  Nielsen,  M.D.,  Blair  1924 

Palmer  Findley,  M.D.,  Omaha  1925 

H.  J.  Lehnhoff,  M.D.,  Lincoln  1926 

R E.  Potter,  M.D.,  Fairbury  1927 

B.  R.  McGrath,  M.D.,  Grand  Island  1928-29 

(to  5-14-291 

F.  S.  Owen,  M.D.,  Omaha  1929-30 

K.  S.  J.  Hohlen,  M.D.,  Lincoln  1930-31 

Lucien  Stark,  M.D.,  Norfolk 1931-32 

A.  E.  Cook,  M.D.,  Randolph  1932-33 

Adolph  Sachs,  M.D.,  Omaha  1933-34 

Joseph  Bixby,  M.D.,  Geneva  1934-35 

Claude  A.  Selby,  M.D.,  North  Platte  1935-36 

George  W.  Covey,  M.D.,  Lincoln  1936-37 

R.  W.  Fonts,  M.D.,  Omaha  1937-38 

Homer  Davis,  M.D.,  Genoa  1938-39 

A.  L.  Miller,  M.D.,  Kimball  1939-40 

Clayton  F.  Andrews,  M.D.,  Lincoln  1940-41 

W.  P.  Wherry,  M.D.,  Omaha  1941-42 

Dexter  D.  King,  M.D.,  York  1942-43 

A.  L.  Cooper,  M.D.,  Scottsbluff  1943-44 

Floyd  L.  Rogers,  M.D.,  Lincoln  1944-45 

Charles  McMartin,  M.D.,  Omaha  1945-46 

Earle  G.  Johnson,  M.D.,  Grand  Island  1946-47 

G.  E.  Charlton,  M.D.,  Norfolk  1947-48 

J.  E.  M.  Thomson,  M.D.,  Lincoln  1948-49 

J.  D.  McCarthy,  M.D.,  Omaha  1949-50 

C.  H.  Sheets,  M.D.,  Cozad  1950-51 

D.  B.  Steenburg,  M.D.,  Aurora  1951-52 

Harold  S.  Morgan,  M.D.,  Lincoln  1952-53 

James  F.  Kelly,  M.D.,  Omaha  1953-54 

Earl  F.  Leininger,  M.D.,  McCook  1954-55 

Wm.  E.  Wright,  M.D.,  Creighton  1955-56 

J.  M.  Woodward,  M.D.,  Lincoln  1956-57 

R.  Russell  Best,  M.D.,  Omaha  1957-58 

Fay  Smith,  M.D.,  Imperial  1958-59 

E.  E.  Koebbe,  M.D.,  Columbus  1959-60 

Fritz  Teal.  M.D.,  Lincoln  1960-61 

A.  J.  Offerman,  M.D.,  Omaha  1961-62 

O.  A.  Kostal,  M.D.,  Hastings  1962-63 

R.  F.  Sievers,  M.D.,  Blair  1963-64 

R.  E.  Garlinghouse,  M.D.,  Lincoln  1964-65 

Willis  D.  Wright,  M.D.,  Omaha  1965-66 

Dan  A.  Nye,  M.D.,  Kearney  1966-67 

Robert  J.  Morgan,  M.D.,  Alliance  1967-68 

Frank  H.  Tanner,  M.D.,  Lincoln  1968-69 

J.  Whitney  Kelley,  M.D.,  Omaha  1969-70 

Clarence  R.  Brott,  M.D.,  Beatrice  1970-71 

Roger  D.  Mason,  M.D.,  McCook  1971-72 

Frank  P.  Stone,  M.D.,  Lincoln  1972-73 

John  I).  Coe.  M.D.,  Omaha  1973-71 

James  H.  Dunlap,  M.D.,  Norfolk  1974-75 

Warren  G.  Bosley,  M.I).,  Grand  Island  1975-76 

Harlan  L.  Papenfuss,  M.I).,  Lincoln  1976-77 

Arnold  W.  Lempka,  M.I)..  Omaha  1977-78 

Houtz  G.  Steenburg,  M.I).,  Torrington,  Wyo.  1978-79 
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First  District:  Councilor:  Carlyle  E. 
Wilson,  Jr..  Omaha.  Counties:  Doug- 
las. Sarpy. 

Second  District:  Councilor:  Louis  J. 
Gogela.  Lincoln.  Counties:  Cass,  Lan- 
caster. Otoe. 

Third  District:  Councilor:  Myron  E. 

Samuelson,  Wymore.  Counties;  Gage. 
Johnson.  Nemaha.  Pawnee.  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties;  Antelope. 
Cedar.  Cuming.  Dakota.  Dixon.  Knox. 
Madison.  Pierce.  Stanton.  Thurston. 
Wayne. 

Fifth  District:  Councilor;  Warren  R. 
Miller.  Columbus.  Counties:  Boone. 
Burt,  Colfax.  Dodge.  Merrick.  Nance. 
Platte.  Washington. 

Sixth  District;  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler, 

Hamilton,  Polk.  Saunders,  Seward. 
York. 

Seventh  District:  Councilor:  Clarence 
Zimmer.  Friend.  Counties:  Clay.  Fill- 
more, Jefferson,  Nuckolls.  Ssdine, 
Thayer. 

Eighth  District:  Councilor;  Vhomas  H 
Wallace.  Gordon.  Counties:  ^yd. 

Brown.  Cherry.  Holt,  Keyapaha.  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Joel  T.  John- 
son. Kearney.  Counties:  Blaine.  Buf- 
falo. Custer.  Dawson.  Garfield,  Grant, 
Greeley.  Hall.  Hooker.  Howard.  Loup. 
Sherman.  Thomas.  Valley,  Wheeler. 
Tenth  District:  Councilor;  Fred  J.  Rutt. 
Hastings.  Counties:  Adams.  Chase. 
Dundy.  Franklin,  Frontier,  Furnas. 
Gosper.  Harlan.  Hayes.  Hitchcock, 
Kearney.  Phelps.  Red  Willow.  Web- 
ster. 

Eleventh  District:  Councilor:  Berl  W. 
Spencer,  Ogallala.  Counties:  Arthur, 
Deuel.  Garden,  Keith.  Lincoln.  Logan. 
McPherson.  Perkins. 

Twelfth  District:  Councilor:  Calvin  M. 
Qba,  Scottsbluff.  Counties:  Banner. 
Box  Butte.  Cheyenne.  Dawes.  Kimball. 
Morrill,  Scotts  Bluff.  Sioux. 
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Chris  U.  Bitner.  Sidney 

Robert  H.  Scherer.  West  Point  ....Thomas  R.  Tibbels,  W’e.st  Point 
Loren  H.  Jacobsen.  Broken  Bow...N.  Leon  Books.  Broken  Bow 

Craig  Barlruff.  Gothenburg 

J.  Michael  Adams,  Fremont William  B.  Eaton,  Fremont 

Henry  J.  Billerbeck.  Randolph Robert  B.  Benthack,  Wayne 


Patrick  C.  Gillespie.  Beatrice Klemens  E.  Gustafson.  Beatrice 

A.  E.  Van  W'ie,  Grand  Island Gordon  D.  Francis,  Grand  Island 

John  C.  Wilcox.  Aurora Kenneth  R.  Treptow,  Aurora 


G.  0.  Johnson.  Fairbury R.  A.  Blatny.  Fairbury 

Douglas  M.  Laflan.  Creighton Delwyn  J.  Nagengast,  Bloomfield 


Samuel  H.  Perry,  North  Platte Ronald  L.  Asher,  North  Platte 

Harold  Dahlheim.  Norfolk G.  Tom  Surber.  Norfolk 

Frank  D.  Donahue,  Omaha John  F.  Fitzgibbons,  Omaha 

Otto  J.  W'ullschleger,  Norfolk 

Robert  Rasmussen,  Chadron Robert  Hanlon.  Chadron 

Paul  R.  Madison.  Nebraska  City 

Bryce  G.  Shopp.  Imperial Paul  F.  Bottom.  Grant 

Warren  R.  Miller.  Columbus Ronald  W.  Klutman,  Columbus 

Walter  Gardner.  Crete W'alter  Gardner,  Crete 

J.  Paul  Glabasnia.  Papillion Michael  J.  Moran,  Papillion 

John  E.  Hansen,  Jr,  Wahoo Robert  E.  Morris,  Wahoo 

James  J.  Simpson,  Mitchell W’endell  Ropp.  Scottsbluff 

Paul  Plessman.  Seward Van  Vahle,  Seward 

Richard  E.  Penry,  Hebron C.  F.  Ashby.  Geneva 


Elizabeth  D.  Edwards.  McCook  ....  David  A.  Allerheiligen,  McCook 

Kenneth  C.  Bagby,  Blair Clifford  M.  Hadley.  Lyons 

James  D.  Bell.  York Ben  N.  Greenberg,  York 

Otto  J.  Wullschleger,  Norfolk) 
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Physicians'  Classified— 

Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10. Of)  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal,  1512 
First  National  Bank  Building.  Lincoln.  Nebraska  68508 

TEXAS  NEEDS  DOCTORS!  — Excellent  op- 
portunities for  GP’s,  pediatricians,  internists, 
orthopods,  and  OB/GYN  in  several  small  towns 
(pop.  25,000)  throughout  the  state.  Also  excellent 
openings  for  neonatologist,  perinatologist,  ENT 
and  GP  in  Dallas.  Generous  guarantees  and  perks. 
Contact  Texas  Doctors  Group,  Suite  500,  815 
Brazos,  Austin,  Texas  78701,  Telephone  (512)  476- 
7129. 

FAMILY  PRACTICE  - NEUROLOGY.  JOIN  IN 
PARTNERSHIP  OR  INDIVIDUAL  practice  in  a 
professional  building  attached  to  a 350-bed  JCAH 
hospital.  Located  in  northeastern  Iowa  city  of 
100,000  with  drawing  area  over  275,000.  Presently, 
a large  segment  of  this  population  is  without 
complete  medical  care.  The  hospital  provides  a 
minimum  fee  guarantee  for  some  practice  openings. 
All  specialties  are  currently  on  active  hospital  staff 
and  relief  coverage  is  available.  Please  contact: 
James  T.  Walter,  President,  Allen  Memorial  Hospi- 
tal, 1825  Logan  Avenue,  Waterloo,  Iowa  50703  or 
call:  (319)  235-3987. 

CARDIOLOGIST,  UROLOGIST.  OTOLARYN- 
GOLOGIST: needed  by  19-doctor  multispecialty 
group  in  North  Central  Iowa.  New  clinic  and 
hospital  facilities.  Community  of  32,000  - service 
area  of  80,000.  E^irst  year  salary  guarantee  plus 
incentive.  All  corporate  fringe  benefits.  Excellent 
schools,  college  and  recreational  activities.  Contact: 
Administrator,  P’ort  Dodge  Medical  Center,  P.C., 
F'ort  Dodge,  Iowa  50501,  Phone:  (515)  573-4141. 


Norfolk  Printing  Co.,  Inc 14 

P 

Parke  Davis 6 

Pharmacia  Laboratories 13 
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Ramada  Inn g 

Roche  Laboratories 2,  3,  25,  26 

William  H.  Rorer,  Inc 10,  11,  12 
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Smith  Kline  & French  Laboratories 19 

South  Dakota,  University  of 18 

U 

United  States  Air  Force  Recruiting 18 


EMERGENCY  ROOM  PHYSICIAN:  Director- 
ship and/or  emergency  department  position  avail- 
able May  1,  in  Scottsbluff.  New  ED  and  ICU 
facilities.  Total  compensation  $55-75K  including 
pension-profit  sharing,  health  and  life,  malpractice, 
CME,  relocation.  Send  CV  to  John  Stevens,  M.D., 
P.O.  Box  8013,  Fresno,  CA  93747. 

TWO  FAMILY  PHYSICIANS:  needed  to  staff 
branch  clinics  in  two  communities  of  800  - 1,300 
people.  Full  association  with  19-doctor  multi- 
specialty group,  practice  coverage  and  salary 
guarantees.  New  regional  hospital  serving  5 county 
area.  Residential  location  flexible.  Outstanding 
family  living  environment.  Contact:  Administrator, 
Fort  Dodge  Medical  Center,  P.C.,  Fort  Dodge,  Iowa 
50501.  Phone:  (515)  573-4141. 

WE  HOPE:  You  are  interested  in  joining  an 
internist’s  office  — or  that  you  know  of  a fellow 
internist  or  F.  P.  physician  who  might  be.  Due  to 
illness,  here  is  an  opportunity  to  get  established 
fast  in  the  center  of  growing  downtown  Lincoln. 
Excellent  equipment  including  X-ray,  Avionics 
stress  equipment,  several  examining  rooms  and  the 
overhead  largely  taken  care  of  for  the  initial  month. 
An  opportunity  worth  investigating.  Contact: 
Frederick  M.  Nebe,  M.D.,  950  Stuart  Building, 
Lincoln,  Nebraska  68508.  Telephone:  (402)  476- 
3294  day  and  night. 

MEDICAL  DIRECTOR:  Planned  Parenthood, 
Lincoln,  Nebraska.  OB-GYN  or  F.P./G.P.  wanted 
for  part  time  position,  approximately  20  hours  per 
week.  Attractive  position  for  physician  establishing 
new  practice.  Clinical  and  administrative  duties. 
Salary  negotiable.  Fringe  benefits  including  Gen- 
eral Liability  Insurance.  Contact:  Bruce  Taylor, 
M.D.,  3830  Adams,  Lincoln,  Nebraska  68506  or 
call:  (402)  467-4691. 
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Librium 

chbrdiazepoxide  HCI/Roche 

□ Proven  antianxiety  performance 

□ An  unsurpassed  safety  record 

□ Predictable  patient  response 

□ Minimal  effect  on  mental  acuity  at 
recommended  doses 

□ Minimal  interference  with  many 
primary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  antihypertensive  agents 


Before  prescribing,  please  consult  complete  product  infor- 
mation. a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  various  disease  states.  Efficacy  beyond 
four  months  not  established  by  systematic  clinical  studies. 
Periodic  reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
ities required  for  tasks  such  as  driving  or  operating  ma- 
chinery may  be  impaired,  as  may  be  mental  alertness  in  chil- 
dren, and  that  concomitant  use  with  alcohol  or  CNS  depres- 
sants may  have  an  additive  effect.  Though  physical  and  psy- 
chological dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  Cincluding  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbi- 
turates. have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  rf  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  six.  limit  to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally  not  recom- 
mended. if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e.q. , excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  de- 
pression; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reporTed  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  has  not  been  es- 
tablished clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment. but  are  also  occasionally  observed  at  the  lower  dos- 
age ranges.  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion. extrapyramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  Clow-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis).  Jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral— Adults:  Mild  and  moderate  anxiety  and  ten- 
sion, 5 or  1 0 mg  t. i.d.  or  q.  i.d.;  severe  states,  20  or  25  mg 
t.i.d.  or  q. i.d.  Geriatric  patients;  5 mg  b.i.d.  to  q.i.d.  (See 
Precautions.) 

Supplied:  Librium  ®Cchlordiazepoxide  HCI)  Capsules,  5 
mg,  10  mg  and  25  mg— bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-number- 
ed boxes  of  25,  and  in  boxes  containing  10  strips  of  10; 
Prescription  Paks  of  50,  available  singly  and  in  trays 
of  10.  Libritabs  ®(chlordiazepoxide)  Tablets.  5 mg, 

10  mg  and  25  mg— bottles  of  100  and  500.  With  re- 
spect to  clinical  activity,  capsules  and  tab- 
lets are  indistinguishable. 


^nonymous 
with  relief  of  anxiety 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Please  see  following  page. 


LJbriunr<^ 

chbrdiazepoxide  HO /Roche 

5 mg,  10  mg,  25  mg  capsules 
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Please  see  preceding  page  for  a summary  of  product  information.] 
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The  published  record  on  Librium  is 
enormous.  So  large,  in  fact.  It  had  to 
be  put  into  a computer  data  bank  and 
retrieval  system.  It’s  a record  that 
shows  Librium  is  highly  effective  in  re- 
lieving anxiety;  that  Librium  is  seldom 
associated  with  serious  side  effects; 
that  Librium  rarely  Interferes  with 
mental  acuity  at  proper  doses;  that 
Librium  is  used  concomitantly  with 
primary  medications.  However,  as 
with  all  CNS  agents,  patients  should 
be  warned  against  hazardous 
activities  requiring  complete 
alertness,  and  about 
possible  combined  effects 
with  alcohol. 


Ubriume 

chbrdiazepoxide  HQ/Roche 


IBS  SSS 


5mg,  10mg,  25mg  capsules 


syrmjymous 
withrelief 
ofanxiety 


chbrdiazepoxide  HQ/Roche 

Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states.  Efficacy  beyond  four 
months  not  established  by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended 
Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug 

Warnings:  Warn  patients  that  mental  and/or  physical  abilities 
required  for  tasks  such  as  driving  or  operating  machinery  may 
be  impaired,  as  may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  depressants  may  have  an 
additive  effect.  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution 
in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage,  withdrawal  symptoms  (including  convul- 
sions). following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
SIX.  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated  Not  recommended  in  children  under  six 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  indi- 
vidual pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion Paradoxical  reactions  {e  g-,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion. suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants:  causal  relationship  has  not  been  established 
clinically 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  oc- 
cur, especially  in  the  elderly  and  debilitated  These  are  revers- 
ible in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported  Also  encountered  are  iso- 
lated instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infrequent  and  generally 
controlled  with  dosage  reduction,  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment: blood  dyscrasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests  advisable  dur- 
ing protracted  therapy 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  ef- 
fects. Oral-Adults  Mild  and  moderate  anxiety  and  tension,  5 or 
10  mg  t i d or  q.i.d..  severe  states,  20  or  25  mg  t.i.d.  or  q.i  d. 
Geriatric  patients:  5 mg  b.i  d to  q.i  d.  (See  Precautions.) 
Supplied:  Librium"  (chlordiazepoxide  HCl)  Capsules.  5 mg,  10 
mg  and  25  mg  -bottles  of  100  and  500,  Tel-E-Dose’  packages 
of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  sirips  of  10:  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10  Libritabs"  (chlordiazepoxide) 
Tablets.  5 mg,  10  mg  and  25  mg  bottles  of  100  and  500.  With 
respect  to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable 


Alcohol-Induced  Brain  Damage  and  Liver 
Damage  in  Young  Males  — K.  Lee  et  al 
(Dept  of  Pediatrics,  Rigshospitalet,  Copen- 
hagen, Denmark)  Lancet  2:759-761  (Oct  13) 
1979. 

Thirty-seven  alcoholic  men  younger  than  35 
years  were  examined  clinically  by  psycho- 
metric tests,  computerized  tomographic  (CT) 
scans,  and  liver  biopsy.  Factors  other  than 
alcoholism  that  might  have  caused  brain 
damage  were  excluded.  The  prevalence  of 
brain  damage  in  this  group  was  far  greater  than 
that  of  severe  liver  damage:  59%  were  intel- 
lectually impaired,  and  49%  had  cerebral 
atrophy  on  CT  scan,  whereas  only  19%  had 
cirrhosis.  There  was  no  significant  correlation 
between  the  degree  of  liver  damage  and  the 
degree  of  intellectual  impairment,  nor  between 
the  degree  of  intellectual  impairment  and  the 
presence  of  cerebral  atrophy.  The  CT  scan  is 
an  inadequate  measure  of  functional  brain 
damage;  psychometric  testing  is  preferable. 
Other  neurological  complications  of  alcoholism 
were  not  impressive.  Disabling  intellectual 
impairment  may  be  the  earliest  complication 
of  chronic  alcoholism. 


Cimetidine  in  Anastomotic  Ulceration 
After  Partial  Gastrectomy  — H.  P.  M. 

Festen  et  al  (St  Radboud  Hosp,  Nijemegin, 
the  Netherlands)  Gastroenterology  76:83-85 
(July)  1979. 

Twenty-one  patients  entered  a double-blind 
prospective  clinical  trial  that  assessed  the 
efficacy  of  cimetidine  in  patients  with  endo- 
scopically  proved  anastomotic  ulcer  after 
partial  gastrectomy.  At  endoscopy  after  four 
weeks  of  treatment,  eight  of  12  patients 
treated  with  1 g cimetidine  daily  had  healed 
ulcers  compared  with  one  of  nine  patients  who 
received  a placebo.  Evaluation  of  symptom 
relief  supported  the  efficacy  of  cimetidine 
compared  with  placebo.  Healing  rate  after  one 
month  of  treatment  with  cimetidine  was  67% 
and  increased  to  86%  after  two  months.  During 
one  year  of  maintenance  therapy  with  800  mg 
cimetidine  daily,  three  of  19  patients  relapsed. 
No  serious  side  effects  were  observed.  This 
study  demonstrates  a beneficial  effect  of 
cimetidine  on  healing  and  symptoms  of 
anastomotic  ulcers. 
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HOW  MUCH  OF  YOUR  TIME 
CAN  YOU  CALL  YOUR  OWN? 


Modern  medical  practice  has  become  a com- 
plex and  time-consuming  operation  Too  often  the 
physician  sacrifices  leisure  time  and  family  respon- 
sibilities to  his  professional  duties 

If  you're  earning  more  but  enjoying  it  less;  if 
you've  considered  an  alternative  to  the  rigors  of 
your  practice.  Air  Force  medicine  may  be  the 
answer 

Our  health  care  system  is  among  the  finest  in 
the  world  Our  physicians  serve  in  modern,  well- 
equipped  hospitals  and  clinics  with  competent  and 
well  trained  staffs  Air  Force  personnel  handle 
paperwork  and  administrative  tasks,  allowing  max- 
imum time  for  patient  care  by  each  physician 

To  attract  quality  physicians,  the  Air  Force  has 
assembled  an  excellent  package  of  compensation 
and  entitlements  These  include  30  days  of  paid 
vacation  each  year,  an  opportunity  to  seek  speciali- 
zation at  Air  Force  expense,  and  full  medical  and 
dental  care  without  loss  of  pay  during  treatment 
We  would  like  to  provide  more  information 
about  Air  Force  medicine 


A great  way  of  life. 


Contact  (call  collect)  — TSgt  Hank  Henry 
116  South  42nd  St..  Omaha.  NE.  402-221-4319 


AIR  FORCE  HEALTH  CARE  AT  ITS  BEST 


COUNCILOR  DISTRICT’S 
AND  COUNTIES 

First  District:  Councilor;  Carlyle  E. 
Wilson.  Jr.,  Omaha.  Counties;  Doug- 
las. Sarpy. 

Second  District;  Councilor:  Louis  J 

Gogela.  Lincoln.  Counties;  Cass.  Lan- 
caster. Otoe. 

Third  District;  Councilor:  Myron  E. 

SamuelsoD.  Wymore.  Counties:  Gage. 
Johnson,  Nemaha.  Pawnee.  Richard- 
son 

Fourth  District:  Councilor;  James  G. 
Carlson.  Verdigre.  Counties:  Antelope. 
Cedar.  Cuming.  Dakota.  Dixon.  Knox. 
Madison.  Pierce.  Stanton.  Thurston. 
Wayne. 

Fifth  District:  Councilor;  Warren  R. 
Miller.  Columbus.  Counties:  Boone. 

Burt.  Colfax.  Dodge.  Merrick.  Nance. 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler. 

Hamilton.  Polk.  Saunders.  Seward, 
York 

Seventh  District;  Councilor:  Clarence 

Zimmer.  Friend.  Counties:  Clay.  Fill- 
more. Jefferson.  Nuckolls.  Saline. 
Thayer. 

Eighth  District:  Councilor;  Vhomas  H 
Wallace.  Gordon.  Counties:  Boyd. 

Brown,  Cherry.  Moll.  Keyapaha,  Rock. 
Sheridan. 

Ninth  District;  Councilor:  Joel  T John- 
son. Kearney.  Counties:  Blaine.  Buf- 
falo. Custer.  Dawson.  Garfield,  Grant. 
Greeley.  Hall,  Hooker,  Howard.  Loup, 
Sherman.  Thomas.  Valley.  Wheeler 
Tenth  District:  Councilor:  Fred  J Rutt. 
Hastings.  Counties;  Adams.  Chase, 
Dundy.  Franklin.  Frontier.  Furnas. 
Gosper.  Harlan.  Hayes.  Hitchcock. 
Kearney.  Phelps.  Rea  Willow.  Web- 
ster 

Eleventh  District;  Councilor  Berl  W 
Spencer.  Ogallala  Counties:  Arthur. 
Deuel,  Garden.  Keith.  Lincoln.  Ix)gan. 
McPherson.  Perkins. 

Twelfth  District;  Councilor;  Calvin  M. 
Oba,  Scottsbluff  Counties:  Banner. 

Box  Butte,  Cheyenne.  Dawes.  Kimball, 
Morrill.  Scotts  Bluff,  Sioux 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

*Antelope-Pierce 

Boone  

Box  Butte 

Buffalo 

Butler 

C ass 

Cheyenne-Kimball-Deuel . 

C uming 

C uster 

Dawson 

Dodge 

‘Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & N.W 

Jefferson 

•Knox 

Lancaster 

Lincoln 

•Madison 

Metropolitan  Omaha 

Northeast 

Northwest  Nebraska 

Otoe 

Perkins-(’hase 

Platle-L(jup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  ('entral  Nebraska  . 

Sr)utheasi  Nebraska 

Southwest  Nebraska.. 

Washington-Hurt 

York 

•(Northeast 


George  J.  Lytlon.  Hastings George  L.  Osborne.  Hastings 

Robert  Kopp.  Plainview David  F.  Johnson.  Jr.,  Osmond 

Charles  L.  Sweet.  Albion 

John  Floyd,  Scottsbluff Bruce  D.  Forney.  Alliance 

David  C.  Babbitt,  Kearney Robert  N.  Baker.  Kearney 

Lawrence  Rudolph.  David  City Victor  Thoendel.  David  City 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Chris  U.  Bitner.  Sidney 

Robert  H.  Scherer.  West  Point  ....  Thomas  R.  Tibbels.  West  Point 
Loren  H.  Jacobsen.  Broken  Bow . . . N.  Leon  Books.  Broken  Bow 

Craig  Bartruff.  Gothenburg J.  H.  Worthman.  Cozad 

J.  Michael  Adams.  Fremont William  H.  Eaton.  Fremont 

Henry  J.  Billerbeck.  Randolph Robert  H.  Benlhack.  Wayne 


Patrick  C.  Gillespie.  Beatrice Klemens  E.  Gustafson.  Beatrice 

A.  E.  Van  Wie.  (Irand  Island Gordon  0.  Francis,  Grand  Island 

John  C.  Wilcox,  Aurora Kenneth  R Treptow,  Aurora 


G.  O.  Johnson.  Fairbury R.  A.  Blalny.  Fairbury 

Douglas  M.  Laflan.  Creighton Delwyn  J.  Nagengast.  Bloomfield 


Samuel  H.  Perry.  North  Platte Ronald  L.  Asher.  North  Platte 

Harold  Dahlheim.  Norfolk G.  Tom  Surber,  Norfolk 

Frank  I).  Donahue.  Omaha John  F.  Fitzgibbons.  Omaha 

Otto  J.  Wullschleger.  Norfolk 

Robert  Rasmusscui.  ('hadron Robert  Hanlon.  Chadron 

Paul  R.  Madi.son.  Nebraska  ('ity 

Hr\'ce  (i.  Shopp.  Imperial Paul  F.  Bottom.  Grant 

Warren  R.  Miller,  ('olumbus Ronald  W.  Klutman.  ('olumhus 

Walter  Gardner,  ('rete Walter  Gardner,  (’rote 

J Paul  (ilabasnia.  Papillion Michael  J.  Moran.  Papillion 

John  E.  Hansen.  Jr..  Wahoo Robert  E.  Morris.  Wahoo 

James  J.  Simpson.  Mitchell  Wendell  Ropp.  Scottsbluff 

Paul  IMessman.  Seward \'an  Vahle.  Seward 

Richard  E.  Penry.  Hebron ('.  F Ashby.  Geneva 

l*aul  Scott.  Auburn Gary  Ensz.  Auburn 

Elizabeth  I)  Edward*'.  .McCook  David  A Alleiheiligcn.  McCook 

Kenneth  ('  Hagbv.  Blair ('lifford  M Hadley.  Lyons 

James  I).  Bell,  ^‘o^k Hen  N.  Greenberg.  York 

Olio  J WuINchleger.  Nfulolkl 
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CLARKSON  HOSPITAL  DOCTORS  BUILDING 
May  Progress  Report 

The  month  of  April  brought  us  one  step  closer  to  completion  of  Omaha’s  newest 
medical  office  facility  — the  Clarkson  Hospital  Doctors  Building. 

With  the  return  of  nice  weather,  workmen  were  able  to  concentrate  on  several 
outside  projects.  For  instance,  the  “mini-skyway”  linking  the  parking  garage  and  the 
main  building  is  framed,  and  interior  work  is  now  nearly  complete.  Inside  the  Farnam 
Street  Skyway,  mechanical  systems  and  water  lines  underwent  a final  testing  prior  to 
opening  this  month.  Last  month  also  saw  the  start  of  the  entrance  turn-around  driveway 
and  overhang,  both  of  which  should  be  substantially  completed  early  this  month. 

Brick  work  on  the  main  building  and  the  parking  garage  is  now  all  but  complete, 
except  for  some  minor  detail  work.  During  the  next  few  weeks,  we  will  put  the  finishing 
touches  on  the  interior  decorating  of  individual  physician^’  offices.  This  will  include 
installation  of  wall  partitions,  recessed  lighting  and  the  hanging  of  wall  coverings.  The 
final  project  will  be  to  grade,  landscape  and  lay  sod  around  the  area. 

In  short,  we  fully  intend  to  be  ready  for  a July  1 Grand  Opening! 

If  you  would  like  more  information  on  tbe  Clarkson  Hospital  Doctors  Building, 
please  call  or  write; 

R.  Daniel  Brown,  Property  Management  Director, 

Clarkson  Doctors  Building,  4239  Farnam  Street,  Room  28, 

Omaha,  Nebraska  68131  — or  phone  (402)  348-3116 


Effect  of  Parental  Cigarette  Smoking  on 
the  Pulmonary  Function  of  Children  — 

I.  B.  Tager  et  al  (Channing  Laboratory, 
Boston,  MA  02115)  Am  J Epidemiol 
110:15-26  (July)  1979. 

The  authors  investigated  the  effects  of 
parental  smoking  patterns  on  the  pulmonary 
function  of  children.  A crude  inverse  dose- 
response  relationship  was  observed  between 
the  level  of  FEF25_75%  predicted  of  children 
who  never  smoked  and  the  number  of  smoking 
parents  in  the  household.  Compared  with 
children  with  two  nonsmoking  parents,  the 
level  of  FEF25_75%  predicted  was  0.156  and 
0.355  standard  deviation  units  lower  for 
children  with  one  and  two  currently  smoking 
parents,  respectively.  An  additional  decline  in 
level  of  FEF25_75%  predicted  was  observed  for 
children  who  themselves  had  smoked.  Smok- 
ing children  with  two  smoking  parents  had  an 
average  FEF25_75%  predicted  level  0.335 
standard  deviation  units  lower  than  non- 
smoking children  with  two  smoking  parents. 
These  data  not  only  confirm  that  cigarette 
smoking  by  young  children  and  teenagers  had 
direct  measurable  effects  on  their  pulmonary 
function,  but  also  show  that  cigarette  smoking 
by  parents  has  a measurable  effect  on  the 
pulmonary  function  of  their  children  that  is 
independent  of  any  direct  use  of  cigarettes  by 
the  children. 


“I’m  from  the  Medical  Grievance  committee  and 
I’d  like  to  discuss  your  short  80  hour  week  with 
you.’’ 
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• provides  effective  symptomatic 
relief 

•b.i.d.  dosage  simplifies  therapy 
•scored  tablet  for  dosage  flexibility 

OPTIMINE* 

azatadine  maleate.  1 mg.  tablets 

CONTRAINDICATIONS  Use  in  Newborn  or  Premature  In- 
fants. This  drug  should  afit  be  used  m newborn  or  pre- 
mature infants. 

Use  m Nursing  Mothers.  Because  of  the  higher  risk  of  anti- 
histamines for  infants  generally  and  for  newborns  and 
prematures  in  particular,  antihistamine  therapy  is  contrain- 
dicated in  nursing  mothers. 

Use  in  Lower  Respiratory  Disease  Antihistamines  should 
NOT  be  used  to  treat  lower  respiratory  tract  symptoms 
including  asthma 

Antihistamines  are  also  contraindicated  in  the  following 
conditions  hypersensitivity  to  azatadine  maleate  and  other 
antihistamines  of  similar  chemical  structure;  monoamine 
oxidase  inhibitor  therapy  (See  DRUG  INTERACTIONS 
Section) 

WARNINGS  Antihistamines  should  be  used  with  consid- 
erable caution  in  patients  with:  narrow  angle  glaucoma, 
stenosing  peptic  ulcer,  pyloroduodenal  obstruction, 
symptomatic  prostatic  hypertrophy,  bladder  neck 
obstruction. 


Use  in  Children  In  infants  and  children  especially,  anti- 
histamines in  overdosaoe  may  cause  hallucinations,  con- 
vulsions. or  death 

As  in  adults,  antihistamines  may  dimmish  mental  alertness 
in  children.  In  the  young  child,  particularly,  (hey  may  pro- 
duce excitation 

OPTIMINE  TABLETS  ARE  NOT  INTENDED  FOR  USE  IN 
CHILDREN  UNDER  12  YEARS  OF  AGE. 


Use  in  Pregnancy  Experience  with  this  drug  in  pregnant 
women  is  inadequate  to  determine  whether  there  exists  a 
potential  for  harm  to  the  developing  fetus 


, Azatadine  maleate  has  additive 
effects  with  alcohol  and  other  CNS  depressants  (hypnotics, 
sedatives,  tranquilizers,  etc.). 


1 Mental  Alertness  Patients 
should  be  warned  about  engaging  in  activities  requiring 
mental  alertness,  such  as  driving  a car  or  operating  appli- 
ances, machinery,  etc. 


Use  in  the  Elderly  (approximately  60  years  or  older)  Anti- 
histamines are  more  likely  to  cause  dizziness,  sedation, 
and  hypotension  in  elderly  patients. 


PRECAUTIONS  Azatadine  maleate  has  an  atropine-like  ac- 
tion and.  therefore,  should  be  used  with  caution  in  patients 
with  a history  of  bronchial  asthma,  increased  intraocular 
pressure,  hyperthyroidism;  cardiovascular  disease, 
hypertension. 


DRUG  INTERACTIONS  MAO  inhibitors  prolong  and  Inten- 
sify the  anticholinergic  (drying)  effects  of  antihistamines. 
ADVERSE  REACTIONS  The  most  frequent  adverse  reac- 
tions are  underlined 


General:  Urticaria,  drug  rash,  anaphylactic  shock,  photo- 
sensitivity. excessive  perspiration,  chills,  dryness  of  mouth, 
nose,  and  throat 

Cardiovascular  System:  Hypotension,  headache,  palpita- 
tions. tachycardia,  extrasystoles 

Hematologic  System  Hemolytic  anemia,  thrombocyto- 
penia. agranulocytosis 

Nervous  System.  Sedation,  sleepiness,  dizziness,  dis- 
turbed coordination,  fatigue,  confusion,  restlessness,  exci- 
tation. nervousness,  tremor,  irritability,  insomnia,  euphoria, 
paresthesias,  blurred  vision,  diplopia,  vertigo,  tinnitus, 
acute  labyrinthitis,  hysteria,  neuritis,  convulsions 
Gastrointestinal  System  Eoioastric  distress,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation 
Genitourinary  System:  Urinary  frequency,  difficult  urina- 
tion, urinary  retention,  early  menses 
Respiratory  System:  Thickening  of  bronchial  secretions. 
tightness  of  chest  and  wheezing,  nasal  stuffiness 
OVEROOSAGE  Antihistamine  overdosage  reactions  may 
vary  from  central  nervous  system  depression  to  stimula- 
tion Stimulation  is  particularly  likely  in  children  Atropine- 
like signs  and  symptoms  (dry  mouth,  fixed,  dilated  pupils, 
flushing,  and  gastrointestinal  symptoms)  may  also  occur 
If  vomiting  has  not  occurred  soontaneoasly.  the  patient 
should  be  induced  to  vomit  This  is  best  done  by  having 
him  drink  a glass  of  water  or  milk  after  which  he  should  be 
made  to  gag  Precautions  against  aspiration  must  be  taken, 
especially  in  infants  and  children 
If  vomiting  is  unsuccessful,  gastric  lavage  is  indicated 
within  three  hours  after  ingestion  and  even  later  if  large 
amounts  of  milk  or  cream  were  given  beforehand  Isotonic 
and  Ml  isotonic  saline  is  the  lavage  solution  of  choice 
Saline  cathartics,  such  as  milk  of  magnesia,  draw  water 
into  the  bowel  by  osmosis  and  therefore  are  valuable  for 
their  action  in  rapid  dilution  of  bowel  content 
Stimulants  should  Qfll  be  used 
Vasopressors  may  be  used  to  treat  hypotension 
FEBRUARY  1977  11055010 

For  more  complete  details,  consult  package  insert  or 
Schering  literature  available  from  your  Schering  Represen- 
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THINK  DRY 


Planning  a 
Meeting  With  the 
Ramada  Silverthorne 
Will  Make  Good 
Dollars  Sense 


Contact,  Kris  Keesling,  Director  of  Sales 

RAMADA 

SILVERTHORNE 

at  Lake  Dillon.  Colorado 

Box  1539,  Dillion,  Colorado  80498 
303-468-6200 


The  Ramada  Silverthorne  is  a complete  hotel 
and  meeting  facility  which  offers  you:  quality 
food  service  • 158  tastefully  decorated  sleep- 
ing rooms  • diverse  meeting  space  for  up  to 
350  people  • advance  billing  procedures 
• prearranged  check  in /check  out  services. 
Located  in  the  Blue  River  Valley  of  Summit 
County,  Colorado.  The  Ramada  Silverthorne  is 
within  minutes  of  five  world  class  ski  areas, 
the  largest  lake  in  Colorado  and  is  the  center 
of  year-round  recreational  activities.  All  this  is 
available  to  your  group  at  a special  rate. 

So,  if  you  are  in  charge  of  that  next  meeting, 
call  the  Ramada  Silverthorne,  it  only  makes 
good  dollars  and  sense. 


I would  like  more  information  about  your  property. 


Organization 

Address 

City  State  Zip 


antianxiety/antisecretory/  antispasmodic 


for  adjunctive  therapy  of  duodenal  ulcer  * 
and  irritable  bowel  syndrome* 


ibrax' 

te  consult  complete  prescribing  informa- 
a summary  of  which  follows: 

)dications:  Based  on  a review  of  this 
rug  oy  the  National  Academy  of 
ciences — National  Research  Council 
nd'Or  other  information,  FDA  has  classi- 
ed  the  indications  as  follows: 

^ssibiy  effective  as  adjunctive  therapy 
I the  treatment  of  peptic  ulcer  and  in  the 
eatment  of  the  irritable  bowel  syndrome 
rr  table  colon,  spastic  colon,  mucous  col- 
is)  and  acute  enterocolitis 
inal  classification  of  the  less-than- 
tfective  indications  requires  further 
ivestigation 

raindications:  Glaucoma,  prostatic  hypier- 
y benign  bladder  neck  obstruction;  hyper- 
tivity  to  chlordiazepoxide  HCI  and/or 
lum  Bromide 

lings:  Caution  patients  about  possible  com- 
1 effects  with  alcohol  and  other  CNS 
Jssants  and  against  hazardous  occupations 
ring  complete  mental  alertness  (e  g.,  operat- 
lachinery  driving).  Physical  and  psychologi- 
ependence  rarely  reported  on  recommended 
s but  use  caution  in  administering  Librium* 
rp  azepoxide  HCI/Ftoche)  to  known  addic- 


tion-prone individuals  or  those  who  might  increase 
dosage,  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially:  increase  gradually  as 
needed  and  tolerated)  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical 
reactions  reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression  suicidal  tend- 
encies may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 


and  oral  anticoagulants,  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifes- 
tations not  seen  with  either  compound  alone 
reported  with  Librax  When  chlordiazepoxide  HCi 
is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated  avoid- 
able in  most  cases  by  proper  dosage  adjustment 
but  also  occasionally  observed  at  lowe'  dosage 
ranges.  Syncope  'ejxirted  in  a few  .nstances  Also 
encountered,  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irreguiar  t es  nausea  and 
constipation,  extrapyramidal  symptoms  ncreased 
and  decreased  libido — all  infrequent  generally 
controlled  with  dosage  reduction,  changes  in  EEG 
patterns  may  appear  during  and  after  treatment, 
blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy.  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision 
urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  s com- 
bined with  other  spasmolytics  and 'or  low  residue 
diets 


Roche  Products,  Inc 
Manati,  Puerto  Rico  OO'^O'* 


This  insurance  claim  form 
is  the  most  widely  used 

and  accepted  in  America. 


Are  you  using  it? 


If  you’re  not  using  the  Official  AMA  Uniform 
Health  Insurance  Claim  Form,  chances  are  you 
should  be.  It  is  accepted  by  all  states  for 
Medicare,  many  states  for  Medicaid,  and  almost 
all  commercial  carriers  and  Blue  Shield  Plans. 

Developed  by  the  AMA  in  cooperation  with 
carriers,  government  agencies,  and  other  groups,  it 
is  the  most  current  and  universally  used  reporting 
form  available. 

And  it  can  save  you  and  your  staff  a lot  of  time. 
You  use  just  one  form — one  format — for  most  of 
your  reporting  instead  of  having  to  decipher  a 
bunch  of  different  ones. 

Be  sure  you  get  the  Official  AMA  Health 
Insurance  Claim  Form;  mail  this  order  form  with 
your  payment  today. 


ORDERING  INFORMATION 


Price 


Type  of  Korm 

Quantity* 

per  thousani 

( ) Single  Form,  OP-407 

1,000-25,000 

$23.10 

(In  pads  of  one  hundred) 

( ) Snap-out  Form,  OP-408 

1,000-25,000 

$35.20 

(Original  and  carbon) 

( ) Continuous  Computer  Form, 

1,000-25,000 

$36.00 

OP-409 

(Original  and  one  carbon) 

TOTAL 

— 

•NOTE:  l.arger  quantities  available  at  special  rates.  Write  to: 
Order  Handling,  AMA,  535  N.  Dearborn,  Chicago  IL  60610 


To  order:  Indicate  type  of  form  and  quantity  desired, 
compute  total  cost,  and  send  order,  accompanied  by 
check  or  money  order  (payable  to  the  American  Medical 
Association),  to  the  address  below: 

Order  Department 
American  Medical  Association 
P.  O.  Box  821 
Monroe,  Wisconsin  53566 


ANUSOL^ 

SUPPOSITORIES/CREAM  WITH  HYDROCORTISONE  ACETATE 

#1  prescribed  hemorrhoidal  prodi^  , j- 
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anusol-hc*  suppositories 

Hemorrhoidal  Suppositories 

ANUSOL-HC'  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocor- 
tisone acetate,  10  0 mg:  bismuth  subgallate,  2 25%;  bismuth 
resoran  compound,  1 75%;  benzyl  benzoate,  1.2%,  Peruvian 
balsam,  1.8%;  zinc  oxide,  11.0%;  also  contains  the  following 
inactive  ingredients:  dibasic  calcium  phosphate,  and  certified 
coloring  in  a hydrogenated  vegetable  oil  base 
Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone 
acetate,  5.0  mg,  bismuth  subgallate,  22  5 mg,  bismuth 
resoran  compound,  17  5 mg,  benzyl  benzoate,  12.0  mg; 
Peruvian  balsam,  18.0  mg;  zinc  oxide,  1 10.0  mg;  also  contains 
the  following  inactive  ingredients:  propylene  glycol,  propyl- 
paraben, methylparaben,  polysorbate  60  and  sorbitan 
monostearate  in  a water-miscible  base  of  mineral  oil,  glyceryl 
stearate  and  water 

Indications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis, 
papillitis,  cryptitis,  anal  fissures,  incomplete  fistulas  and  relief  of 
local  pain  and  discomfort  following  anorectal  surgery 
Anusol-HC  Cream  is  also  indicated  for  pruritus  ani. 


Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can  be 
maintained  on  regular  Anusol®  Suppositories  or  Ointment. 
Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 
Warnings:  The  safe  use  of  topical  steroids  dunng  pregnancy 
has  not  been  fully  established  Therefore,  during  pregnancy, 
they  should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time. 

Precautions:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

If  irritation  develops,  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  and  appropriate 
therapy  instituted 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted.  If  a 
favorable  response  does  not  occur  promptly,  the  cortico- 
steroid should  be  discontinued  until  the  infection  has  been 
adequately  controlled. 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 

Anusol-HC  is  not  for  ophthalmic  use. 

Dosage  and  Administration:  Anusol-HC  Suppositones — 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the 
anus.  Insert  one  suppository  in  the  morning  and  one  at 


bedtime  for  3 to  6 days  or  until  inflammation  subsides  Then 
maintain  patient  comfort  with  regular  Anusol  Suppositories 
Anusol-HC  Cream  — Adults:  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the 
exterior  surface  and  gently  rub  in.  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying  gentle 
continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 
to  6 days  until  inflammation  subsides.  Then  maintain  patient 
comfort  with  regular  Anusol  Ointment. 

WOTf.  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand,  or  machine 
washing  with  household  detergent 
How  Supplied:  Anusol-HC  Suppositories—  boxes  of  12 
(N  0047-0089-12)  and  boxes  of  24  (N  0047-0089-24)  in 
silver  foil  strips  with  Anusol-HC  W/C  printed  in  black 
Anusol-HC  Cream  — one-ounce  tube  (N  0047-0090-01) 
with  plastic  applicator 
Store  between  59°-86°  F {15°-30°  C) 

Full  information  is  available  on  request 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Adverse  Reactions:  In  clinical  studies  m 1493 
patients,  adverse  effects  considered  related  to 
cefaclor  therapy  were  uncommon  and  are  listed 
below 

Gastroinleslinal  symptoms  occurred  in  about  2 5 
percent  of  patients  and  included  diarrhea  (1  in  70) 
and  nausea  and  vomiting  (1  in  90) 

Hypersensilivily  reactions  were  reported  in  about 
1 5 percent  of  patients  and  included  morbilliform 
eruptions  (1  in  100).  Pruritus,  urticaria,  and 
positive  Coombs  tests  each  occurred  in  less  than  1 
in  200  patients 

Other  effects  considered  related  to  therapy 
included  eosinophilia  (1  In  50  patients)  and  genital 
pruritus  or  vaginitis  (less  than  1 in  100  patients) 
Causal  Relationship  Uncertain — Transitory 
abnormalities  in  clinical  laboratory  tests  results 
have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  tor  the  physician , 

Hepatic — Slight  elevations  in  SGOT,  SGPT.  or 
alkaline  phosphatase  values  ( 1 in  40) 

Hematopoietic — Transient  fluctuations  in 
leukocyte  count,  predominantly  lymphocytosis 
occurring  in  infants  and  young  children  (1  in  40) 
Renal — Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal 
urinalysis  (less  than  1 in  200)  [0703790] 


' Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either 
S pneumoniae  or  H inlluenzae.’ 

Note:  Ceclor*  (cefaclor)  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-allergic 
patients. 

Penicillin  is  the  usual  drug  of  choice  in  the 
treatment  and  prevention  of  streptococcal 
infections,  including  the  prophylaxis  of  rheumatic 
fever  See  prescribing  information 
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Additional  inlormalion  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company 
Indianapolis.  Indiana  46285 
Ell  Lilly  Industries.  Inc. 

Carolina,  Puerto  Rico  00630 


Brief  Summary. 

Consult  the  package  literature  tor  proscribing 
Inlormalion. 

Indications  and  Usago:  Ceclor*  (cetaclor.  Lilly) 

IS  indicated  in  the  treatment  ol  the  following 
infections  when  caused  by  susceptible  strains  of 
the  designated  microorganisms: 

Lower  respiratory  infections,  including 
pneumonia  caused  by  Streptococcus 
pneumoniae  (Diplococcus  pneumoniae). 
Haemophilus  inlluenzae.  and  S pyogenes 
(group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  ol 
the  causative  organism  to  Odor 
Contraindication:  Ceclor  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporin 
group  ot  antibiotics 

Warnings:  in  penicillin-sensitive  patients. 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE 
ADMINISTERED  CAUTIOUSLY  THERE  IS  CLINICAL 
AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN 
WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO  BOTH 
DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor.  should  be 
administered  cautiously  to  any  patient  who  has 
demonstrated  some  form  of  allergy,  particularly  to 
drugs 

Precautions:  If  an  allergic  reaction  to  cefaclor 
occurs,  the  drug  should  be  discontinued,  and , If 
necessary,  the  patient  should  be  treated  with 
appropriate  agents,  eg.  pressor  amines, 
antihistamines,  or  corticosteroids. 

Prolonged  use  of  cetaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If 
superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken. 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin 
antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side 
or  in  Coombs  testing  of  newborns  whose  mothers 
have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug. 

Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  function 
Under  such  a condition,  careful  clinical  observation 
and  laboratory  studies  should  be  made  because 
sale  dosage  may  be  lower  than  that  usually 
recommended 

Usage  in  Pregnancy — Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction 
studies  in  mice  and  rats  receiving  up  to  12  times  the 
maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this 
drug  for  use  in  human  pregnancy  has  not  been 
established.  The  benefits  of  the  drug  in  pregnant 
women  should  be  weighed  against  a possible  risk 
to  the  fetus. 

Usage  in  Infancy — Safety  ol  this  product  for  use 
in  inlants  less  than  one  month  of  age  has  not  been 
established 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.*'^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  K influenzae,  S.  pyogenes 
(group  A beta-  hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.^ 


Aspects  of  Management 

What  to  tell  your  patients 
when  you  prescribe\hlium*(diazepam/Roche) 


Survey  shows  significant  cor- 
relation between  comprehension 
ch3  and  compliance 


\ 


C=N' 


A study  of  compliance  patterns 
reveals  that  more  than  6 out  of  10 
choh  patients  made  errors  in  self- 
,/  administration  of  prescribed 
medication,  largely  due  to  lack 
of  comprehension.* 
Misunderstanding  of  directions  resulted 
in  discrepancies  in  dosage  sched- 
ules as  well  as  in  length  of  therapy. 
Since  evidence  suggests  that  expanded  verbal  instruc- 
tions may  encourage  compliance,  the  patient  receiving 
Valium  can  benefit  from  your  explanation  of  the  dos- 
age regimen,  what  response  to  expect  from  therapy 
and  when  to  expect  it. 

What  Valium 

(diazepam/ Roche)  CaU  do 

Your  patients  should  know  that 
1)  you  are  prescribing  Valium  as  an 
adjunct  to  an  overall  program  for  the 
treatment  of  anxiety,  and  2)  Valium 
is  given  to  relieve  the  symptoms  of 
excessive  anxiety  and  psychic  ten- 
sion while  you  help  the  patient  to 
explore  and  deal  with  the  underlying 
cause  of  his  psychic  tension. 

Patients  often  interpret  mani- 
festations of  anxiety,  such  as  palpita- 
tions, hyperventilation,  fatigue  and 
muscle  tension,  as  symptoms  of  a 
serious  disease.  However,  when  they 


learn  that  these  symptoms  can  be  relieved  by  Valium 
therapy,  patients  can  more  readily  understand  the 
psychosomatic  origin  of  their  symptoms  and  to  accept 
the  nonpharmacologic  measures  you  may  recommend. 

The  time  you  devote  to  these  explanations  can  be 
a therapeutic  measure  in  itself.  Most  anxious  patients 
respond  to  and  benefit  from  a frank  discussion  with  an 
objective,  sympathetic  professional. 

At  the  start  of  treatment,  establishing  therapeutic 
goals  helps  the  patient  to  learn  to  expect  and 
when  to  expect  it.  Patients  should  also  be  informed 
that  the  medication  will  be  gradually  reduced  and  dis- 
continued upon  attainment  of  the  therapeutic  goal. 

Tapering  of  dosage  is  rarely  necessary  in  short- 
term therapy,  but  when  consistently  higher  doses 
are  used  for  extended  periods,  patients  should  know 
that  the  gradual  reduction  of  medication  will  be 
implemented  in  order  to  avoid  sudden  recurrence  of 
symptoms  or  possible  withdrawal  symptoms. 

Such  recurrence  is  unlikely  when 
the  causes  of  the  anxiety  have  been 
worked  out  satisfactorily  within 
your  overall  treatment  program. 

What  Valium 

(diazepam/Roche)  Can’t  do 

It  should  be  emphasized  that  there  is 
no  “magic”  in  any  antianxiety  tablet; 
that  medication  is  not  prescribed 
as  a problem  solver.  Instead,  Valium 
is  being  prescribed  as  a temporary 
measure  to  relieve  symptoms 
generated  by  excessive  anxiety  and 
psychic  tension. 
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Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  associated  with  anxiety  disorders,  transient  situa- 
tional disturbances  and  functional  or  organic  disorders,  psychoneurolic  slates 
manifested  by  tension,  anxiety,  apprenhension.  fatigue,  depressive  symptoms,  or  agita- 
tion, symptomatic  relief  of  acute  agitation , tremor,  delirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal,  ad|unclively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology,  spasticity  caused  by  upper  motor  neuron  disorders,  athetosis,  stiff- 
man  syndrome,  convulsive  disorders  (not  tor  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use.  that  is.  more  thah  A 
months,  has  not  been  assessed  by  systematic  ctinical  studies  The  physician  should 
periodically  reassess  the  usefulness  ol  the  drug  lor  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug  Children  under  6 months  ol  age 
Acute  narrow  angle  glaucoma,  may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 

Wlirnlnga:  Not  ol  value  in  psychotic  patients  Caution  against  hazardous  occupations 
requiring  complete  mental  alertness  When  used  adjunctively  in  convutsive  disorders. 


possibility  ol  increase  in  frequency  and/or  seventy  ol  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medication,  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in  frequency  and/or  seventy  of  seizures  Advise 
against  simultaneous  ingestion  ot  alcohol  and  other  CNS  depressants  Withdrawat 
symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use  and  excessive  doses  Infre- 
quently. milder  withdrawal  symptoms  have  been  reported  following  abrupt  discontmua-  i 
tion  ol  benzodiazepines  alter  continuous  use.  generalty  at  higher  therapeutic  tevets.  lor  a 
at  least  several  months  Alter  extended  therapy,  gradually  taper  dosage  Keep  addic- 
lion-prone  individuals  under  careful  surveillance  because  of  their  predisposition  to  > 

habituation  and  dependence 

Usage  In  Pragnincy:  Use  of  minor  tranquilizers  during  first  trimester  ' * 

should  almost  always  be  avoided  becauaa  of  Increaaed  riak  of  congenital 
malformations  as  suggested  In  several  studies.  Consider  possibility  ot 
pregnancy  when  Instituting  therapy;  advise  patients  to  discuss  therapy  If 
they  Inland  to  or  do  become  pregnant.  | 

Precautions:  If  combined  with  other  psychotropics  or  anticohvulsants,  consider  care-  1 
fully  pharmacology  ol  agents  employed,  drugs  such  as  phenolhiazines.  narcotics.  I 


I 


llu- 
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; may  potentiate 

:tipn  Usual  precautions  indicated  in  patients 
rely  depressed,  or  with  latent  depression,  or  with 
dal  tendencies  Observe  usual  precautions  in  impaired  renal  or  hepatic  function 
dosage  to  smallest  effective  amount  m elderly  and  debilitated  to  preclude  ataxia  or 
sedation 

Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  m libido,  nausea, 
ue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  headache, 
htinehce,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  retention, 
ed  vision  Paradoxical  reactions  such  as  acute  hyperexcited  states,  anxiety, 
icinations.  increased  muscle  spasticity,  insomnia,  rage,  sleep  disturbances, 
jiation  have  been  reported,  should  these  occur,  discontinue  drug  Isolated  reports 
-■utropenia.  jaundice,  periodic  blood  counts  and  liver  function  tests  advisable 
ig  long-term  therapy 


Dosage:  individualize  for  maximum  beneficial  effect.  Adults  Tension,  anxiety  and 
psychoneurotic  states.  2 to  10  mg  b i d to  q i d . alcoholism,  10  mg  t.i  d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i  d orqid  as  needed,  adjunctively  in  skeletal  muscle  spasm, 

2 to  10  mg  t.i  d or  q i d . adjunctively  in  convulsive  disorders,  2 to  10  mg  b,i  d.  to  q.i.d. 
Geriatric  or  debilitated  patients  2 to2'/2  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated  (See  Precautions.)  Children  1 to  2'/2  mg  t.i.d.  or  q.i.d.  initially, 
increasing  as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium*  (diazepam/Roche)  Tablets,  2 mg,  5 mg  and  10  mg — bottles  of  100 
and  500,  Tel-E-Dose*  packages  of  100.  available  in  trays  of  4 reverse-numbered  boxes 
of  25.  and  in  boxes  containing  io  strips  of  10,  Prescription  Paks  of  50,  available  in  trays 
of  10. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Practical  pointers  on  taking 
antianxiety  medications 

dos  Patients  should  be  instructed  to  keep  to  their 
dosage  schedule  exactly  as  prescribed.  If  they  miss  a 
dose,  they  should  not  try  to  make  it  up  by  taking  two 
doses  the  next  time.  Ask  them  to  contact  you 
promptly  if  they  experience  worrisome  side  effects. 
Explain  that  drowsiness  is  a 
common  reaction  to  almost  all 
calming  agents,  but  that  it  usually 
subsides  in  a few  days.  Urge  the 
patient  to  contact  you  for  a possi- 
ble dosage  adjustment  if  drowsi- 
ness or  other  reactions  persist. 

Just  as  you  request  a 
complete  list  of  all  medications 
the  patient  is  taking,  suggest  that 
this  list  be  given  to  any  other  phy- 
sician treating  her/him. 

Like  ail  medicines.  Valium 
should  be  kept  out  of  reach  of 
children  and  young  people.  Old 
or  unused  medication  should  be 
discarded. 

and  donts  Since  drowsiness  is  an  occasional 
problem,  patients  should  be  advised  against  driving  or 
operating  hazardous  machinery  until  they  see  how  the 
medication  affects  them.  They  should  also  know  that 
tranquilizers  increase  the  effects  of  alcoholic  beverages, 
which  should  therefore  be  avoided.  Also,  warn  patients 
against  simultaneous  use  of  drugs  that  depress  the 
central  nervous  system,  particularly  sedative  hypnotics. 

Patients  should  be  aware  of  the  importance  of  not 
sharing  their  medications  with  friends  and  neighbors; 
they  should  know  that  what  you  have  prescribed  for 
them  may  be  contraindicated  for  others. 


"W"  y # 2-mg,  5-mg,  10-tng  scorec 

Valiuin® 

diazepam/Roche 

An  important  adjunct  to  your 
treatment  program  for  excessive 
psychic  tension 


ORGANIZATIONS,  STATE=_ 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210, 

6910  Pacific  Street.  Omaha  68106 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza.  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson.  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 

Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E”  St..  Lincoln  68501 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  No.  69th  St..  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
Karen  Mundv,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

6901  Dodge  Street.  Room  104.  Omaha  68132 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Building,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Kidney  Foundation  of  Nebraska 

Karen  Engelsman,  Acting  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty.  M.D.,  Secretary 
634  The  Doctors  Building.  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St..  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Mr.  Harrison  J.  Welch,  Executive  Director 
740  Keeline  Bldg.,  319  So.  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
John  F.  Aita,  M.D.,  Secretary-Treasurer 
2302  North  55th  St„  Omaha  68104 
Nebraska  Academy  of  Ophthalmology 
Richard  Meissner,  M.D.,  President 
434  The  Doctors  Building,  Omaha  68114 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 
Nebraska  Academy  of  Physician  Assistants 
Michael  J.  Grutsch,  P.A.C. 

Box  906.  Imperial  69033 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  and  Dewey  Avenue.  Omaha  68105 
Nebraska  Association  of  Pathologists 
Wayne  Markus.  M.D.,  Sec’y.-Treas. 

Lutheran  Medical  Center  Laboratory, 

515  So.  26th  St.,  Omaha  68103 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
Wesley  G.  Wilhelm.  M.D..  Secretary-Treasurer 
(Mrs,)  Lee  Trochlil,  Executive  Secretary 
8258  Hascall  St.,  Omaha  68124 

Nebraska  (‘hapter  — American  Academy  of  Pediatrics 
Waircn  (i,  Hoslev.  M.l)..  Chairman 
118  West  Division.  Grand  Island  68801 
Nebraska  (’hapter  — American  (’ollege  of  Emergency  Physicians 
Jeanette  M.  Pergam.  M.l)..  Secretary-Treasurer 
502  South  44th  Street.  Omaha  68105 
Nebraska  Chapter  — American  College  of  Surgeons 
.John  W.  Smith,  M.I)..  Secretary-Treasurer 
8300  Dodge  St..  #124,  Omaha  68114 
NebruNko  Chapter  of  Myasthenia  Gravis  F'oundation 
John  F.  Aita.  M I)  . Medical  Advisor 
105  South  49th  St..  Omaha  68132 
Nebraska  Dental  Association 

I)  W.  FMwards.  D.D.S..  Secretary 
1007  Lincoln  lienefit  Life  Bldg..  Lincoln  68508 
Nebraska  Dietetic  Association 
Tama  Krause,  H,!),.  I^resident 
418  Oak  Drive,  Wayne  68787 
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Nebraska  Easter  Seal  Society 

David  E.  Evans.  Executive  Director 
P.O.  Box  14204,  West  Omaha  Station. 

12177  Pacific  St..  Omaha  68114 
Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road,  Suite  129,  Omaha  68106 
Nebraska  Health  Care  Association 
Mr.  Bernard  Dana,  Interim  President 
3100  “0"  Street,  Suite  7.  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St..  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue,  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
_ 1512  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Nurses  Association 

Darlene  Cording.  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza  #290.  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
Dr.  Robert  P.  Marshall,  Executive  Director 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr..  M.D.,  Director 
602  South  45th  St..  Omaha  68106 
Nebraska  Psychiatric  Association.  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  10.  Dodge  Professional  Center 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Public  Health  Association 
D.  Mike  Wight,  President 
301  Centennial  Mall  South,  Lincoln  68509 
The  Nebraska  Radiological  Society  — A Chapter  of  the 
American  College  of  Radiology 
Allen  D.  Dvorak,  M.D.,  President 
St.  Joseph  Hospital 
601  No.  30th  St..  Omaha  68131 
Nebraska  Region  — American  College  of  Physicians 

Robert  L.  Grissom,  M.D..  F.A.C.P.,  Governor  for  Nebr. 
Univ.  of  Nebr.  Medical  Ctr.,  42nd  & Dewey  Ave. 

Omaha  68105 

Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  Street,  Lincoln  68506 
Nebraska  Socie^  of  Internal  Medicine 
Joseph  E.  Stitcher,  M.D.,  President 
2121  South  56th  Street.  Lincoln  68506 
Nebraska  Society  for  Medical  Technologists,  Inc. 

Rodney  Roland.  MT  (ASCP),  President 
920  No.  Ash.  Gordon  69343 
Nebraska  Society  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
4600  Valley  Road.  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
John  G.  Headley,  CRTT.  President 
University  of  Nebraska  Medical  Center,  42nd  & Dewey. 
Omaha  68105 

Nebraska  Society  of  Anesthesiologists 
John  R,  Allely,  M.I).,  President 
Suite  255  - Second  Floor  North.  450  East  23rd. 

Memorial  Hospital.  Fremont  68025 
Nebraska  Society  of  Radiologic  Technologists 
Pat  Englehaupt,  RT.  President 
1 1655  Fowler  Avenue,  Omaha  68164 
Nebraska  State  Department  of  Health 

Henry  D Smith.  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  So..  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers.  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 
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Perdiem 

Prescribing  Information 

ACTIONS:  Perdiem™,  with  its  gentle  oction,  does 
not  produce  disogreeoble  side  effects.  The  veg- 
etable mucilages  of  Perdiem™  soften  the  stool 
and  ptovide  poin-free  evocuotion  of  the  bowel 
Perdiem™  is  effective  os  on  aid  to  elimination  for 
the  hemorrhoid  or  fissure  patient  prior  to  and  fol- 
lowing surgery. 

COMPOSITION:  Natural  vegetable  derivatives:  A 
unique  blend  of  psyllium  ond  senna  (Planrago 
Hydrocolloid  with  Cassia  Pod  Concenrrote) 

INDICATION:  For  relief  of  constipation, 

PATIENT  WARNING:  Should  not  be  used  in  the 
presence  of  undiognosed  abdominol  poin.  Fre- 
quent or  prolonged  use  without  the  direaion  of  o 
physicion  is  nor  recommended  Such  use  moy 
lead  to  loxotive  dependence 

DIRECTIONS  FOR  USE  — ADULTS:  Before  breokfost 
ond  after  the  evening  meol,  one  to  two  rounded 
teospoonfuls  of  Perdiem™  gronules  should  be 
placed  in  the  mouth  ond  swollowed  with  o full 
gloss  of  worm  or  cold  beverage.  Perdiem™ 
granules  should  not  be  chewed.  After  Perdiem™ 
tokes  effect  (usually  ofter  24  hours,  but  possibly 
not  before  36-46  hours),  reduce  the  morning 
ond  evening  doses  to  one  rounded  teospoonful. 
Subsequent  doses  should  be  adjusted  offer 
odequote  loxofion  is  obfoined. 

IN  OBSTINATE  CASES:  Perdiem™  may  be  taken 
mare  frequently,  up  ra  two  rounded  teospoonfuls 
every  six  hours. 

EOR  PATIENTS  HABITUATED  TO  STRONG  PURGA- 
TIVES: Two  rounded  teospoonfuls  of  Perdiem™  in 
the  morning  ond  evening  moy  be  required 
olong  with  nolf  the  usual  dose  of  the  purgonve 
being  used  The  purgonve  should  be  discon- 
tinued os  soon  os  possible  ond  the  dosoge  of 
Perdiem™  gronules  reduced  when  and  if  bowel 
tone  shows  lessened  loxotive  dependence 

FOR  COLOSTOMY  PATIENTS:  To  ensure  formed 
stools,  give  one  to  two  rounded  teospoonfuls  of 
Perdiem™  in  the  evening  with  worm  liquid 

DURING  PREGNANCY:  Give  one  to  two  rounded 
teospoonfuls  ecxh  evening, 

FOR  CLINICAL  REGULAflON:  For  potienrs  confined 
to  bed,  for  those  of  Inoalve  hobirs.  ond  in  the 
presence  of  cordiovosculor  diseose  where  srroin- 
ing  must  be  ovoided,  one  rounded  teospoonful 
of  Perdiem™  token  once  or  twice  doily  will  pro- 
vide regulor  bowel  habits.  Toke  with  o full  gloss  of 
worer  or  beverage 

FOR  CHILDREN:  From  oge  7 — 1 1 yeo5,  give  one 
rounded  teospoonful  one  to  two  times  doily 
From  oge  1 2 ond  older,  give  odulf  dosage 

NOTE:  It  is  extremely  importont  thot  Perdiem™ 
should  be  token  with  o plentiful  supply  of  liquid 

HOW  SUPPLIED  Gronules:  100  grom  (3.5  oz) 
ond  250  gram  (6  8 oz)  conisters 
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Acceleration  of  the  Fetal  Heart  Rate  — 

C.  Wood  et  al  (Dept  of  Obstetrics  and 
Gynecology,  Monash  Univ,  Melbourne, 
Australia)  Am  J Obstet  Gynecol  134:523- 
527  (July  1)  1979. 

Acceleration  of  the  fetal  heart  rate  during 
contractions  is  usually  followed  by  decelera- 
tion, and  this  study  shows  that  it  results  from 
increased  sympathetic  drive  and  may  be 
associated  with  fetal  tissue  hypoxia.  The 
presence  of  accelerations  is  not  serious  and 
merely  warns  the  obstetrician  of  the  possible 
occurrence  of  subsequent  decelerations.  The 
mechanism  thought  most  likely  to  produce 
accelerations  is  uterine  compression  of  the 
umbilical  vein  during  contractions. 


ADVICE  TO  AUTHORS 

The  Kditor  of  this  -iournal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 
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wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author’s  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  comer,  with  the  author's  surname- 

illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top.  Their 
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Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Kditor: 
his  address  is  shown  in  the  upper  left  corner  of  the  index  page. 
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appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher,  l^ermission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
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Color  Blindness  Linkage  to  Bipolar 
Manic-Depressive  Illness  — J.  Mendle- 
wiecz  et  al  (Univ  Hosp  Erasme,  Free  Univ, 
Brussels,  Belgium)  Arch  Gen  Psychiatry  36: 
1442-1449  (Dec)  1979. 

Linkage  between  protanopia  and  deuter- 
anopia  and  bipolar  manic-depressive  illness  is 
demonstrated  in  a sample  of  eight  informative 
families.  Genetic  hetergeneity  of  bipolar  af- 
fective disorders  is  also  shown.  The  results 
add  new  evidence  to  the  hypothesis  of  X- 
linked  dominant  genetic  transmission  of  af- 
fective liability  in  a subgroup  of  patients  with 
bipolar  affective  disorders. 

The  Electrocardiogram  in  Stroke  — D.  S. 
Goldstein  (National  Heart,  Lung,  and  Blood 
Institute,  NIH,  Bethesda,  MD  20014)  Stroke 
10:253-259  (May-June)  1979. 

Electrocardiographic  records  of  150  pa- 
tients with  acute  stroke  and  150  age-  and  sex- 
matched  controls  were  reviewed  to  assess  the 
relative  frequencies  of  EGG  abnormalities 
among  the  pathophysiologic  categories  of 
stroke,  and  to  distinguish  new  abnormalities  at 
the  time  of  the  stroke  from  those  noted  on 
prior  tracings.  Of  the  150  patients  with  stroke, 
138  (92%)  showed  EGG  abnormalities.  The 
most  common  abnormalities  were  also  changes 
from  prior  tracings:  QT  prolongation  (68 
patients,  45%),  ischemic  changes  (59  patients, 
35%),  U waves  (42  patients,  28%),  tachycardia 
(42  patients,  28%),  and  arrhythmias  (41 
patients,  27%).  Patients  with  cerebral  embolus 
had  a significantly  increased  frequency  of 
atrial  fibrillation  (9  patients,  47%);  and  with 
subarachnoid  hemorrhage  an  increased  fre- 
quency of  QT  prolongation  (20  patients,  71%), 
and  sinus  arrhythmia  (5  patients,  18%).  The 
frequencies  of  QT  prolongation  and  ischemic 
changes  related  strongly  to  admission  systolic 
pressure  but  not  to  mortality.  Stroke  patients 
had  an  increased  frequency  of  pathologic  Q 
waves  (30  patients,  20%)  and  left  ventricular 
hypertrophy  (39  patients,  26%),  but  these  were 
not  new  findings  at  the  time  of  the  stroke.  EGG 
abnormalities  associated  with  stroke  may  be 
viewed  as  due  to  three  interacting  processes: 
underlying  atherosclerotic  or  hypertensive 
cardiovascular  disease;  ischemic,  arrhythmic, 
and  repolarization  changes  due  to  increased 
sympathetic  outflow  during  the  stroke;  and 
myocardial  necrosis,  precipitated  by  either  or 
both  of  the  two  preceding  processes. 
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\ non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

5QUAGESIC" 


meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


KJAGESlC — Abt>reviated  Summary 
INDICATIONS:  Based  on  a review  ol  this  drug  by  the 
National  Academy  ol  Sciences — National  Research 
Counol  and  or  other  information.  FDA  has  ciassrfied 
(he  ndcatKxis  as  foRovvs 

PossAiiy  effective  for  the  treatment  ol  pam  accom- 
oamed  by  tension  and  or  anxiety  m patients  with  mus* 
cviioskeietai  disease  or  tension  headache 
Final  classification  ol  the  less-than-effective  indica* 
ttons  requires  further  investigation 
The  effectiveness  of  Equagesic  m long-term  use.  i e 
more  than  four  months,  has  not  been  assessed  by 
systematic  cknical  studies  The  physician  should  pe- 
nodicaJiy  reassess  usefulness  of  the  drug  for  the  indi- 
vidual patient 

INTRAJNOICAHONS:  Equagesic  should  not  be  given  to 
'wduais  with  a history  of  sensitivity  or  severe  intolerance 
aspirwi  meprobamate  or  ethoheptazine  abate 
KRNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
ibed  for  patents  is  advised  especially  with  those  patents 
|h  krxMrr  propensity  for  taking  excessive  quantities  of  drugs 
cesstve  arx)  proio^ed  use  in  susceptbie  persons  e g . 
chokes  former  aOdets.  arxJ  other  severe  psychoneurot- 
has  been  reported  to  result  in  dependence  on  or  habrt- 
“wi  to  (he  drug  Where  excessive  dosage  has  continued 
weeks  or  rrxinths.  dosage  should  be  reduced  gradually 
her  than  abruptly  stopped  since  withdrawal  of  a crutch' 
ly  preapitate  wi^rawai  reaction  of  greater  proportions 
in  that  for  which  the  drug  was  originally  presenbed  Abrupt 
corttnuaree  of  doses  m excess  of  the  recommended  dose 
s resulted  m some  cases  in  the  occurrence  of  epileptiform 
zures 

eoai  care  should  be  taken  to  warn  patients  taking  mepro- 
mate  that  tolerance  to  alcohol  may  be  lowered  with  re- 
lant  stowing  of  reaction  time  and  impairment  of  ludgement 
I ^ coordnaton 

AGE  IN  PREGNANCY  AND  LACTATION:  An  in- 
•sed  risk  of  con9enrtal  malformations  associated  with 
uM  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoxide.  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  in  several  studies.  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided  The  possibility  that  a woman  of  chiid-beanng 
potential  may  be  pregnant  at  the  time  of  institution  of 
therapy  should  be  considered.  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier,  ft  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  Is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspmn  should  be  kepi  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma 
^lock.  vasomotor  and  respiratory  collapse,  and  anuna  Very 
few  suiadai  attempts  were  fatal  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  TTiese 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suiadai  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduc^  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow 
and  slow.  CNS  stimulants,  e g . caffeine.  Metrazoi.  or  am- 


phetamine, may  be  cautiously  administered  If  severe  hypo- 
tension develops,  pressor  amines  should  be  used  parenteraliy 
to  restore  blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  expenence  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspmn  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate IS  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  'esponse  develops  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
MiW  reactions  are  charactenzed  by  an  itchy  urrtcanai  or  ery- 
thematous. macuiopapular  rash  which  may  be  generalize 
Of  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae,  ecchymoses.  peripheral  edema 
and  fever  have  also  been  reported 

More  severe  cases  observed  only  very  rarely,  may  also  have 
other  allergic  responses  including  fever  fainting  spells,  an- 
gioneurotic edema  bronchial  spasms,  hypotensive  enses  (1 
fatal  case)  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epmephnne  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rem- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported  other  toxic  agents 
knovm  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely. 

OVERDOSE:  Two  instances  of  accidental  or  intentional  $ig- 
nificani  overdosage  with  ethoheptazine  citrate  combined  with 
aspmn  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
iight-headedness,  with  uneventful  recovery  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appropriate  therapy  ol 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication  Observation 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration  watching  for  evidence  of  hemor- 
rhagic manifestalions  due  to  hypoprothrombinemia  which,  if 
It  occurs  usually  requires  whoie-Dlood  transfusions 
DESCRIPTION:  Each  Equagesic  tablet  contains  tSO  mg  me- 
probamate. 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  €1980.  Wyeth  Laboratories 
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*This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 
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FOR  ' 

MODERATE 

PAIN 

A therapeutic  dose 
of  acetaminophen 
in  one  tablet 

A therapeutic  dose 
of  two  complementary 
analgesics 

The  convenience  and 
economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 


WHY  NOT  WYGESIC  ® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC— Abbreviated  Summary 
INDICATION;  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION:  Hypersensitivity  to  propox* 
hene  or  to  acetaminophen 
ARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE  Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de* 
pressants  has  an  additive  depressant  effect.  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNs  depressants  Most  of 
these  patients  had  histones  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  m prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdoaage) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance.  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morpnine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine’s  al- 
though quantitatively  less,  and  propoxyphene  should 
be  proscribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS;  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks,  e a driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosaoe  regimen  in  the  pediatric  group. 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrine.  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes,  light-hoadedness,  head- 
ache. weakness,  e^horia.  dysphoria,  and  minor 
visual  disturbances.  The  chrome  ingestion  of  propox- 
yphene in  doses  over  600  mg  per  day  has  caused 
toxic  psychoses  and  convulsions.  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics, and  other  CNS  depressants  has  an  aoditive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended,  (see  Warnings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrine 

MANAGEMENT  OF  OVERDOSAQE;  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume.  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects. 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions, a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill;  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  m liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity,  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopalhy.  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A l3-gram  dose  has  re- 
portedly been  fatal 

TREATMENT;  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan,  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV.  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repealed  as  necessary  until  the  patient's 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen,  IV  fluids,  vasopressors  and  other  suppo 
live  measures  should  be  used  as  indicated  Gasir 
lavage  may  be  helpful  Activated  charcoal  can  at 
sorb  a Significant  amount  of  ingested  propoxypheni 
Dialysis  is  of  little  value  m poisoning  by  propox' 
phene  alone  Acetaminophen  is  rapidly  absorbei 
and  efforts  to  remove  the  drug  from  the  body  shou 
not  be  delayed.  Copious  gastric  lavage  and  or  mdut 
tion  of  emesis  may  be  indicated  Activated  charco  i 
1$  probably  ineffective  unless  administered  aimo  J 
immediately  after  acetaminophen  ingestion  Neithi 
forced  diuresis  nor  hemodialysis  appears  to  be  e 
lective  in  removing  acetaminophen  Since  acetarr 
nophen  in  overdose  may  have  an  antidiuretic  effe  t 
and  may  produce  renal  damage,  administration  * 
fluids  should  be  carefully  monitored  to  avoid  ovt 
load  It  has  been  reported  that  mercaptamme  (cy; 
teamine)  or  other  thiol  compounds  may  protect  again 
liver  damage  if  given  soon  after  overdosage  |6-' 
hours)  N-acetylcysteine  is  under  investigation  as 
less  toxic  alternative  to  mercaptamme.  which 
cause  anorexia,  nausea,  vomiting,  and  drowsmes 
Appropriate  literature  should  be  consulted  for  furth* 
information  (JAMA  237  2406-2407.  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity 
be  delayed  up  to  one  week  Acetaminophen  plasrr  I 
levels  and  half-life  may  be  useful  in  assessing  tf 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyrr 
determinations  are  also  recommended 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


GOOD  GRIEF 

Sorrow  or  distress,  affliction  or  sadness, 
melancholy  or  mourning:  these  are  grief.  They 
are  all  the  same  thing;  someone  we  loved  has 
gone  ahead  and  could  not  wait,  and  we  are 
lonesome,  and  naturally  so.  Tears,  shed  or  not, 
flood  our  being,  and  we  learn  that  pain  does 
not  differ,  of  the  mind  or  of  the  body.  Our 
habits  are  not  now  habits;  we  will  not  eat,  we 
do  not  work,  we  cannot  speak,  and  sleep  will 
not  come.  Busy  yourself  with  other  things,  we 
are  told,  and  advice,  we  find,  is  more  easily 
given  than  taken.  Cry,  we  hear,  it  is  good  for 
you,  but  men  do  not  cry,  we  say. 

Grieving  comes  naturally  to  us,  and  even  to 
our  faithful  four-legged  friends  who  pine  and 
will  not  eat  when  a loved  human  companion 
has  passed  away.  If  it  comes  naturally,  I ask, 
does  it  come  well?  Is  longing  for  what  cannot 
be,  good  for  us?  It  is  proper  to  show  signs  of 
mourning,  and  to  wear  black  (or  white  else- 
where) or  armbands,  to  speak  well  of  the  dead, 
and  to  decorate  their  graves.  The  widow  does 
not  remarry  too  quickly,  prayers  are  said, 
candles  are  lit,  and  stories  are  told  to  the  credit 
of  the  deceased. 

We  cannot  know,  I feel.  We  do  what  comes 
naturally;  and  somehow,  what  is  proper.  Busy 
yourself  is  good  advice  if  you  can  do  it. 
Funerals  may  seem  antiquated,  but  if  you  don’t 
go  to  your  friends’  funerals,  they  won’t  come  to 
yours.  Still,  grief  is  more  than  respect  for  the 
dead,  it  is  sometimes  overwhelming  sadness,  it 
comes  naturally  and  properly,  it  may  be  good 
for  you,  and  it  may  be  a kind  of  pain  that 
washes  away  pain;  but  a certain  small  dose  will 
do. 

F.C. 

MY  SOLUTION  TO  THE 
ENERGY  PROBLEM 

I know  a crop  that  grows  naturally,  and  that 
gives  us  a readily  available  supply  of  energy. 

Leaves. 

Burn  leaves. 

There  must  be  millions  of  tons  of  leaves  in 
the  country,  on  lawns,  in  parks,  and  in  forests. 
Leaves  burn,  I think.  Leaves  can  be  collected 


and  packed  tightly  into  bales.  It  is  just  possible 
that  they  will  exude  oil  under  great  pressure. 

They  are  there  for  the  picking  up.  We  throw 
them  away  in  the  city  and  we  let  them  stay  on 
the  ground  in  the  forest. 

I think  there  is  a rich  source  of  energy  that  is 
ours  for  the  asking,  and  with  no  expense. 

Let’s  try  it. 

F.C. 

SEX  DISCRIMINATION 

The  ladies  have  more  doctors  than  we  men 
do.  That  is.  they  have  more  kinds  of  doctors. 
They  have  the  obstetricians,  and  we  forgive 
them;  they  can  go  right  on  having  all  the 
babies,  they  are  welcome  to  that.  But  with  this, 
they  go  on  to  claiming  another  specialist,  the 
gynecologist. 

Now  there  is  no  male  counterpart  of  the 
gynecologist.  We  have  the  urologist,  but  so  do 
the  ladies.  If  we  have  a nephrologist  as  well  as 
the  urologic  surgeon,  the  women  do,  too. 

I have  known  general  surgeons  who  did 
hysterectomy,  and  gynecologists  who  dealt  with 
the  female  breast,  but  it  seems  to  be  different 
now. 

There  are  more  male  doctors  than  female  in 
this  country,  but  it’s  the  other  way  in  Russia. 
Still,  the  ladies  have  one  or  two  more  kinds  of 
doctors  than  the  men. 

Not  fair. 

F.C. 

OFFICE  HOURS 

Surgeons  may  operate  in  the  morning  and 
see  office  patients  from  noon  until  sunset, 
although  I have  known  some  who  liked  to 
spend  their  afternoons  in  surgery,  to  the 
discomfiture  of  the  anesthesiologist,  namely 
me.  Internists  may  similarly  want  to  visit  their 
hospital-bedridden  patients  soon  after  break- 
fast, and  forget  about  them  and  go  to  the  office 
after  lunch. 

Some  doctors,  and  I am  thinking  of  skin,  do  ' 
not  often  put  their  patients  in  the  hospital. 
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which  gives  them  all  day  to  spend  in  the  office. 
This  is  a good  arrangement  since  they  pay  rent 
for  the  whole  day. 

And  of  course,  some  physicians  will  see  their 
patients  by  appointment  only.  This  is  more  or 
less  convenient  for  the  patient,  but  it  does  not 
encourage  people  to  drop  in  whenever  they  are 
hurting. 

Doctors  used  to  have,  and  maybe  they  still 
do,  morning  and  afternoon  and  even  early 
evening  office  hours,  but  this  may  have  gone 
with  the  house  call. 

What  does  the  patient  like,  and  should  office 
hours  be  chosen  with  the  convenience  of  the 
patient  in  mind?  Patients  have  to  leave  work  or 
school,  they  must  arrange  for  transportation 
and  babysitters,  and  they  may  prefer  to  drop  in 
after  the  evening  meal,  but  evening  office 
hours  do  not  make  for  a long  and  happy  life  for 
the  doctor. 

Should  all  doctors  have  the  same  office 
hours?  It  may  be  better  if  they  do  not;  then  the 
patient  can  go  hopping  from  one  office  to 
another.  The  anesthesiologist  has  no  office 
hours;  nor  does  the  pathologist,  who  never  sees 
a live  patient.  And  the  obstetrician,  who  after 
all  these  years  still  cannot  get  babies  to  be 
born  at  convenient  hours,  may  see  patients  all 
day  long  in  his  office. 

F.C. 


HOMEOPATHY 

Homeopathy  is  a system  in  which  drugs  are 
prescribed  for  sick  people,  which  induce,  in 
healthy  person,  symptoms  like  those  of  the 
disease  being  treated;  and  the  agents  are 
administered  in  very  small  doses.  Now  about 
those  minute  doses;  a quarter  of  a grain  of 
morphine  will  certainly  send  the  blood 
morphine  level  way  up,  probably  higher  than  is 
needed  for  a little  while,  but  this  may  be  better 
than  four  hurting  injections  instead  of  one. 

And  when  you  are  thirsty,  you  do  not  drink  a 


tablespoon  of  water  at  a time,  and  go  back  to 
your  desk  and  get  up  every  half-hour  for  more 
tablespoons.  We  don’t  drink  whiskey  that  way, 
either. 

We  don’t  eat  an  eighth  of  a steak  at  a time, 
and  just  think  of  our  wonderful  Thanksgiving 
dinners,  with  all  that  turkey  and  dressing  and 
potatoes  and  pumpkin  pie.  When  we  eat 
dinner,  every  day,  we  eat  the  whole  thing,  like 
the  quarter  of  morphine,  all  at  once,  and  like 
the  morphine,  it  works  out  all  right. 

Like  cures  like,  or  similia  similibus  curantur, 
is  interesting  but  hardly  convincing;  there  is  an 
old  story  about  prescribing  tobacco  smoke;  I 
forget  the  rest  of  it,  but  you  see  what  I mean. 
The  theory  has  something  about  one  drug  at  a 
time,  and  another  thing,  I believe,  about 
treating  the  whole  man.  This  may  not  fit  with 
using  only  one  drug  at  a time,  though. 

But  I will  not  come  to  the  dinner  table  12 
times  a day.  Dogs  and  lions  eat  once  a day,  and 
they  do  all  right.  I am  looking  forward  to  my 
dinner  tonight,  and  I aim  to  eat  it  all  at  once. 
It’s  never  hurt  me  before. 

F.C. 


CARDIOVASCULAR  DISEASE 
AND  ITS  PREVENTION 

In  this  issue,  the  Journal  will  begin  pub- 
lishing a series  of  articles  presented  by 
Doctors  Walt  F.  Weaver,  Charles  S.  Wilson, 
Joseph  R.  Card,  Chris  C.  Caudill,  and  Deepak 
M.  Gangahar,  at  a symposium  on  cardio- 
vascular disease  and  its  prevention,  on 
January  11,  1980,  and  featuring  Dr.  Michael 
DeBakey. 

The  Journal  is  happy  to  present  these 
articles;  they  are  uncommonly  good. 

And  I am  now  able  to  say  that  I wrote  an 
editorial  on  cardiovascular  disease  and  its 
prevention. 

F.C. 
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ORIGINAL  ARTICLES 


Atherosclerosis  and 
Coronary  Heart  Disease 


The  following  comments  were  prepared  as 
supplementary  data  to  introduce  the  audi- 
ence to  the  subject  which,  in  fact,  was 

discussed  in  the  conference  with  audiovisual 
aids.  Space  and  time  does  not  permit 

publication  of  the  slide  material  and  it  should 
be  further  emphasized  that  the  data  below 
has  been  simplified  considerably  because  of 
the  wide  spectrum  of  those  who  attended  the 
course  (primarily  nonphysician  professionals). 

ATHEROSCLEROSIS  involving 
the  coronary,  cerebral,  and 

A.  the  peripheral  circulation  is 

responsible  for  approximately  half  of  all 
deaths  in  the  United  States  each  year  with 
coronary  heart  disease  accounting  for  two- 
thirds  of  this  mortality.  Although  the  mor- 
tality rates  from  atherosclerotic  disease  re- 
main high,  a significant  steady  decline  has 
occurred  in  recent  years  from  1968  to  the 
present.  This  approximately  20%  decreased 
mortality  from  cardiovascular  diseases  repre- 
sents a saving  of  over  300,000  lives  annually 
for  Americans  35  to  74  years  old  in  terms  of 
the  1968  rates  and  taking  into  account  the 
population  growth  which  has  occurred  since 
1968.  As  a result  the  total  number  of  deaths 
due  to  cardiovascular  diseases  has  fallen 
below  the  one  million  mark  annually  after 
being  above  that  level  for  several  years.  It  is 
even  more  significant  since  there  is  a 
continuing  increase  in  the  population  in  the 
susceptible  age  range.  Some  of  the  factors 
responsible  for  this  decrease  will  be  dis- 
cussed. Several  years  ago  a large  epidemio- 
logic study  showed  that  Finland  had  the 
highest  heart  disease  death  rates  in  the 
world  and  within  five  years  after  use  of 
cigarettes  and  dairy  products  dropped  dra- 
matically and  antihypertension  medications 
began  to  be  used  more  and  more,  myocardial 
infarction  rates  remained  stable  and  strokes 
among  men  dropped  from  3.6  per  thousand 
in  1972  to  1.9  per  thousand  in  1975  and  from 
2.8  to  1.8  among  women. 

At  the  present  time  approximately  640,000 
Americans  die  from  coronary  heart  disease 
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each  year.  One  hundred  fifty  thousand  of 
these  (24%  ) are  persons  under  the  age  of  65. 
About  350,000  of  these  deaths  can  be 
classified  as  sudden  death.  Seventy  percent 
of  the  coronary  heart  disease  deaths  occur 
outside  the  hospital.  Another  way  of  looking 
at  the  coronary  heart  disease  death  rate  is  to 
realize  that  heart  disease  has  been  killing 
approximately  1,400  Americans  daily  (about 
one  per  minute)  with  another  500  killed  daily 
by  brain  strokes.  None  of  this  touches  on  the 
thousands  which  become  incapacitated  each 
year. 

The  atherosclerotic  process  apparently  be- 
gins with  a so-called  fatty  streak  which  is 
present  in  the  aortas  of  nearly  all  children  by 
age  three  and  most  persons  have  coronary 
artery  fatty  streaks  by  age  20  regardless  of 
geographic  or  ethnic  origin.  Many  feel  that 
the  fatty  streak  is  the  precursor  of  the 
so-called  atheromatous  (fibrous)  plaque  which 
is  an  elevated  pearly  grey  lesion  involving 
the  intima  of  an  artery.  The  typical  fibrous 
plaque  consists  of  a core  of  lipid  which  is 
composed  of  mainly  free  and  esterified 
cholesterol  covered  by  a cap  of  fibrous 
tissue.  The  lipid  deposits  are  frequently 
associated  with  a necrotic  process  (atheroma) 
which  involves  the  central  basal  portion  of 
the  plaque.  When  advanced,  the  athero- 
sclerotic plaque  may  calcify  or  become 
complicated  by  hemorrhage,  ulceration,  or 
thrombosis.  The  clinical  manifestations  of 
atherosclerosis  are  presumably  secondary  to 
the  plaque  since  it  progressively  narrows  the 
arterial  lumen  and  ultimately  reduces  the 
amount  of  blood  flow  delivered  to  the 
tissues.  The  plaque  also  appears  to  set  the 
stage  for  complicating  problems  of  super- 
imposed thrombosis  and  occlusion.  The  actual 
mechanisms  involved  in  the  formation  of 
atherosclerotic  plaques  are  still  under  inves- 
tigation. Needless  to  say,  one  of  the  im- 
portant features  and  requirements  is  the 
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presence  of  fatty  materials,  particularly  the 
various  fractions  of  cholesterol.  It  is  known 
that  hypercholesterolemia,  whether  due  to 
high  cholesterol-calorie-saturated  fat  diet  or 
metabolically  induced,  including  hereditary 
types,  is  an  important  factor.  Increased 
levels  of  circulating  low  density  lipoproteins 
(LDL)  damage  the  endothelial  cells  and  carry 
cholesterol  into  the  artery  wall.  Cholesterol  is 
then  trapped,  accumulates  in  smooth  muscle 
cells,  or  is  bound  to  their  extra  cellular 
products.  This  leads  to  cellular  proliferation 
and/or  necrosis  and  increased  collagen 
formation.  Another  risk  factor  — hyperten- 
sion may  act  at  the  cellular  level  by 
increasing  endothelial  permeability  to  LDL 
due  to:  1)  increased  artery  wall  tension, 
2)  “trap  door  effect”  of  angiotension,  3) 
platelet  sticking  (norepinephrine  induced  ?) 
with  release  of  vasoactive  amines.  Its  effect 
appears  to  be  even  further  aggravated  in  the 
presence  of  hypercholesterolemia.  Cigarette 
smoking  which  is  a well-known  risk  factor 
may  damage  cells  of  the  artery  wall  by 
means  of  ciculating  carbon  monoxide,  platelet 
agglutination  (norepinephrine  induced?),  and 
lipid  mobilization  (norepinephrine  induced  ?) 
leading  to  hyperlipemia  and  increased  lipid  in 
the  artery  wall. 

The  atherosclerotic  process,  of  course,  may 
involve  arteries  anywhere  with  clinical  signs 
and  symptoms  dependent  on  which  organ  is 
deprived  of  blood  supply.  When  the  athero- 
sclerotic process  involves  the  coronary  ar- 
teries we  refer  to  the  process  as  coronary 
atherosclerosis  or  coronary  heart  disease 
(CHD). 

Fortunately  (in  terms  of  surgical  inter- 
vention), the  atherosclerotic  process  gen- 
erally involves  the  coronary  arteries  in 
somewhat  of  a spotty  manner.  When  a given 
branch  is  involved  with  the  atherosclerotic 
process,  the  heart  muscle  supplied  by  that 
branch  is  not  able  to  function  properly 
especially  when  at  time  of  stress  there  may 
be  need  to  increase  the  supply.  At  this  point 
the  muscle  is  “ischemic”  and  usually  results 
in  clinical  symptoms  (chest  pain  — so-called 
angina  pectoris).  It  should  be  pointed  out  at 
this  juncture  that  in  the  United  States  many 
men  and  women  beyond  the  age  of  50  have 
moderately  advanced  coronary  atheroscler- 
osis but  may  be  entirely  asymptomatic.  It  is 


not  known  why  patients  with  identical  blocks 
in  their  coronary  arteries  can  have  a spec- 
trum of  symptoms  ranging  from  no  symp- 
toms to  severe  disabling  angina  pectoris.  As 
the  artery  progressively  narrows  the  presence 
of  a progressive  imbalance  in  the  myocardial 
oxygen  supply  and  demand  stimulates  the 
opening  up  or  development  of  small  blood 
vessels  from  other  coronary  branches  known 
as  collaterals.  Transient  episodes  of  ischemia 
may  lead  to  angina,  rhythm  disturbances,  or 
sudden  death.  When  the  artery  becomes 
totally  blocked  because  of  gradual  progres- 
sion of  the  disease  or  perhaps  more  suddenly 
because  of  thrombosis  at  the  site  of  the 
plaque  or  hemorrhage  in  the  plaque  which 
forces  it  into  the  lumen  causing  total 
occlusion,  then  obviously  the  heart  muscle 
supplied  by  that  branch  receives  no  further 
blood  supply  and  cellular  death  known  as 
myocardial  infarction  occurs.  If  there  has 
been  adequate  collateral  vessel  development 
prior  to  this  point,  perhaps  only  certain 
portions  will  be  injured  with  the  balance 
being  supplied  by  collaterals  but  in  a 
compromised  fashion.  If  the  amount  of  heart 
muscle  damaged  is  small  the  patient  may 
survive  the  insult  to  live  on  and,  in  fact, 
sometimes  even  in  asymptomatic  fashion 
since  there  is  no  longer  any  ischemic  muscle 
to  cause  anginal  chest  pain.  If  the  block  in 
the  artery  has  been  more  proximal  (closer  to 
the  origin  of  the  artery)  and  therefore, 
involves  a very  much  larger  amount  of  heart 
muscle,  severe  compromise  of  the  heart  as  a 
pump  may  occur  with  signs  and  symptoms  of 
congestive  heart  failure  or  shock  becoming 
evident  following  the  initial  signs  of  the 
“heart  attack.”  When  over  40%  of  the  heart 
muscle  is  damaged  in  this  fashion,  survival  is 
rare.  Occasionally  the  heart  muscle  that  is 
damaged,  is  damaged  over  a large  area  and 
in  the  healing  stage  becomes  very  thinned 
out. 

As  it  is  replaced  by  scar  tissue  which  is,  of 
course,  “nonpumping,”  it  may  bulge  outward 
as  the  rest  of  the  functioning  heart  muscle 
contracts.  This  complication  is  known  as  a 
ventricular  aneurysm.  Because  there  is  no 
pumping  action  and  because  it  actually 
bulges  outward  there  is  oftentimes  stasis  and 
swirling  of  blood  in  an  aneurysmal  sac  and 
clots  may  form  leading  to  a further  compli- 
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cation  of  systemic  emboli  should  one  of  them 
break  loose.  Ventricular  aneurysms  may  also 
be  associated  with  rhythm  disturbances  and, 
of  course,  also  compromise  the  heart  as  an 
efficient  pump  since  kinetic  energy  ordinarily 
directed  in  moving  the  blood  out  of  the 
ventricle  is  partially  wasted  in  the  ballooning 
of  the  aneurysmal  sac  with  each  beat. 
Another  complication  which  may  arise  from 
a myocardial  infarction  is  actual  rupture  of 
one  of  the  walls  of  the  ventricle.  When 
rupture  occurs  in  a free  wall  of  the  left 
ventricle  it  usually  results  in  sudden  peri- 
cardial tamponade  and  death,  but  if  rupture 
occurs  through  the  septal  wall  into  the  right 
ventricle  the  classic  signs  and  symptoms  of  a 
left  to  right  shunt  appear.  Myocardial  in- 
farction can  also  compromise  mitral  valve 
function  by  involving  a papillary  muscle  and 
its  surrounding  wall  resulting  in  lack  of  the 
usual  support  for  the  mitral  leaflets.  This 
may  result  in  mitral  regurgitation  which 
may  be  hemodynamically  significant  at  times. 
An  even  more  significant  problem  with 
mitral  regurgitation  results  if  the  papillary 
muscle  ruptures  and  tears  completely  allow- 
ing a flail  mitral  leaflet  to  suddenly  occur. 
Although  the  majority  of  myocardial  in- 
farctions involve  the  left  ventricle,  right 
ventricular  infarction  has  become  recognized 
more  often  in  recent  years,  particularly  with 
the  advent  of  more  sophisticated  diagnostic 
techniques.  Because  the  right  ventricle  is  a 
low  pressure  chamber  the  events  which 
occur  as  a result  of  right  ventricular  infarc- 
tion are  not  so  dramatic  as  left  sided 
complications. 

Block  in  the  transmission  of  the  normal 


electrical  impulse  to  the  pumping  chambers 
known  as  heart  block  can  occur  in  two  ways 
during  a myocardial  infarction.  The  blocked 
coronary  artery  branch  may  also  be  respon- 
sible for  supplying  portions  of  the  conduction 
system  such  as  the  sinoauricular  node  or 
atrio-ventricular  node  with  blood.  Thus, 
when  the  artery  becomes  blocked  these 
particular  portions  temporarily  or  perma- 
nently cease  to  function  and  even  though 
there  may  be  sufficient  viable  heart  muscle 
for  survival,  if  it  is  not  receiving  an  electrical 
impulse,  the  result  is  death.  Thus,  at  these 
times  resuscitative  measures  including  pace- 
maker insertion  may  be  lifesaving.  The  other 
mechanism  by  which  heart  block  of  the 
electrical  variety  occurs  is  when  there  is 
extensive  damage  to  a significant  amount  of 
left  ventricular  myocardium  which  also  in- 
cludes the  more  distal  branches  of  the 
electrical  conduction  network.  This  type  of 
heart  block  may  be  treated  in  the  same 
manner  with  pacemakers  but  the  ultimate 
prognosis  is  much  worse  because  of  the 
associated  severe  myocardial  infarction  and 
loss  of  functioning  heart  muscle. 

It  should  be  emphasized  that  whereas 
cardiac  surgery,  pacemakers,  coronary  care 
units,  cardiopulmonary  resuscitation  teaching 
and  techniques,  aortic  balloon  pumps,  and 
other  measures  for  the  treatment  of  coron- 
ary heart  disease  have  resulted  in  some  of 
the  decrease  in  mortality  from  coronary 
heart  disease,  the  major  decline  in  mortality 
has  appeared  to  come  about  as  a result  of 
preventive  methods  and  alteration  of  risk 
factors  which  will  be  further  discussed  in  the 
second  talk. 
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OB-  GYN  Section: 

Neonatal  Resuscitation 


PART  II 


Last  month  we  began  to  discuss 
the  Six  H’s  of  neonatal  resusci- 
^ tation.  Here  is  the  continuation 
of  that  discussion. 

1.  Hypothermia. 

2.  Hypoxia. 

3.  Heart  Rate. 

4.  Hypercarbia.  This  would  signify  that  the 
baby  is  not  actually  breathing.  If  the  baby 
makes  no  respiratory  efforts  and  has 
continued  bradycardia,  the  infant  should 
either  continue  to  be  bagged  with  one 
hundred  percent  oxygen,  or  if  there  are 
adequate  skills  available  for  intubation,  the 
child  should  be  immediately  orally  in- 
tubated with  a Cole  tube.  Usually  a 2.5  to 
3.0  mm  tube  (#12  - 14  French)  will  be 
adequate  to  intubate  most  babies.  The 
respiratory  rate  should  be  at  approxi- 
mately forty  breaths  per  minute. 

5.  Hypoglycemia.  Hypoglycemia  itself  may 
be  a cause  of  respiratory  distress  and/or  a 
result  of  the  stress  from  the  respiratory 
distress.  Therefore,  a dextrostix  should  be 
measured  immediately  after  birth  and 
followed  up  at  frequent  intervals.  If  the 
dextrostix  registers  less  than  forty-five,  a 
blood  sugar  should  be  immediately  ob- 
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tained  and  appropriate  amounts  of  oral  5% 
dextrose  and  water  or  of  symptomatic  25^ 
dextrose  given  intravenously  (2-4  cc  per 
kilo)  with  follow-up  maintenance  solutions 
of  5 to  10%  dextrose  and  water  given. 

6.  Hypotension.  We  have  realized  over  the 
last  several  years  that  newborns  can  also 
be  in  shock.  A hemoglobin  and  hematocrit 
obtained  shortly  after  birth  as  well  as  a 
blood  pressure  can  be  obtained  by  flush 
technique,  with  a Doppler,  or  central 
pressure  and  is  important  in  managing 
these  babies.  Appropriate  fluid  expanders 
may  then  have  to  be  given. 

If  the  Six  Hs  of  neonatal  resuscitation  are 
carried  out,  the  infant  can  be  stabilized.  If 
there  are  signs  of  continued  neonatal  de- 
pression and/or  respiratory  distress,  further 
consultation  and  probable  referral  is  war- 
ranted. These  steps  should  take  most  phy- 
sicians and  hospitals  through  the  initial  steps 
of  neonatal  resuscitation  until  adequate  con- 
sultation and  neonatal  follow-up  can  be 
arranged. 
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Efficacy  of  Disopyramide  Phosphate 
in  the  Treatment  of  Refractory 
Ventricular  Arrhythmias 


Abstract 

The  effects  of  orally  administered  dis- 
opyramide phosphate  were  evaluated  in  7 
patients  with  refractory  ventricular  arrhy- 
thmias using  a 300  mg  loading  dose  followed 
by  doses  ranging  from  100  mg  to  200  mg  every 
6 hours.  All  7 patients  experienced  a reduction 
in  either  total  numbers  or  complex  forms  of 
ventricular  ectopic  beats.  The  differences  in 
effectiveness  among  antiarrhythmic  drugs  may 
be  due  to  the  influence  of  basic  physiochemical 
properties  on  membrane  conformational 
changes. 

PATIENTS  with  organic  heart 
disease  occasionally  experience 
ventricular  arrhythmias  which 
cannot  be  controlled  with  the  presently  avail- 
able antiarrhythmic  agents.  Because  these 
arrhythmias  are  often  of  a complex  nature, 
these  patients  are  considered  to  be  at 
increased  risk  of  sudden  death,  therefore 
making  control  of  these  arrhythmias  desir- 
able.' The  present  study  reports  the  efficacy 
and  safety  of  a new  antiarrhythmic  agent, 
disopyramide  phosphate,  for  the  acute  treat- 
ment of  refractory  ventricular  arrhythmias  and 
offers  a possible  explanation  for  the  dif- 
ferences in  efficacy  of  some  antiarrhythmic 
agents. 

Seven  consecutive  patients,  all  males,  were 
entered  into  a study  to  determine  the  anti- 
arrhythmic efficacy  of  disopyramide  phos- 
phate (Norpace®,  G.  D.  Searle  & Company, 
Chicago,  Illinois)  in  patients  demonstrating 
either  unresponsiveness  or  intolerance  to 
standard  antiarrhythmic  drugs.  Each  patient 
had  persistent,  symptomatic  premature 
ventricular  contractions  (PVCs),  or  ventricular 
tachycardia  unresponsive  to  currently  avail- 
able medical  management.  Immediate  ad- 
ministration of  oral  disopyramide  phosphate 
was  instituted  on  an  emergency  basis.  Age 
ranged  from  54  to  71  years.  Organic  heart 
disease  was  present  in  all  patients  and 
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included:  hypertensive  heart  disease  (2 

patients),  chronic  coronary  artery  disease  (3 
patients)  and  acute  myocardial  infarction  (2 
patients).  All  patients  had  been  unsuccessfully 
treated  for  varying  periods  of  time  with 
multiple  combinations  of  antiarrhythmic 
agents  to  which  they  were  either  intolerant  or 
unresponsive  before  administration  of  dis- 
opyramide. Therapeutic  failure  of  the  standard 
antiarrhythmic  medications  was  defined  as 
follows:  persistence  of  ventricular  premature 
beats,  coupled  ventricular  beats,  or  ventricular 
tachycardia  despite  maximal  standard  doses  of 
these  antiarrhythmic  agents,  or  the  develop- 
ment or  history  of  idiosyncratic  or  dose-related 
adverse  effects.  Metabolic  and  electrolyte 
abnormalities  and  drug  toxicity,  including 
digitalis  toxicity,  were  excluded  as  causes  of 
ventricular  arrhythmias  in  all  patients. 

All  patients  were  evaluated  in  the  coronary 
care  unit  and  the  ventricular  origin  of  these 
refractory  arrhythmias  was  documented 
with  standard  electrocardiographic  criteria. 
Further,  each  arrhythmia  was  quantified  both 
before  and  after  disopyramide  therapy  by  real- 
time analysis  of  continuous  electrocardio- 
graphic recordings  which  were  obtained  during 
at  least  three  hours  on  both  occasions.'^  The 
protocol  was  approved  by  the  Creighton 
University  Human  Research  Committee.  In- 
formed consent  for  oral  administration  of 
disopyramide  phosphate  was  obtained  from  all 
patients.  Each  patient  was  given  a 300  mg  oral 
loading  dose  followed  by  100  mg  every  6 hours 
increased  at  varying  intervals  until  a satis- 

•Address  reprints  to:  Dr.  Mohiuddin,  The  Cardiac  Center.  601  N.  30th 
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factory  response  was  observed  or  a maximum 
dose  of  200  mg  every  six  hours  was  reached. 

6 patients  experienced  a reduction  in  the 
total  number  of  PVCs.  In  addition,  4 patients, 
including  one  with  only  complex  PVC,  ex- 
perienced a reduction  in  paired  PVCs  and 
ventricular  tachycardia.  All  patients  were 
symptomatically  improved  at  the  end  of  the 
study.  Side  effects  were  observed  in  only  two 
patients  and  included  dry  mouth,  fatigue, 
urinary  retention,  and  adynamic  ileus. 

Disopyramide  phosphate  is  a butyramide 
type  compound  used  in  Europe  for  approxi- 
mately 8 years  and  recently  approved  for  use 
in  this  country  by  the  Food  and  Drug 
Administration.  In  both  uncontrolled  and 
crossover  studies  in  human  subjects,  diso- 
pyramide phosphate  has  consistently  pro- 
duced significant  reductions  in  numbers  of 
ventricular  ectopic  beats  when  compared  to 
placebo.^  ‘‘-5  Results  have  been  variable  when 
disopyramide  phosphate  was  compared  to 
other  antiarrhythmic  agents.  Two  large  studies 
have  failed  to  demonstrate  any  significant 
difference  in  efficacy  between  disopyramide 
phosphate  and  quinidine.'^^  A study  of  64 
patients  given  one  intravenous  dose  of 
disopyramide  phosphate  achieved  suppression 
of  87%  of  ventricular  and  22%  of  supraven- 
tricular arrhythmias.  Eight  of  the  improved 
patients  had  been  refractory  to  other  anti- 
arrhythmic agents.'  In  anesthetized  dogs, 
disopyramide  phosphate  was  demonstrated  to 
be  2 to  3 times  more  active  than  quinidine,  and 
4 to  5 times  more  potent  than  procainamide  in 
suppression  of  experimental  ventricular  ectopic 
beats  induced  by  ouabain  toxicity,  catecho- 
lamine stimulation,  or  myocardial  ischemia.^'^ 
Vismara  et  ah"  in  a study  similar  to  ours, 
showed  intravenous  disopyramide  to  be  ef- 
fective in  completely  eliminating  ventricular 
tachycardia  refractory  to  standard  antiar- 
rhythmic therapy. 

Since  the  clinical  studies  used  both  oral  and 
intravenous  methods  of  drug  delivery  with 
similar  results,  differences  in  drug  distribution 
cannot  explain  the  differences  in  effectiveness. 
Although  not  specifically  monitored,  no  dif- 
ferences in  effective  blood  levels  of  the  drugs 
appeared  to  exist  since  maximal  recommended 
dosages  were  used.  Therefore,  this  cannot 
account  for  the  differences  observed. 


The  effectiveness  of  disopyramide  phos- 
phate in  patients  refractory  to  other  anti- 
arrhythmic drugs  suggests  that  it  may  operate 
by  a different  mechanism,  yet  electrophysio- 
logic  data  is  nearly  identical  when  quinidine, 
procainamide  and  disopyramide  phosphate 
are  compared.  Though  it  is  structurally  dif- 
ferent from  quinidine  and  procainamide, 
disopyramide  phosphate  shares  many  elec- 
trophysiologic  characteristics  including 
(1)  diminished  spontaneous  diastolic  depolari- 
zation, (2)  decreased  slope  of  phase  0 of  the 
action  potential  (dv/dt),  (3)  decreased  mem- 
brane responsiveness,  (4)  increased  action 
potential  duration,  (5)  decreased  conduction 
velocity  and  (6)  increased  refractory 
period. 116  This,  contrary  to  clinical  data, 
strongly  suggests  some  mechanism  at  the 
cellular  level  common  to  these  antiarrhythmic 
agents  and  makes  the  clinical  differences  in 
efficacy  more  difficult  to  explain. 

Ventricular  arrhythmias  are  felt  to  originate 
from  disturbances  of  impulse  formation  in- 
cluding (1)  changes  in  slope  of  phase  4 
depolarization,  (2)  changes  in  membrane 
threshold,  (3)  changes  in  resting  membrane 
potential  and  (4)  currents  flowing  from 
adjacent  cells,  and  disturbances  of  impulse 
propagation,  specifically  conduction  delay 
causing  both  macro  and  micro  re-entry. All  3 
antiarrhythmic  agents  discussed  here  change 
the  slope  of  phase  4 and  alter  membrane 
threshold  without  changing  resting  potentials. 
Sasyniak  and  Kus,i6  using  normal  and  in- 
farcted  hearts,  have  shown  that  disopyramide 
phosphate,  like  other  antiarrhythmic  agents, 
diminishes  the  disparity  of  conduction  veloci- 
ties and  effective  refractory  periods  in  purkinje 
fibers,  thus  inhibiting  reentry  phenomenon. 
These  drugs  act  by  slowing  conduction  velocity 
in  rapidly  conducting  cells  to  a greater  degree 
than  in  slowly  conducting  cells,  thus  increasing 
hemogeneity  of  conduction  velocity,  action 
potential  duration,  and  refractory  period. 

Although  there  is  no  agreement  as  to  which 
electrophysiologic  parameter  best  reflects  a 
drugs  antiarrhythmic  mechanism,  Williams'" 
proposes  that  quinidine,  procainamide,  dis- 
opyramide phosphate,  and  several  other 
agents  owe  their  ability  to  alter  conduction  to 
changes  in  the  slope  of  phase  0 (dv/dt).  By 
inhibiting  the  rapid  inward  sodium  flux  across 
the  cell  membrane,  dv/dt  is  decreased  thus 


124  Nebraska  Medical  Journal  May  1980 


slowing  conduction  velocity.  The  sodium  flux 
appears  to  be  controlled  by  either  a membrane 
carrier  system  of  great  transport  capacity-"  or 
ionophore  macromolecules.'-'  Inhibition  of 
sodium  influx  could  be  due  to  inhibition  of 
enzymes  necessary  for  ionophore  function, 
direct  stereochemical  blocking  or  a conforma- 
tional change  in  the  ionophore.  There  appears 
to  be  sufficient  evidence  to  explain  the  action 
of  certain  antiarrhythmic  drugs  on  the  basis  of 
a physical  membrane  occupancy  theory,  which 
depends  upon  the  ability  of  the  drug  to  (a)  bind 
at  cardiac  membranes  and  (b)  induce  a 
change  in  the  conformation  of  the  membrane." 
It  may  be  the  differences  in  the  ability  to 
associate  with  the  cell  membrane  thus  causing 
the  conformational  change  which  accounts  for 
the  differences  in  effectiveness  between 
quinidine,  procainamide  and  disopyramide 
phosphate.  Agents  that  are  either  better  able 
to  bind  to  the  protein  monolayer  of  the  cell 
membrane  or  are  more  soluble  in  the  lipid 
monolayer  may  associate  more  closely  with  the 


membrane  ionophore  or  bind  to  the  cell 
membrane  in  greater  concentration  and  thus 
more  effectively  inhibit  the  rapid  sodium 
influx.  Morgan  and  Mathison"  suggest 
a correlation  between  physiochemical 
parameters  such  as  pka  and  partition  co- 
efficient and  pharmacological  potency.  This 
hypothesis  has  not  yet  been  tested  and 
therefore  remains  unproven,  but  may  account 
for  the  differences  in  effectiveness  which  we 
observed. 

Our  study  shows  that  disopyramide  phos- 
phate may  be  useful  in  treating  ventricular 
arrhythmias  refractory  to  other  antiarrhythmic 
medications.  As  suggested  by  Morgan  and 
Mathison,'"  the  differences  in  effectiveness 
among  these  agents  may  be  due  to  differences 
in  their  physiochemical  properties  and  their 
effects  upon  membrane  ion  transport.  Further 
research  is  needed  in  this  area. 

References  available  from  authors. 
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Fibrous  Mesothelioma 


Abstract 

Fibrous  mesothelioma  is  a rare  entity.  The 
preoperative  diagnosis  is  seldom  made.  Cure 
may  be  anticipated  following  complete  re- 
section. Careful  attention  to  the  clinical 
symptoms  or  lack  thereof,  the  generally 
negative  laboratory  studies,  and  the  chest 
x-ray  may  make  a presumptive  diagnosis  of 
localized  fibrous  mesothelioma  possible  be- 
fore surgery 

The  most  distinctive  of  the  rare 
primary  pleural  tumors  is  the 
localized  benign  fibrous  meso- 
thelioma. It  poses  a considerable  diagnostic 
problem  because  the  solitary  well-circum- 
scribed mass  seen  on  radiographs  of  the 
chest  cannot  be  easily  differentiated  from 
other  entities.  Confusion  exists  in  the  liter- 
ature concerning  the  classification  of  the 
lesion,  its  pathogenesis,  and  its  biological 
potential.  We  are  reporting  a case  in  which 
the  tumor  was  unusually  large  and  surgical 
extirpation  apparently  successful. 

Case  Report: 

This  67-year-old  white  female  presented 
with  a three-month  history  of  dependent 
edema  of  the  lower  extremity,  mild  dyspnea, 
increasing  fatigue,  decreased  appetite, 
accompanied  by  a 13-pound  weight  loss, 
recurrent  nonproductive  cough,  and  inter- 
mittent wheezing.  There  was  no  prior  his- 
tory of  pulmonary  disease,  exposure  to  as- 
bestos or  other  significant  pollutants.  Past 
medical  history  included  hypertension  treat- 
ed with  dyazide  and  previous  caesarean 
section  and  appendectomy.  Positive  physical 
findings  included  the  presence  of  coarse, 
moist  bibasilar  rales  posteriorly,  greater  on 
the  right  than  the  left,  increased  tactile 
fremitus  and  dullness  to  percussion  over  the 
right  lung  base  posteriorly,  and  marked 
clubbing  of  the  fingers  with  moderate  nail- 
bed  cyanosis. 

'I’he  only  abnormal  laboratory  finding  was 
a mild  hypochromic  microcytic  anemia  (hgb 
12.5  gm/dl). 

Chest  x-ray  revealed  a large,  lobulated 
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paramediastinal  mass  in  the  right  lower 
chest  associated  wth  pleural  thickening  and 
localized  pleural  effusion  (Fig.  1A,B)  Bron- 
chogram  revealed  upward  displacement  of 
the  right  middle  lobe  bronchus  with  depres- 
sion of  the  lower  lobe  bronchi.  (Fig.  2)  Bone 
and  liver-spleen  scans  were  normal. 

Pulmonary  function  tests  revealed  moder- 
ately severe  obstructive  airway  disease  with 
a mild  restrictive  component.  Arterial  blood 
gases  showed  mild  resting  hypoxemia  breath- 
ing room  air  (Pa02  67  mm  Hg). 

Bronchoscopy  revealed  some  extra- 
bronchial  compression  of  the  right  middle 
and  lower  lobe  bronchi.  Bronchial  brushings 
obtained  were  negative  for  bacteria,  acid-fast 
bacilli,  fungi,  or  malignant  cells. 

At  a right  thoracotomy,  a solitary  multi- 
lobulated  mass  located  between  the  right 
middle  and  lower  lobes  and  attached  by  a 
small  pedicle  to  the  visceral  pleural  was 
resected  without  difficulty.  The  mass  did  not 
involve  parietal  pleura  or  adjacent  lung.  The 
patient  made  an  uneventful  recovery  and  was 
discharged  on  the  10th  postoperative  day  with 
no  plans  for  further  therapy. 

The  specimen  consisted  of  an  irregular, 
rubbery,  multilobulated  mass  weighing  880 
gm  and  measuring  21x15x10  cm.  (Fig.  3A)  It 
was  gray-white  in  color  and  showed  focal 
areas  of  hemorrhage.  On  cut  section,  it  was 
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FIGURE  lA  FIGURE  IB 

FIGURE  lA  & B 


The  heart  is  normal  in  size  and  shape.  There  the  right  lower  chest  above  the  diaphragm  as- 

appears  to  be  a lobulated  paramediastinal  mass  in  sociated  with  pleural  thickening.  (A:  PA;  B:  Lateral) 


FIGURE  2 


The  bronchogram  showed  a large  mass  in  the  right  about  the  superior  margin  of  the  mass.  There 

chest  measuring  approximately  9 cm  in  diameter.  appears  to  be  occlusion  of  the  anterior  and  medial 

The  middle  lobe  bronchi  are  elevated  and  displaced  basal  segmental  bronchi  of  the  right  lower  lobe. 
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homogeneous.  Near  one  edge,  it  was  calci- 
fied. One  cystic  area  filled  with  yellowish 
semiliquid  debris  was  present  measuring  up 
to  3 cm  across.  (Fig.  3B) 

Microscopic  examination  revealed  consid- 
erable histological  variability  from  area  to 
area.  The  cell  nuclei  were  oval  to  round. 
Each  cell  contained  a moderate  amount  of 
eosinophilic  cytoplasm  but  there  was  poor 
delineation  of  cytoplasmic  borders.  Consider- 
able collagenation  was  present.  Interstitial 


edema  and  myxoid  degeneration  were  scat- 
tered about.  Many  large  congested  blood 
vessels  were  seen.  Mitotic  figures  were 
infrequent  in  number  and  scattered  about, 
but  when  seen  were  norm2d.  The  surface  of 

the  tumor  was  covered  by  metaplastic 
cuboidal  mesothelial  cells.  A small  section  of 
normal  lung  was  present  near  one  surface 
but  was  not  invaded  by  the  tumor.  Histo- 
logical diagnosis  was  locedized  benign  fibrous 
mesothelioma.  (Fig.  4) 


FIGURE  3A 


FIGURE  ;iB 


FIGURE  3 


The  specimen  measured  up  to  21  cm  in  greatest 
dimension  and  had  a bosselated  surface.  It  was 
attached  to  the  right  middle  lung  lobe  by  the  small 


strand-like  structure  on  the  left  (3A).  On  cut  section, 
the  specimen  was  homogeneous  but  showed  focal 
areas  of  cystic  degeneration  (3B). 
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FIGURE  4 

The  histopathological  changes  varied  from  area  to 
area  but  contained  predominantly  spindle  and 
stellate  cells  with  little  pleomorphism. 


Discussion: 

The  appropriate  classification  of  this 
unusual  neoplasm  is  not  uniformly  agreed 
upon  by  pathologists.  Diagnoses  which  have 
been  proposed  include  fibroma,  fibrosarcoma, 
fibrosarcoma  myxomatoides,  myxosarcoma, 
neurofibroma,  neurilemomma,  leiomyosar- 
coma, endothelial  cell  sarcoma,  Ewing’s  tumor, 
chondroblastoma,  and  angiofibroma. 

The  peak  incidence  is  in  the  sixth  decade 
but  it  has  been  reported  in  patients  ranging 
in  age  from  12  to  73  years.  There  is  no  sex 
preference.  Presenting  clinical  features  are 
rarely  striking.  Most  frequently,  a mass  is 
discovered  incidental  to  a chest  x-ray  and 
symptoms  elicited  only  after  detailed 
questioning.  Mild  intermittent  chest  pain  and 
arthralgias  are  the  most  common  symptoms. 
The  arthralgias,  which  may  be  quite  disabl- 
ing, most  commonly  affect  the  hands,  ankles, 
shoulders,  wrists,  elbows,  and  knees  (in 
decreasing  order  of  incidence).  The  pain 


subsides  quickly  following  resection  of  the 
tumor.  Clubbing  is  usually  seen  only  as- 
sociated with  large  tumors  especially  if  ac- 
companied by  hypoxemia.  Other  manifes- 
tations often  include  cough,  occasional  hemo- 
ptysis, mild  dyspnea,  fatigue,  intermittent 
fever,  weight  loss  (uncommon),  and  neuralgic 
pain  in  the  upper  extremity. 

It  is  often  not  possible  to  differentiate 
clinically  fibrous  mesothelioma  from  other 
intrathoracic  lesions  such  as  bronchial  aden- 
oma, bronchogenic  carcinoma,  metastatic  car- 
cinoma, pericardial  cyst,  interlobar  fusions, 
and  mediastinal  tumors.  Most  special 
radiological  procedures  are  not  helpful. 
Bronchoscopy  often  confirms  the  presence  of 
an  extrabronchial  mass  producing  compres- 
sion and  distortion.  Cytological  and  bacterio- 
logical studies  are  valuable  for  exclusion  of 
other  disorders. 

At  surgery,  the  gross  appearance  is  dis- 
tinctive. It  is  nodular,  soft,  well  encap- 
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sulated,  vascular,  and  may  bleed  with  ease. 
It  may  arise  from  the  visceral  or  parietal 
pleura  and  is  usually  intrapleural.  On  rare 
occasions  they  occur  on  the  outer  pleural 
surface.  There  is  no  side  or  location  prefer- 
ence. They  are  usually  attached  by  a small 
pleural  pedicle.  Pleural  effusion  is  common 
and  may  occasionally  be  hemorrhagic.  They 
range  in  diameter  from  2-36  cm.  and  in 
weight  from  50-5,000  gm. 

Because  of  their  hypercellularity,  they  are 
often  mistaken  histologically  for  a fibro- 
sarcoma or  malignant  schwannoma.  No  epith- 
elial elements  are  seen  which  might  indicate 
the  typical  biphasic  mesothelioma  with  which 
we  are  most  familiar.  Special  stains  are 
usually  of  little  help  in  establishing  the  cell 
of  origin. 

The  mesothelial  origin  of  these  tumors  has 
been  demonstrated  using  tissue  culture  tech- 
niques. In  most  cases,  however,  light  and 
electronmicroscopic  examinations  has  failed 
to  demonstrate  cellular  components  consis- 
tent with  a mesothelial  origin.  It  is  thus  easy 
to  see  why  many  diagnoses  have  been 
considered.  Some  have  suggested  the  name 
of  localized  fibrous  tumor  of  pleura  in  the 
absence  of  a clear-cut  pathogenic  under- 
standing of  the  neoplasm. 


Regardless  of  the  pathogenesis,  nearly  all 
are  cured  by  total  resection.  Only  in  the 
series  reported  from  the  Mayo  Clinic  has 
recurrence  been  described.  Of  22  cases  in 
which  the  patient  survived  resection,  three 
had  local  recurrence  from  six  months  to 
eight  years  following  surgery.  One  of  these 
cases  was  quite  aggressive  and  ultimately 
caused  the  patient’s  demise. 

Surgical  excision  without  adjunctive  radio- 
therapy is  generally  considered  the  treat- 
ment of  choice.  For  followup,  routine  annual 
physical  examination  and  chest  x-ray  should 
prove  more  than  sufficient. 
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Fifty  Years  in  Medicine 


A N invitation  to  jot  a few  recol- 
lections  from  50  years  of 
JL  ^ medicine  leads  to  a number  of 
musings  — the  problems  of  early  practice  and 
the  problems  of  now  after  the  explosion  of 
information  more  recently. 

VVe  were  forced  to  consider  strongly  the  cost 
of  each  thing  we  did.  We  used  sedimentation 
rates  and  skin  tests  and  carefully  considered 
the  cost  of  a chest  x-ray.  As  a house  officer,  we 
could  prescribe  the  medicaments  in  the 
hospital  formulary  only,  unless  we  were  able  to 
justify  others  to  the  Pharmacy  Committee. 
There  were  some  effective  agents  before 
sulfonamides  and  antibiotics.  I was  particular- 
ly interested  in  pneumococcus  disease  (as  then 
known). 

One  experience  has  illustrated  this  — 
government  agency  trouble,  effective  anti- 
bacterial and  cost.  I saw  a man  in  his  30s  with  4 
or  5 children  who  was  existing  on  W.P.A.  He 
had  had  the  classical  chill,  had  some  acute 
chest  pain  and  produced  rusty  sputum  from 
which  we  typed  the  Type  II  pneumococcus  for 
which  there  was  an  effective  antiserum.  We  got 
a blood  culture,  too,  using  media  we  had  made, 
and  grew  the  organisms  in  the  office  incubator. 
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Type  II  pneumonia  with  a positive  blood 
culture  was  almost  universally  fatal  without 
antiserum  use.  It  took  much  talking  and 
finally  the  County  Board  was  convinced  that 
the  $60  for  antiserum  was  less  than  the  cost  of 
burial  and  support  of  his  family  in  the  future. 
This  was  the  argument  I used.  We  gave  him  the 
antiserum  at  home,  he  survived,  but  did  get  an 
empyema  which  cleared  with  tube  drainage.  I 
haven’t  tried  to  calculate  the  Medicaid  charges 
that  would  accrue  for  this  now. 

Too  varied  an  interest  in  disease  has  been 
somewhat  of  a handicap  but  has  brought  a 
collection  of  amebic  disease  from  Alaska, 
Germany,  and  the  South  Pacific  in  military 
times,  a group  of  gouty  arthritis  in  females 
when  it  was  supposed  to  be  limited  to  males, 
ideas  about  fat  embolism  and  other  far  flung 
brain  storms.  I guess  this  musing  has  served  a 
purpose  in  making  me  resent  the  stern 
demands  of  this  occupation  a little  less  and 
wish  for  more  time  to  stir  the  pot. 
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My  Specialty:  Mental  Retardation 


IT  is  tempting,  because  of  the 
resurgence  of  modern  and 
societal  interest  in  mental 
retardation  in  the  last  three  decades,  to  think 
of  it  as  a new  medical  specialty.  Actually, 
mental  retardation’s  history  as  a distinct  focus 
of  medicine  begins  at  the  turn  of  the  19th 
century  with  the  work  of  three  pioneer 
physicians  of  the  French  Enlightenment:  Pinel, 
Itard,  and  Seguin.  Over  the  space  of  60  years 
these  men  effected  changes  in  the  treatment  of 
the  mentally  retarded  that  even  today  are 
fundamental.  Pinel  inaugurated  humane  treat- 
ment of  the  mentally  incapacitated  by  abolish- 
ing the  primitive  treatments  that  mentally 
ill/retarded  patients  had  endured  since  the 
Middle  Ages.  Itard,  in  his  five  year  therapeutic 
relationship  with  Victor,  the  wild  boy  of 
Avignon,  demonstrated  the  forbearance  and 
creativity  that  is  the  heart  of  excellent 
programming  for  retarded  persons.  And 
Seguin,  in  writing  The  Moral  Treatment, 
Hygiene  and  Education  of  Idiots  and  Other 
Backward  Children,  asserted  premises  which 
are  still  basic  to  the  modern  treatment  of 
mental  retardation:  that  retarded  persons  can 
learn  and  achieve  developmental  growth;  and 
that  society’s  responsibility  is  to  treat/educate 
retarded  persons  and  accept  them  in  the 
normal  community.  Today,  as  it  was  two 
centuries  ago,  the  humanity  and  teachings  of 
Pinel,  Itard  and  Seguin  can  serve  as  models  for 
physicians  in  our  approach  to  mentally 
retarded  persons.  Currently  we  are  emerging 
from  an  era  in  which  retarded  persons  were 
placed  in  distant  isolated  institutions  for  life  — 
to  a time  when  retarded  citizens  are  guaran- 
teed treatment  and  services  within  their 
normal  communities. 

Since  I began  my  interest  and  activity  in 
mental  retardation  during  the  late  fifties,  I 
have  seen  the  field  grow  and  change  tre- 
mendously. To  understand  the  magnitude  of 
this  change,  one  must  appreciate  the  bleak 
prospects  faced  by  families  then  who  had  a 
retarded  member.  Almost  no  services  — 
educational,  vocational,  residential  — were 
provided  in  communities.  Parents  faced  the 
terrible  dilemma  of  either  keeping  their 
retarded  son  or  daughter  at  home,  knowing 
some  of  their  needs  would  go  unmet,  or  placing 


FRANK  J.  MENOLASCINO,  M.D. 

Professor  of  Psychiatry  and  Pediatrics 

University  of  Nebraska  Medical  Center 

them  in  a distant,  dehumanizing  institution 
(where,  just  as  surely,  many  of  their  needs 
would  still  go  unmet). 

It  was  my  good  fortune  — during  my  last 
year  of  medical  school,  throughout  my  resi- 
dency in  psychiatry,  and  the  early  faculty  years 
at  the  University  of  Nebraska  College  of 
Medicine  — to  be  taught  and  later  work  with 
two  senior  physicians  who  clearly  understood 
the  scientific  and  humanistic  roots  of  mental 
retardation  activity  in  our  country.  Dr.  Cecil 
Wittson,  who  established  our  country’s  first 
inter-disciplinary  professional  assessment  team 
for  the  mentally  retarded  here  in  Nebraska, 
clearly  pointed  out  the  scope  and  nature  of 
modern  treatment  goals  for  the  retarded.  His 
establishment  of  basic  research  and  clinical 
research  data  base  for  these  hopeless 
disorders  — soon  became  a national  model  for 
the  scientific  understanding  of  the  symptom  of 
mental  retardation.  Dr.  Herman  Jahr,  a 
pioneer  pediatrician  in  our  state,  forcefully 
reminded  me  that,  at  all  times,  mental 
retardation  is  a phenomena  that  involves  the 
entire  family:  from  early  diagnosis  through 
orchestrating  programs  of  long  term  help.  His 
total  commitment  to  helping  families,  especial- 
ly the  mothers  whom  psychiatrists  too  quickly 
labeled  as  sick  — was  a superb  model  of 
primary  care.  I am  deeply  indebted  to  these 
two  teachers,  pioneers  and  superb  physicians. 

In  1980,  we  can  point  to  these  changed 
features  in  the  societal  picture  of  mental 
retardation:  most  retarded  persons  can  now  be 
served  at  the  community  level,  even  those  with 
severe  handicaps;  large-scale  congregate  care 
facilities  have  reduced  their  population  of 
residents  — prior  to  their  probable  and 
eventual  phase-out  in  the  next  decade  in  favor 
of  totally  community-based  service  systems; 
mentally  retarded  citizens  are  more  and  more 
accepted  as  fellow-citizens;  and  for  parents, 
the  stigma  and  difficulty  of  raising  a retarded 
child  is  considerably  less  than  it  was  10  years 
ago. 
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For  physicians  involved  in  mental  retarda- 
tion (who  are  generally  either  a psychiatrist, 
pediatrician,  or  a family  physician)  these 
changes  have  created  a challenging  range  of 
possibilities  for  involvement.  They  may 
specifically  deal  with  the  physical  and  emo- 
tional problems  of  mentally  retarded  in- 
dividuals and  their  families.  He  or  she  may 
work  with  local  service  systems  or  agencies  to 
help  them  accomplish  their  mission  of  pre- 
venting mental  retardation,  and  serving  the 
needs  of  retarded  persons. 

The  physician  who  works  with  the  mentally 
retarded  works  on  the  edge,  at  least,  of  a social 
problem.  For  while  he  or  she  may  diagnose, 
may  prescribe  medication  or  treatment  — the 
physician’s  role  herein  is  frequently  not  to  heal 
in  the  sense  of  cure,  but  to  significantly  help 
through  the  provision  of  local  services  of 
quality,  personal  and  professional  advocacy,  or 
through  education  of  the  parents  and  the 
general  public.  Since  mental  retardation  is 
both  a medical  problem  and  a social  problem, 
physicians  in  this  area  must  frequently  exert 
themselves  in  non-traditional  ways  if  they  are 
to  obtain  help  and  support  for  their  patients. 

Down  Memory 

1.  The  subject  of  electrocardiology,  while 
not  a new  one  in  medicine,  has  only  in  recent 
years  been  made  a part  of  the  usual  medical 
curriculum. 

2.  I believe  I was  the  first  surgeon  here  to 
do  general  surgery  under  spinal  anesthesia, 
i.e.,  any  operation  from  the  crown  of  the  head 
to  the  soles  of  the  feet. 

3.  More  infants  die  each  year  in  the  United 
States,  during  labor  or  within  three  days 
following  birth,  than  we  lost  men  during  our 
entire  participation  in  the  World  War. 

4.  Addiction  the  world  over  is  becoming  an 
alarming  problem.  It  is  estimated  that  Egypt, 
with  a population  of  14,000,000,  has  500,000 
addicts. 

5.  If  I had  examined  the  ankle  instead  of 
the  picture  I would  not  have  made  such  a 
blunder. 

6.  No  doubt  the  membership  of  the 
Nebraska  State  Medical  Association  is  as 


Because  of  the  high  demand  for  expertise  in 
this  growing  field,  the  physician  will  do  both  — 
helping  individuals  with  their  particular 
problems,  and  helping  to  create  a society  in 
which  handicapped  {)ersons  can  function  as 
useful  and  productive  fellow  citizens. 

The  professional-personal  satisfactions  for 
physicians  involved  with  the  care  of  the 
mentally  retarded  are  especially  numerous 
today.  The  recent  societal  awareness  of  the 
problems  and  needs  of  the  mentally  retarded 
have  made  possible  great  progress  in  a number 
of  areas.  Human  service  systems  at  the 
community  level  are  enabling  us  to  actively 
apply  the  backlog  of  knowledge  about  the 
potential  of  the  retarded  for  learning  and 
adaptation.  Research  activity  is  wide-spread, 
and  currently  offers  increasing  hope  that  some 
types  of  retardation  are  curable.  While  the 
physician  in  mental  retardation  must  still  be 
content  with  the  “incurability”  of  that  condi- 
tion, he  or  she  can  be  fulfilled  by  seeing  the 
tremendous  change  in  the  lives  of  their 
patients  made  possible  by  energetic  attention 
to  the  principles  of  modern  medical  diagnosis, 
care,  and  habilitation. 

Lane 

much  interested  in  this  problem  of  needy 
students  as  the  Federation  of  Woman’s  Clubs 
and  the  Association  at  its  annual  meeting 
might  do  well  to  consider  creating  such  a Fund. 

7.  The  American  College  of  Surgeons  has 
undertaken  research  in  cautery  surgery, 
according  to  information  at  hand. 

8.  Hospital  councils  in  some  cities  focus  all 
their  attention  at  March  and  April  meetings  on 
plans  for  a joint  observance  of  National 
Hospital  Day. 

9.  Twenty-five  former  presidents  of  the 
Nebraska  State  Medical  Association  are  now 
living  — enough  to  form  quite  a respectable 
group. 

10.  Wood  Lake  is  advertising  for  a physician. 

The  Nebraska  State  Medical  Journal 
May,  1930 
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FEATURES 


President's  Page 


By  the  time  you  read  this,  the  Nebraska 
Medical  Association  will  have  a new  President. 
I was  tempted  to  quote  Tennyson  about  the 
old  order  yielding  place  to  new,  but  that  would 
have  been  a bit  much.  It  would  have  been 
inappropriate,  anyway,  now  that  I think  of  it, 
because  there  are  virtues  of  our  association 
which  are  unchangeable  — intrinsic  to  our 
purposes  in  our  articles  of  incorporation; 

“ 1 . To  advance  the  science  and  art  of  medicine. 
‘-^•To  elevate  the  standard  of  medical  educa- 
tion. 

•l-To  improve  public  health 
■PTo  disseminate  to  its  members,  and  others, 
fact  and  opinion  relating  to  medical  knowl- 
edge, treatment,  and  procedures. 


5.  To  provide  a vehicle  for  fellowship  among 
those  engaged  in  the  practice  of  medicine  in 
Nebraska. 

6.  To  provide  for  an  association  of  Nebraska 
physicians  to  cooperate  with  the  American 
Medical  Association  in  appropriate  areas. 

7.  To  monitor  proposed  legislation  and  to 
provide  fact  and  opinion  to  state  and 
government  officials  on  matters  pertaining 
to  public  health  and  to  the  interests  of  its 
members.” 

Much  of  what  we  can  do  for  our  patients  and 
ourselves,  since  we  have  lost  much  initiative, 
depends  on  state  and  federal  government. 

But  we  must  continue  our  efforts  to  preserve 
medicine’s  independence  as  an  art  and  science 
practiced  by  professionals  who  leaven  that 
practice  with  deep  concern  for  the  welfare  and 
freedom  of  our  patients  and  ourselves. 

We  must  continue  to  assist  in  the  advance  of 
medical  knowledge  and  in  the  constructive 
application  of  that  knowledge. 

We  must  continue  to  exhort,  in  the  most 
vigorous  and  persuasive  manner  possible,  our 
peers  to  accept  their  duties  as  citizens  of  a 
federal  republic  and  as  members  of  a federa- 
tion of  medical  organizations  to  protect  and 
advance  responsible  initiative,  creativity  and 
freedom. 

I have  no  tolerance  for  the  idea  that,  “unless 
we  do  it  the  government  will  do  it  for  us”  — or 
to  us.  We  have  sown  the  dragon’s  teeth  with 
that  idea. 

We  are  honorable  men  and  women  who  have 
a heavy  responsibility  to  merit  the  support  of 
our  peers  and  the  esteem  of  the  people  whom 
we  serve.  I think  we  deserve  both. 

I am  proud  to  be  one  of  your  company. 

Charles  W.  Landgraf,  Jr.,  M.D. 

President,  NMA 
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The 

Auxiliary 

What  would  a physician  in  our  state  really 
like  to  know  about  their  state  medical  auxiliary? 
At  this  time  of  year  it  has  been  traditional  for 
the  NMAA  president  to  report  on  national 
meetings,  large  state  projects,  resolutions  and 
awards.  Rather  than  report  on  one  project  this 
year,  I must  report  on  several  because  we  have 
so  many  good  programs  that  I can’t  seem  to 
look  at  just  one.  Our  theme  for  the  year  is 
“Health  on  the  Move”  and  I’m  glad  to  report 
some  of  our  girls  have  taken  it  literally  and  are 
going  the  second  and  third  mile. 

We’re  moving  full  steam  ahead  with  the 
mobile  gallery.  Helen  Hayes  and  Doctor  Allan 
Griesemer  have  drawn  up  a proposal  for  Ak- 
Sar-Ben  to  consider  donating  two  vans  to  the 
Mobile  Gallery  or  supporting  the  health 
programming  or  both.  The  committee  has  set  a 
convention  date  of  April  27  to  have  a van  ready 
to  share  with  you  either  from  Ak-Sar-Ben  or 
another  source.  We  are  eager  to  schedule  this 
unit  in  your  area  and  request  your  interest  in 
acting  as  a “Host  Medical  Society.”  Of  course, 
we  will  be  looking  for  auxiliary  “hostesses”  for 
its  visits  to  hospitals,  schools  and  shopping 
centers.  The  programming  under  study  by  the 
Guidance  Committee  is  HAP  out  of  Berkley  in 
California.  Obviously,  this  program  is  on  the 
move. 

Another  moving  influence  has  been  our 
Immunization  efforts  chaired  by  Kay  Reed. 
AMAA  Family  Record  samples  have  been 
mailed  to  all  state  hospital  administrators  to 
encourage  their  use  with  new  mothers. 

Keeping  in  the  automobile  van,  “Buckets 
for  Babes”  a Safety  and  International  Year  of 
the  Child  project,  is  being  picked  up  by  our 
auxiliaries  across  the  state.  This  project  is 
promoting  the  use  of  approved  child  car  seats. 

We  want  YOU  to  move  and  put  in  your  bid 
on  the  “Rent  a Retreat”  auction  for  the  benefit 
of  our  Mobile  Health  Gallery.  We  have  some 
lovely  retreats  donated  by  physicians  de- 
scribed in  a special  mailing  to  each  of  you.  We 
hope  to  have  a rousing  silent  bidding.  Plan 
your  next  years  trip  and  help  our  Mobile  Van 
Gallery  Fund. 


We  have  been  on  the  move  “romping  to 
Lincoln”  with  commission  meetings,  legislative 
seminars  and  gallery  planning  sessions.  We 
welcome  the  ties  with  the  NMA  and  appreciate 
your  invitations  to  our  women  to  be  informed 
about  health  issues  by  attending  your  meetings. 

We  held  a Health  Forum  in  Omaha  co- 
sponsored with  Immanuel  Medical  Center  and 
the  Junior  League  of  Omaha.  This  was  a first 
for  National  and  a first  for  us.  Mrs.  Ben 
Johnson  (Ruth)  presented  the  NMAA  theme 
for  the  coming  years,  “Shape  Up  for  Life,” 
followed  by  a panel  of  medical  professionals. 
We  held  a President’s  reception  at  the  Omaha 
Club  for  her  but  due  to  snowy  weather,  had  to 
cancel  our  Mid-Winter  Board  meeting  in  York 
where  she  was  to  speak.  We  were  honored  to 
have  our  top  auxiliary  executive  in  our  state 
and  we  gave  her  a Big  Red  Welcome! 

Programming  that  has  really  caught  on  is  our 
“Rural  Weekend  Visits”  project  chaired  by 
Shirley  Sorrell.  She  has  medical  students  who 
want  to  come  to  your  communities  for  a 
weekend  with  their  wives  to  observe  rural 
small  town  medicine.  Can  you?  Do  you  need 
another  physician?  Please  notify  Shirley  now 
as  the  students  are  in  their  second  or  third  year 
and  are  looking  for  places  to  practice. 

Our  last  move  will  be  to  Omaha  for  our  April 
27-30  convention.  Be  sure  and  stay  through 
the  30th  to  attend  our  Ak-Sar-Ben  Races 
Mobile  Van  Benefit.  The  meetings  will  be  held 
at  the  Hilton  and  we  invite  all  your  wives 
whether  they  are  active  auxilians  or  not  to  join 
us.  We  have  three  fun-filled  days  planned.  It 
will  be  entertaining,  educational  and  eventful. 
We  offer  a tour  of  the  Omaha  Symphony  ASID 
Designers  Showhouse,  the  Ak-Sar-Ben  Races, 
and  a free  day  to  hear  the  UNO  authorities  on 
Afghanistan.  There  will  ben  an  opportunity  to 
sample  the  French  Cafe  cuisine  and  programs 
on  fashions,  house  decor  and  designing  and 
aerobics  for  our  gals.  So  let  us  entertain  your 
wife  and  you. 

As  I said  earlier,  “Health  on  the  Move”  is 
truly  here.  Now  if  our  health  holds  out  — we 
will  have  had  a good  year.  Thanks  to  everyone. 

My  best, 

Bev 
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Between  Cases 


Candor  Department. 

My  opinion  is  worthless.  This  man  rubs  me 
the  wrong  way. 

Heard  On  TV. 

Musicalization. 

On  Geriatrics. 

Discern  of  the  coming  on  of  years,  and  think 
not  to  do  the  same  things  still;  for  age  will 
not  be  defied. 

Bacon. 

Words  I Can  Do  Without. 

Primary  contact;  physician;  solubilize; 
underachievers;  socially  deviant. 

I’m  Number  One. 

There  are  2.5  million  physicians  in  the 
world. 

I counted  them. 

Quote  Unquote. 

Travelling  is  a fool’s  paradise. 

Emerson. 

That’s  Bad. 

He  is  complaining  of  vomiting  blood  and 
watery  diarrhea. 

Bad  English,  anyway. 

The  Patient. 

I’m  not  a rebel  rouser. 

Look  It  Up. 

Patient  is  ambulatory  on  a wheelchair  level. 


It’s  Normal. 

Lumbar  spine;  rotation  235  degrees. 
Maybe  he  said  to  35  degrees. 

Department  Of  Neurology. 

This  might  explain  the  involvement  of  the 
seventh  cervical  nerve,  which  he  really  does 
not  have. 

Quote  Unquote. 

Anything  doctors  do  in  a mass  is  ethical. 
Cobb. 

Male  & Female. 

He  was  also  found  to  have  impotence  which 
was  relatively  severe. 

On  Economics. 

When  the  dollar  floats,  it  sinks. 

Quote  Unquote. 

Medical  research  is  the  most  truly  inter- 
national commodity  we  possess. 

Banting. 

Veterinary  Medicine. 

Pound  for  pound,  the  ameba  is  the  most 
vicious  animal  in  the  world. 

A Hundred  Years  Ago. 

To  become  a doctor  a man  must  study  some 
three  years  and  hear  a thousand  lectures, 
more  or  less. 

Oliver  Wendell  Holmes:  The  autocrat  of 
the  breakfast  table. 
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In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

Loudon,  John  R.,  M.D.  Born  December  20, 
1903,  died  February  16,  1980.  Northwestern 
University  Medical  School,  Chicago,  grad- 
uated 1929,  practiced  in  Lincoln,  Nebraska, 
NMA  and  AMA  member. 


Welcome  New  Members 


Richard  D.  French,  M.D. 
704  East  Side  Blvd. 
Hastings,  NE  68901 

James  D.  Severa,  M.D. 
601  North  30th 
Omaha,  NE  68131 


J.  Howard  McIntosh,  M.D 
R.  R.  #1 

Norfolk,  NE  68701 

Robert  H.  Settles,  M.D. 
2121  South  56th  St. 
Lincoln,  NE  68506 


Coming  Meetings 


HEALTH  CARE  IN  THE  ELDERLY  — 
Third  Annual  Meeting.  May  22  and  23, 
1980.  Sponsored  by  the  University  of  Iowa 
Departments  of  Family  Practice  and  Internal 
Medicine  and  the  Iowa  Gerontology  Project. 
Two  day  meeting  of  varied  presentations  of 
many  aspects  of  geriatric  medicine.  AMA 
Category  I 15V2  hours.  For  information 
contact:  Ian  M.  Smith,  M.D.,  Department  of 
Internal  Medicine,  University  of  Iowa 
Hospitals,  Iowa  City,  Iowa  52242;  (319- 
356-2727). 

3rd  Annual  Seminar:  Pediatrics:  the  Uni- 
versity of  South  Dakota  School  of  Medicine 
Department  of  Pediatrics  and  Adolescent 
Medicine  and  the  South  Dakota  Chapter  of  the 
Academy  of  Pediatrics,  June  18-20,  1980;  at 
Sylvan  Lake  Resort  in  the  Black  Hills  of  South 
Dakota.  For  additional  information  contact: 
Charles  R.  Rose,  Director  of  Continuing 
Health  Education,  800  E.  21st  Street,  Sioux 
Falls,  South  Dakota  57101  (605)  339-7573. 


AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  House  of  Delegates,  July 
20-24,  1980,  Chicago  Mariott,  Chicago, 
Illinois. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  2-4,  1980,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Reception,  October  7,  1980,  in 
New  Orleans,  in  conjunction  with  American 
Academy  of  Family  Physicians  meeting. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Centennial  Gourmet  Dinner  and 
Dance,  Monday,  October  27,  1980,  at 
Holiday  Inn  High  Rise,  70th  and  Grover, 
Omaha;  in  conjunction  with  Omaha  Mid- 
West  Clinical  Society  Postgraduate 
Assembly. 
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WashingtoNotes 


National  health  insurance. 

The  Senate  Finance  Committee  continues  to 
forge  ahead  with  its  consideration  of  a 
catastrophic  national  health  insurance  pro- 
posal with  Chairman  Russell  Long  (D-LA) 
determined  to  secure  a favorable  vote. 

However,  the  shadow  of  the  budget-balanc- 
ing imperative  has  made  committee  members 
cautious  about  actions  that  would  increase 
federal  spending  next  year.  As  a consequence, 
committee  approval  of  a NHI  bill,  while  a giant 
step  forward,  would  leave  NHI  still  a long  way 
from  adoption  by  Congress,  the  formidable 
hurdles  of  Senate  approval  and  action  by  the 
so-far  disinterested  House  standing  in  the  way. 

A majority  of  witnesses  appearing  before  the 
Senate  Finance  subcommittee  on  Health  have 
endorsed  the  spurring  of  competition  in  the 
health  care  field,  but  most  expressed  some 
reservations  about  the  so-called  “pro-competi- 
tion” measure  before  the  panel. 

Lowell  Steen,  M.D.,  Board  Chairman  of  the 
AMA,  said  the  AMA  supports  the  principle  of 
increased  competition  through  multiple  in- 
surance options  for  employees.  However,  Dr. 
Steen  cautioned  that  “any  legislation  em- 
bodying such  principles  must  also  carry 
sufficient  safeguards  to  protect  the  purchaser 
. . . also  we  must  never  let  quality  be  sacrificed 
to  cost  considerations.” 

The  pro-competition  proposals  bring  new 
considerations  to  the  debate  over  national 
health  insurance,  Dr.  Steen  noted.  “The  goal  of 
this  legislation  is  to  lower  national  expenditure 
for  health  care  by  assuring  options  of  coverage 
to  emi)loyees  under  employer  health  plans  . . . 
The  current  tax  deduction  for  premium  pur- 
chase and  for  individual  medical  expense  costs 
would  be  sharply  curtailed  under  these  pro- 
posals in  an  effort  to  force  employers  and 
individuals  to  seek  lower  cost  plans,  including 
health  maintenance  organizations. 

Dr.  Steen  said  the  vast  majority  are  pro- 
tected by  health  insurance,  but  there  are  some 
who  through  no  fault  of  their  own  cannot 
obtain  the  coverage  they  need.  “'Phese  new 
proposals  (pro-competition)  are  not  designed 


to  deal  with  this  problem,  and  in  some  ways 
. . . may  even  exacerbate  it,”  he  told  the 
subcommittee. 

The  present  tax  relief  for  employee  health 
insurance  benefits  has  been  spectacularly 
successful  in  encouraging  health  insurance,  he 
noted. 

He  said  changes  that  should  be  made  in  the 
private  insurance  system  that  would  go  a long 
way  to  close  the  gaps  in  coverage  include 
minimum  standards  of  adequate  benefits,  with 
appropriate  deductible  and  co-insurance;  a 
simple  system  of  uniform  benefits  by  federal, 
state  and  local  governments  for  those  unable 
to  provide  for  their  own  medical  care;  and  the 
purchase  of  private  catastrophic  coverage. 


Government  money  for  the  student. 

Government  support  for  medical  education 
is  needed  to  bridge  the  gap  between  the  limits 
of  private  resources  and  the  cost  of  medical 
education,  the  AMA  has  told  Congress. 

Noting  that  legislation  has  been  introduced 
to  eliminate  capitation  grants  for  medical 
schools,  the  AMA  said  such  aid  has  been  a 
valuable  investment  of  public  funds  to  improve 
the  quality  and  availability  of  medical 
education.  Medical  schools  use  these  funds 
according  to  their  specific  needs  and  the  needs 
of  their  communities,  the  AMA  noted. 

C.  William  Ruhe,  M.D.,  Senior  Vice  Presi- 
dent of  the  AMA,  testifying  on  the  opening 
health  manpower  hearings  of  Congress  before 
the  Senate  Human  Resources  Health  Sub- 
committee, said  that  loss  of  general  institu- 
tional support  would  cause  schools  to  seek 
other  sources  of  funds,  possibly  through 
tuition  increases,  and  harm  the  quality  and 
availability  of  medical  education. 

The  AMA  official  endorsed  a system  of 
government  guaranteed  loans,  along  with 
interest  subsidies,  as  the  most  effective  means 
of  generating  funds  for  modernization  of 
schools  from  private  money  markets. 

The  AMA  also  supported  special  assistance 
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for  schools  with  financial  problems  that 
threaten  the  quality  of  their  programs  and 
their  continued  operation.  “Such  assistance, 
however,  should  not  become  a permanent 
cmtch  for  faltering  schools,”  Dr.  Ruhe  said. 
“Rather,  it  should  be  geared  to  overcoming 
immediate  financial  hurdles  and  lead  to 
financial  stability.” 

He  noted  that  the  AMA,  through  its 
foundation,  operates  its  own  loan  guarantee 
program  for  medical  students  and  resident 
physicians.  Since  the  inception  of  this  program 
in  1962,  more  than  $95  million  in  loans  have 
been  guaranteed. 

“Our  resources,  however,  are  not  sufficient 
to  meet  an  ever  growing  demand  in  the  face  of 
rising  tuition  costs,”  Dr.  Ruhe  said.  “It  is 
essential  that  government  at  all  levels  take 
steps  to  assure  students  continued  access  to 
adequate  resources. 

New  physicians  should  be  free  to  choose  to 
repay  a government  loan  directly,  or  to 
participate  in  a program  of  service  in  some 
needed  area  in  lieu  of  payment.  Dr.  Ruhe 
testified. 

The  AMA  supported  the  continuation  of  the 
National  Health  Service  Corps  “as  a beneficial 
method  of  providing  medical  services  in 
underserved  areas.” 

The  AMA  also  endorsed  continued  federal 
assistance  to  programs  of  basic  nurse  training, 


adding  that  federal  assistance  should  be 
provided  to  the  training  institution  as  well  as  to 
the  student. 


More  money  for  military  doctors? 

President  Carter  has  vetoed  legislation 
increasing  the  pay  and  benefits  of  military 
physicians  and  other  health  professionals. 

In  a message  to  Congress,  Carter  said  he 
wanted  to  repeat  his  “commitment  to  alleviate 
the  shortage  of  physicians  in  the  armed  forces” 
and  urged  the  lawmakers  to  tailor  the  legisla- 
tion “in  a fiscally  responsible  manner.” 

He  said  expansion  of  the  law  covering 
military  physicians’  pay  would  increase  federal 
spending  by  some  $170  million  for  the  years 
through  1985. 

Under  the  bill,  which  had  been  approved 
only  a week  before  by  Congress,  a military 
physician  could  have  earned  as  much  as 
$71,000  a year. 

The  pay  system  in  the  bill  authorized 
bonuses  for  physicians  who  became  Board 
Certified  in  medical  specialities.  This  was 
singled  out  for  criticism  by  President  Carter. 

Other  reasons  for  the  Carter  veto:  the  bill 
should  not  have  included  Public  Health 
Service  Commissioned  Corps  and  should  not 
have  covered  non-physicians. 
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Radioimmunoassay  of  Hair  for  Determin- 
ing Opiate-Abuse  Histories  — A.  M. 

Baumgartner  et  al  (The  Aerospace  Corpora- 
tion, El  Segundo,  CA  90245)  J Nucl  Med 
20:748-752  (July)  1979. 

Heroin  and  morphine  metabolites  can  be 
detected  in  hair  with  the  use  of  commercially 
available  radioimmunoassay  reagents  and  with 
minor  sample  preparation.  Hair  samples  ob- 
tained from  morphine-treated  mice  and  heroin 
users  contained  nanogram  levels  of  the  drug 
per  milligram  of  hair  (single  human  hair).  The 
results  of  the  hair  analyses  for  all  subjects 
admitting  the  use  of  heroin  were  positive, 
whereas  the  results  of  only  30%  of  thin-layer 
chromatographic  urinalyses  of  these  same 
subjects  were  positive.  In  addition,  differences 
in  drug  concentration  for  sections  of  hair  near 
the  scalp  and  near  the  distal  end  correlated 
with  the  length  of  time  the  drug  had  been  used. 
These  results  exemplify  the  potential  advan- 
tages of  the  use  of  hair  analysis  over  urine  and 
serum  analyses  in  terms  of  accessibility, 
sample  stability,  and  long-term  retention  of 
information. 

Contribution  From  Geriatric  Medicine 
Within  Acute  Medical  Wards  — L.  E. 

Burley  et  al  (Univ  Dept  of  Geriatric  Medi- 
cine, City  Hosp,  Edinburgh,  Scotland)  Br 
Med  J 2:90-92  (July  14)  1979. 

In  1977  a scheme  of  attachment  to  acute 
medical  wards  of  consultants  in  geriatric 
medicine  and  associated  junior  medical  staff 
was  instituted  in  a large  Edinburgh  teaching 
hospital.  The  effect  on  admissions  of  patients 
aged  65  and  older  was  examined  for  com- 
parable periods  before  and  during  this  ar- 
rangement. Mean  and  median  stays  were 
reduced  for  both  sexes  but  more  noticeably  for 
women.  The  mean  stay  for  all  women  older 
than  65  years  was  reduced  from  25  to  16  days 
and  for  women  older  than  85  from  50  to  19 
days.  The  proportion  staying  less  than  two 
weeks  was  significantly  increased  in  both 
sexes,  and  the  proportion  discharged  home 
also  increased,  correspondingly  fewer  patients 
being  transferred  to  convalescent  wards. 
These  changes  were  not  accompanied  by 
increased  transfers  to  the  geriatric  depart- 
ment, and  probably  the  skills  and  extra 
resources  available  to  the  geriatric  service 
were  the  factors  responsible  for  the  changes  in 
performance. 


The  Pregnant  Epileptic  — G.  D.  Montouris 
et  al  (F.M.  Fenichel,  Vanderbilt  Univ  School 
of  Medicine,  Nashville,  TN  37232)  Arch 
Neurol  36:602-603  (Oct)  1979. 

The  major  concerns  in  the  pregnant  epilep- 
tic patient  are  loss  of  seizure  control  and  the 
teratogenic  effects  of  antiepileptic  drugs  on 
the  fetus.  Loss  of  seizure  control  is  usually 
caused  by  a progressive  decline  of  anti- 
epileptic plasma  levels  throughout  pregnancy. 
This  decline  can  be  prevented  by  monthly 
dose  adjustments  based  on  plasma  level 
determinations.  Although  infant  malforma- 
tions are  a more  prevalent  outcome  of  the 
pregnancies  of  epileptics  than  of  nonepileptics, 
the  role  of  the  antiepileptic  drugs  in  tera- 
togenicity is  not  fully  established.  Only  tri- 
methadione  has  been  convincingly  linked  to 
fetal  malformation.  Recommendations  for  tbe 
management  of  epilepsy  in  pregnancy  are 
made. 


Multiple  Myeloma  — Prognosis,  Treat- 
ment and  Survival  in  an  Eight-Year 
Study  — B.  M.  Colls  and  B.  A.  Darlow 
(Christchurch  Clinical  School  of  Medicine, 
Christchurch,  New  Zealand)  Aust  NZ  J Med 
9:262-268  (June)  1979 

In  an  unselected  group  of  76  patients  with 
multiple  myeloma,  diagnosed  over  an  eight- 
year  period,  the  median  survival  time  was  31 
months  from  commencement  of  treatment. 
The  median  survival  of  patients  with  Bence 
Jones  proteinuria  (29  months)  was  signifi- 
cantly shorter  than  those  without  this  feature 
(47  months).  Patients  with  X-proteinuria  had  a 
median  survival  of  25.5  months  and  those  with 
/e-proteinuria  32  months,  but  this  difference 
was  not  statistically  significant.  The  cor- 
relation of  presenting  anemia,  azotemia,  or 
hypoalbuminemia  with  a bad  prognosis  was 
confirmed.  Immunosuppression  of  non- 
myeloma immunoglobulins  in  patients  with 
IgA  or  IgG  myeloma  was  associated  with  a 
significantly  worse  median  survival.  Chemo- 
therapy was  discontinued  in  11  patients  at  a 
variable  period  after  one  year  of  remission.  In 
six  patients  the  disease  did  not  relapse,  but 
relapse  occurred  in  four  and  in  three  of  these 
control  could  not  be  reasserted.  Acute  myelo- 
blastic  leukemia  developed  in  one  patient  five 
months  after  treatment  was  discontinued. 
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Burroughs  Wellcome  Co. 

I I Research  Triangle  Park 
North  Carolina  27709 


Physicians'  Classified 


TEXAS  NEEDS  DOCTORS!  — Excellent  op- 
portunities for  GP’s,  pediatricians,  internists, 
orthopods,  and  OB/GYN  in  several  small  towns 
(pop.  25,000)  throughout  the  state.  Also  excellent 
openings  for  neonatologist,  perinatologist,  ENT 
and  GP  in  Dallas.  Generous  guarantees  and  perks. 
Contact  Texas  Doctors  Group,  Suite  500,  815 
Brazos,  Austin,  Texas  78701,  Telephone  (512)  476- 
7129. 

FAMILY  PRACTICE  - NEUROLOGY.  JOIN  IN 
PARTNERSHIP  OR  INDIVIDUAL  practice  in  a 
professional  building  attached  to  a 350-bed  JCAH 
hospital.  Located  in  northeastern  Iowa  city  of 
100,000  with  drawing  area  over  275,000.  Presently, 
a large  segment  of  this  population  is  without 
complete  medical  care.  The  hospital  provides  a 
minimum  fee  guarantee  for  some  practice  openings. 
All  specialties  are  currently  on  active  hospital  staff 
and  relief  coverage  is  available.  Please  contact: 
James  T.  Walter,  President,  Allen  Memorial  Hospi- 
tal, 1825  Logan  Avenue,  Waterloo,  Iowa  50703  or 
call:  (319)  235-3987. 

EMERGENCY  MEDICINE  OPPORTUNITY 
AVAILABLE:  Opportunity  to  join  two  other 
physicians  in  providing  emergency  care  in  this 
attractive  community  located  in  the  central  portion 
of  the  state.  Excellent  income  while  enjoying  the 
freedoms  of  flexible  scheduling  and  no  on-call 
responsibilities.  Professional  liability  insurance 
provided.  For  details,  send  credentials  in  con- 
fidence to  Mr.  William  Salmo,  Chase  Stone  Center, 
Holly  Sugar  Building,  Suite  440,  Colorado  Springs, 
Colorado  80903,  or  call  collect,  (303)  471-4981. 

PHYSICIAN  OPPORTUNITIES:  Ophthal- 

mology, ENT,  Internal  Medicine,  OB/GYN,  and 
Family  Practice/OB.  Modern  200-bed  community 
hospital  located  in  central  Ohio  offers  pleasant 
family  life-style  and  progressive  medical  practice. 
Fresh  air  and  gentle  hills  along  with  active  cultural, 
recreational  and  educational  opportunities.  Con- 
tact: Medical  Staff  Office,  Gabon  Community 
Hospital,  Portland  Way  South,  Gabon,  Ohio  44833 
Telephone:  (419)  468-4841. 


MEDICAL  DIRECTOR:  Planned  Parenthood, 
Lincoln,  Nebraska.  OB-GYN  or  F.P./G.P.  wanted 
for  part  time  position,  approximately  20  hours  per 
week.  Attractive  position  for  physician  establishing 
new  practice.  Clinical  and  administrative  duties. 
Salary  negotiable.  Fringe  benefits  including  Gen- 
eral Liability  Insurance.  Contact:  Bruce  Taylor, 
M.D.,  3830  Adams,  Lincoln,  Nebraska  68506  or 
call:  (402)  467-4691. 

SUMMER-WINTER  HIDE  WAY:  147  acres 
with  scenic  canyon  and  live  stream.  Deer  and  wild 
turkey  are  plentiful.  Spring  fed  trout  pond.  28’x80’ 
five  bedroom  cabin  duplex  with  two  fireplaces. 
Separate  enclosed  swimming  pool  with  diving 
board  and  water  slide,  8’  whirlpool,  wet  bar,  and 
two  baths.  Private  air  strip  within  '/<  mile  of 
property.  Cash  or  terms.  For  further  information 
contact:  Abart  Co.,  Box  467,  O’Neill,  Nebraska 
68763  Telephone:  (402)  336-4110. 

CARDIOLOGIST,  UROLOGIST.  OTOLARYN- 
GOLOGIST: needed  by  19-doctor  multispecialty 
group  in  North  Central  Iowa.  New  clinic  and 
hospital  facilities.  Community  of  32,000  - service 
area  of  80,000.  First  year  salary  guarantee  plus 
incentive.  All  corporate  fringe  benefits.  Excellent 
schools,  college  and  recreational  activities.  Contact: 
Administrator,  Fort  Dodge  Medical  Center,  P.C., 
Fort  Dodge,  Iowa  50501.  Phone:  (515)  573-4141. 

TWO  FAMILY  PHYSICIANS:  needed  to  staff 
branch  clinics  in  two  communities  of  800  - 1,300 
people.  Full  association  with  19-doctor  multi- 
specialty group,  practice  coverage  and  salary 
guarantees.  New  regional  hospital  serving  5 county 
area.  Residential  location  flexible.  Outstanding 
family  living  environment.  Contact:  Administrator, 
Fort  Dodge  Medical  Center,  P.C.,  Fort  Dodge,  Iowa 
50501.  Phone:  (515)  573-4141. 

WANTED:  Family  Practice  physicians.  Board 
certified,  OB  experienced,  to  join  prepaid  group  of 
seven  FP’s.  Salary  mid-50’s  with  excellent  fringes. 
Send  curriculum  vitae  to:  J.  L.  Lucas.  M.D.,  Medical 
Director,  17th  & “N”  Street,  Lincoln,  Nebraska 
68508  Telephone:  (402)  475-7000. 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DS^ 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tabiet  b.i.d.f  or  10  to  14  days 

■ Action  at  urinary/vaginal/lower  bowel  sites  helps  ■ Convenient  bid.  dosage  provides  day-and-night 
eliminate  reservoirs  of  infecting  organisms  antibacterial  control 


■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganu  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinll  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
{Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy,  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC’s 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 DS  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b i d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vz  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

IV2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

X \ Roche  Laboratories 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc. 

\ X Nutley,  New  Jersey  07110 

Please  see  back  cover. 


the  Bactrim 

3-system  counterattack 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resisi 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  introitaf 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginai  tract/iower  intestinai  tract 

Please  see  reverse  side  for  summary  of  product  information. 


EAST  103RD  ST 
NEW  YORK 

NY  100:^9  THE 


The^ebraska 

Medical 

Journal 


June,  1980 


BALCONY 


Aspects  of  management 


Monitoring  patient 

response  to^^linm  (diazepam/Roche) 


Assessing  initial  response  to  therapy 

During  the  first  follow-up  visit  after  initiating 
therapy,  both  physician  and  patient  should  de- 
termine if  Valium  (diazepam/Roche)  is  having 
the  desired  effect.  Most  patients  will  prompt 
ly  report  a feeling  of  relaxation  and  relief  of 
_ anxiety-linked  symptoms  such  as  insom- 
/ nia,  headaches,  palpitations  and 

hyperventilation. You  will  probably 
observe  that  the  patient  is  calmer 
and  more  relaxed.  If,  however, 

, patient  response  does  not  meas- 
ure up  to  expectations,  a reeval  - 
nation  of  the  patient’s  profile 
with  modification  of  the  dosage 
regimen  should  be  considered. 


Making  dosage  adjustments 


START 


ADJUST 


With  any  psychoactive  medication  it  is 
good  medical  practice  to  initiate  therapy  at 
base  dosage  levels  and  titrate  to  the  patient’s 
needs.  With  Valium,  experience  has  shown 
that  5 mg  t.i.d.  is  usually  sufficient  although 
some  patients  with  severe  or  persistent  anxiety 
may  require  higher  dosages  initially.  In  geriat- 
ric or  debilitated  patients,  the  recommended 
dosage  is  2 to  2'/2  mg  once  or  twice  daily. 
When  anxiety  fluctuates,  as  is  common  with  most  patients,  the  dosage  may 
be  adjusted  as  needed  during  the  course  of  therapy;  three  strengths  in  scored 
tablets  give  you  unmatched  flexibility  and  simplicity  in  individualizing  dosage. 


to 

2x  to  4x 
daily 


Evaluating  progress 
toward  therapeutic  goals 

At  the  beginning  of 
therapy  it  is  now 
common  practice  for 
both  physician  and 
patient  to  establish 
treatment  goals  and  to 
estimate  the  amount  of 
time  needed  to  achieve 
them.  Then  the  patient 
knows  what  to  expect 
and  when  to  expect  it. 
Some  physicians  find  that  compiling  a checklist  of  present- 
ing symptoms  and  complaints  is  useful  for  assessing  the 
patient’s  response  from  visit  to  visit.  In  this  way,  progress 
toward  attainment  of  the  therapeutic  goal  is  reviewed  at  reg- 
ular intervals.  As  patients  feel  their  symptoms  abate  and 
begin  to  develop  insight  into  the  sources  of  their  anxiety  and 
psychic  tension,  the  checklist  can  be  expected  to  dwindle. 


SET  GCALS 
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31 

Discontinuing  pharmacologic 

intervention  When  you  decide  to  discontinue 

therapy,  tapering  dosag> 
is  good  medical  practic 
Although  rarely  nec- 
essary after  short-term 
treatment  with  Valium, 
gradual  dosage  reductic 
is  advisable  for  patients 
who  have  been  on  ex- 
tended therapy.  This  grc 
ual  discontinuance 
should  preclude  either 
recurrence  of  pretreatment  symptoms  or  development  of  un 
toward  side  effects.  Symptoms  of  withdrawal  have  almost  al 
ways  been  associated  with  abrupt  discontinuance  of  therapy 
higher  dosages  taken  continuously  over  long  periods  of  time 


"W  'W'  9 2-mg,  5-mg,  lO-tng  scored  tablets 

ymiunt(E 

diazepam/Roche 


See  the  following  page  for  a summary 
of  product  information. 


An  Important  Adjunct  toYbur Treatment 
Program  for  Excessive  Anxiety 


\^llUm  (diazepam/ Roche)  (S 

Before  prescribing,  pleese  consult  complete 

firoduct  Intormstlon,  s summery  of  which 
ollows: 

Indicstlons:  Tension  and  anxiety  associated 
with  anxiety  disorders,  transient  situational  dis- 
turbances and  lunctional  or  organic  disorders, 
psychoneurolic  slates  manilesled  by  tension, 
anxiety,  apprehension,  latigue.  depressive 
symptoms  or  agitation,  symptomatic  reliel  ot 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal, 
adjunctively  in  skeletal  muscle  spasm  due  to 
rellex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis. still-man  syndrome,  convulsive  disorders 
(not  tor  sole  therapy) 

The  ellectivencss  of  Valium  (diazepam<Roche) 
in  long-term  use.  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  uselulness  ol  the  drug  lor  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  ol  age 
Acute  narrow  angle  glaucoma  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receivina  appropriate  therapy 
Warnings:  Not  ol  value  m psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  m convulsive  disorders  possibility 
ol  increase  m frequency  and  or  seventy  ol 
grand  mal  seizures  may  require  increased  dos- 
age ol  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  Irequency  and  or  severity  ol 
seizures  Advise  against  simultaneous  inqestion 
ol  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbi- 
turates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Inirequently. 
milder  withdrawal  symptoms  have  been  re- 
ported following  abrupt  discontinuation  ol 
benzodiazepines  alter  continuous  use.  generally 
at  higher  therapeutic  levels  lor  at  least  several 
months  Alter  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  ot  their  predisposi- 
tion to  habituation  and  dependence 
Usage  In  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  Instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 
Precautions:  II  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenolhiazines,  narcotics,  barbiturates.  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate Its  action  Usual  precautions  indicated  m 
patients  severely  depressed  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  contusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  latigue. 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Para- 
doxical reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts 
and  liver  function  tests  advisable  during  long- 
term therapy 

Dosage:  Individualize  lor  maximum  beneficial 
efieci  Adults  Tension,  anxiety  and  psycho- 
neurotic  states.  2 to  10  mg  b I d to  q i d . 
alcoholism.  10  mg  1 1 d or  q i d in  first  24  hours, 
then  5 mg  1 1 d or  q i d as  needed,  adjunctively 
in  skeletal  muscle  spasm,  2 to  10  mg  1 1 d or 
q I d . adjunctively  m convulsive  disorders,  2 to 
10  mg  b I d to  q i d Geriatric  or  debilitated 
patients  2 to  2'/?  mg.  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (See  Pre- 
cautions ) Children  1 to  2'h  mg  1 1 d or  q i d 
initially,  increasing  as  needed  and  tolerated 
(not  for  use  under  6 months) 

Supplied:  Valium®  Tablets.  2 mg.  5 mg  and 
10  mg — bottles  ol  100  and  500,  Tel-E-Dose* 
packages  of  100.  available  m trays  of  4 reverse- 
numbered  boxes  of  25.  and  in  boxes  containing 
10  strips  of  10.  Prescription  Paks  ol  50.  available 
in  trays  of  10 


The  Crossed  Straight  Leg  Raising  Test  — 
W.  R.  Hudgins  (Semmes-Murphy  Clinic  and 
Univ  of  Tennessee  Affiliated  Hosps, 
Memphis,  TN  38104)  J Occup  Med  21:407- 
408  (June)  1979. 

Increased  sciatica  on  raising  the  opposite  or 
“well”  leg  — the  crossed  straight  leg  raising 
(XSLR)  sign  — is  associated  with  a herniated 
lumbar  disc  in  97%  of  patients.  Although 
XSLR  predicts  poor  response  to  conservative 
management,  the  results  of  laminectomy  are 
unusually  good,  with  91%  of  patients  returning 
to  work.  Myelography  is  unnecessary  for  the 
diagnosis  of  disc  herniation  in  patients  with 
XSLR.  It  is  possible  for  patients  with  this  sign 
to  have  a normal  myelogram,  but  90%  will 
prove  to  have  a herniated  disc. 


.\I)VIC  K TO  ai  thor.s 

I he  Kdilor  of  ihis  Journal  assumes  m>  responsibility  for  opinions 
and  claims  expressed  m the  articles  published  here. 

Manuscripts  should  be  typewritten,  double  spaced,  on  one  side 
only,  f)f  (irm  letter  size  |H'j  x 1 1 in.  (22  x 2H  cm)|  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author's  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  m the  right  upper  comer,  with  the  author's  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author's  name:  its  number,  and  the  word  top.  Their 
locations  should  be  shown  m the  text. 

Send  manuscript  (original)  ^nd  a copy  (not  carbon)  to  the  Kditor; 
his  address  is  shown  in  the  upper  left  corner  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  ")  x 7 
in  . labeled,  and  accompanied  by  legends  If  pictures  of  tables  have 
a[)[>eared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus:  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscri[)ts  short,  down  to  1500  wrirds.  t’se  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Do  not  hyphenate  a word  at  the  end  of  a line. 

News  items  must  be  received  by  the  first  of  the  month  to  be  included 
in  the  next  month’s  issue. 

Always  send  a covering  letter  or  letter  of  transmittal  with  a 
manuscript,  and  refer  to  your  manuscript  by  its  title  in  this  letter  and  in 
all  correspondence. 

Letters-to-the*Editor.  for  which  galley  proofs  are  not  sent,  should  be 
double-spaced,  and  accompanied  by  the  notation:  For  Publication. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Kee|)  the  length  of  your  manuscript  down  to  1500  words.  Double-space 

Manuscripts  are  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  the  galley  proofs  are  received  from  the 
authors.  Please  do  not  ask  when  your  article  will  be  printed,  and  do  not 
request  earlier  publication  than  is  warranted;  it  is  not  fair  to  other 
authors,  whose  articles  would  then  be  held  up.  and  it  upsets  the  Editor. 
We  try  to  publish  manuscripts  quickly,  with  as  little  wailing  as  possible. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing 
Co..  Inc..  P.O.  Box  27H.  Norfolk.  Nebraska  68701. 
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WHERE  WOULD  YOU  LIKE  TO  PRACTICE  MEDICINE? 


THE  AIR  FORCE  WILL  ASSIGN  YOU  THERE 

Germany  or  Little  Rock  — Alaska  or 
Tucson.  Arizona  — whatever  your  geo- 
graphical preference,  we'll  work  to  place 
you  there.  And  you'll  know  the  assign- 
ment before  you  are  committed. 

This  is  just  one  of  the  many  advantages 
for  physicians  in  Air  Force  medicine.  We 
also  provide  excellent  salaries.  30  days  of 
paid  vacation  each  year;  and  for  qualified 
physicians,  an  opportunity  to  train  in  a 
specialty  area.  Most  importantly,  we  pro- 
vide an  environment  in  which  you  can 
practice  medicine.  And  the  support  to 
eliminate  your  involvement  in  paperwork. 

We  would  like  to  tell  you  more  about 
Air  Force  medicine 


Contact  (call  collect)  — TSgt  Hank  Henry 
1 16  South  42nd  St.,  Omaha,  NE,  402-221-4319 


AIRFORCE  HEALTHCARE  AT  ITS  BEST 


A great  way  of  life. 


Since  7925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


SaiVLEY 


MEDICAL 


SIPPLV  COIUPAIVY 

2425  "O"  St.,  Lincoln,  Nebraika  68510 
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ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Dir. 

1740  West  92nd  St.,  Kansas  City,  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave..  Evanston,  Illinois  60204 
American  Academy  of  Physician  Assistants 
Donald  W.  Fisher,  Ph.D.,  Executive  Director 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  Virginia  22202 
American  College  of  Emergency  Physicians 
Mr.  Arthur  E.  Auer,  Executive  Director, 

3900  Capitol  City  Blvd.,  Lansing,  Michigan  48906 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
875  North  Michigan  Ave.,  Suite  3342 
Chicago,  Illinois  60611 

American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700 
Chicago,  Illinois  60601 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

John  L.  Dugan,  Jr.,  Exec.  Vice  President 
600  Fifth  Avenue,  New  York,  New  York  10020 
American  Heart  Association  National  Center 
Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas.  Texas  75231 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy..  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
Meryl  H.  Gaber,  M.D.,  Exec.  Vice-Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsev,  Exec,  Dir. 

2550  "M"  Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
Arthritis  Foundation 

Mr.  Clifford  M.  Clarke,  President 
3400  Peachtree  Rd.,  NE,  Ste.  1101,  Atlanta,  Ga.  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr..  Chicago,  Illinois  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President-Elect 
9 Laurel,  Wichita,  Kansas  67206 
National  Multiple  Sclero.si.s  Society 
Miss  ,S\  K'ia  Law  ry.  Exec.  Dir. 

205  East  42nd  St..  New  York,  N.5'.  10017 
National  Rehabilitation  Association 
1522  "K  ' St..  N.W.,  Suite  1120, 

Washington,  D C.  20005 
Radiological  Society  of  North  America 
Hillier  L.  Baker,  Jr.,  M.I). 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  Illinois  60521 
Southwestern  Surgical  Congress 
James  H.  Rickman,  M.I). 

630  North  Cotner,  Suite  102,  Lincoln,  Nebraska  68505 
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Planning  a 
Meeting  With  the 
Ramada  Silverthorne 
Will  Make  Good 
Dollars  8f  Sense 


Contact,  Kris  Keesling,  Director  of  Sales 

RAMADA 

SILVERTHORNE 

at  Lake  Dillon,  Colorado 

Box  1539,  Dillion,  Colorado  80498 
303-468-6200 


The  Ramada  Silverthorne  is  a complete  hotel 
and  meeting  facility  which  offers  you:  quality 
food  service  • 158  tastefully  decorated  sleep- 
ing rooms  • diverse  meeting  space  for  up  to 
350  people  • advance  billing  procedures 
• prearranged  check  in /check  out  services. 
Located  in  the  Blue  River  Valley  of  Summit 
County,  Colorado.  The  Ramada  Silverthorne  is 
within  minutes  of  five  world  class  ski  areas, 
the  largest  lake  in  Colorado  and  is  the  center 
of  year-round  recreational  activities.  All  this  is 
available  to  your  group  at  a special  rate. 

So,  if  you  are  in  charge  of  that  next  meeting, 
call  the  Ramada  Silverthorne,  it  only  makes 
good  dollars  and  sense. 


1 would  like  more  information  about  your  property. 

Marne 

Organization 

Address  

City  State  Zip  


Workmen  are  putting  the  finishing  touches  on  Clarkson  Hospital’s  new  Doctors 
Building  in  anticipation  of  our  July  1 opening. 

During  the  past  month,  site  preparation  continued  with  finish  grading,  landscaping, 
sodding  and  paving  work  nearly  completed.  The  exterior  of  the  main  building  is  for  the 
most  part  finished,  with  the  addition  of  facing  brick  on  the  south  and  west  sides.  And  the 
canopy  structure  at  the  main  entrance  was  also  completed  in  May. 

The  parking  garage  and  the  pedestrian  skyway  are  both  planned  to  be  opened  for 
use  as  of  June  1.  Once  the  main  building  is  ready  for  occupancy,  it  will  be  possible  for 
patients  and  visitors  to  travel  from  the  parking  garage,  into  the  North  Tower,  across 
Farnam  Street  into  the  South  Tower  and  on  to  Clarkson  Hospital  without  once  having  to 
go  outside. 

During  the  coming  month,  workmen  will  be  installing  fixtures  and  hardware,  ceilings 
and  wall  coverings  and  balancing  all  of  the  mechanical  systems  throughout  the  building. 

There  is  still  some  choice  office  space  available  in  the  new  Clarkson  Doctors 
Building.  If  you  would  like  more  information,  please  call  or  write: 


R.  Daniel  Brown,  Property  Management  Director, 
Clarkson  Doctors  Building,  4239  Farnam  Street,  Room  28, 
Omaha,  Nebraska  68131  — or  phone  (402)  348-3116 


CLARKSON  HOSPITAL  DOCTORS  BUILDING 
June  Progress  Report 


Prevalence  of  Hepatitis  B in  a General 
Hospital  — G.  Whelan  et  al  (Dept  of 
Medicine,  Univ  of  Melbourne,  Melbourne, 
Australia)  Med  J Aust  1:374-376,401  (May 
5)  1979. 

Hepatitis  B surface  antigen  (HB^Ag)  was 
sought  over  a six-month  period  in  patients  and 
staff  members  of  the  intensive  care,  cardio- 
thoracic,  and  hematology/oncology  units  of  a 
large  general  hospital.  In  addition,  HB,Ag  was 
sought  in  all  inpatients,  outpatients,  and  staff 
members  at  one  point  in  time  during  August, 
1977.  A positive  HB,Ag  state  occurred  with  a 
prevalence  of  1.55%  in  the  three  intensively 
studied  units  (cardiothoracic  unit,  0.88%; 
hematology/oncology  unit,  1.65%;  and  inten- 
sive care  unit,  3.1%)  and  0.9%  for  the  point 
prevalence  survey  of  hospital  patients  exclud- 
ing the  three  intensively  monitored  areas.  Very 
few  of  these  patients  had  disorders  traditional- 
ly associated  with  hepatitis  B antigenemia.  In 
the  survey  of  staff  members,  0.72%  of  results 
were  HB^Ag  positive.  Of  the  factors  examined, 
the  most  important  determinate  of  the 
hepatitis  B positive  state  both  in  patients  and 
in  staff  members  was  their  country  of  origin  (ie, 
being  born  in  southern  or  eastern  Europe  or  in 
Asia). 


“She  gave  me  your  bill 
and  I said  ‘How  reasonable!’ 
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• provides  effective  symptomatic 
relief 

•b.i.d.  dosage  simplifies  therapy 
•scored  tablet  for  dosage  flexibility 

OPTIMINE* 

azatadine  maleate,  1 mg,  tablets 

CONTRAINDICATIONS  Use  in  Newborn  or  Premature  In- 
This  drug  should  not  be  used  in  newborn  or  pre- 
mature infants 

Use  in  Nursing  Mothers.  Because  of  the  higher  risk  of  anti- 
histamines for  infants  generally  and  for  newborns  and 
prematures  in  particular,  antihistamine  therapy  is  contrain- 
dicated in  nursing  mothers. 

Use  in  Lower  Respiratory  Disease  Antihistamines  should 
be  used  to  treat  lower  respiratory  tract  symptoms 
including  asthma 

Antihistamines  are  also  contraindicated  in  the  following 
conditions,  hypersensitivity  to  azatadine  maleate  and  other 
antihistamines  of  similar  chemical  structure;  monoamine 
oxidase  inhibitor  therapy  (See  DRUG  INTERACTIONS 
Section). 

WARNINGS  Antihistamines  should  be  used  with  consid- 
erable caution  in  patients  with:  narrow  angle  glaucoma, 
stenosing  peptic  ulcer;  pyloroduodenal  obstruction; 
symptomatic  prostatic  hypertrophy;  bladder  neck 
obstruction. 

Us_e  in  Children:  In  infants  and  children  especially,  anti- 
histamines in  overdosaae  may  cause  hallucinations,  con- 
vulsions, or  death 

As  in  adults,  antihistamines  may  diminish  mental  alertness 
in  children.  In  the  young  child  particularly,  they  may  pro- 
duce excitation 

OPTIMINE  TABLETS  ARE  NOT  INTENDED  FOR  USE  IN 
CHILDREN  UNDER  12  YEARS  OF  AGE. 

Use  in  Preonancv:  Experience  with  this  drug  in  pregnant 
women  is  inadequate  to  determine  whether  there  exists  a 
potential  for  harm  to  the  developing  fetus 

Use  with  CNS  Depressants:  Azatadine  maleate  has  additive 
effects  with  alcohol  and  other  CNS  depressants  (hypnotics, 
sedatives,  tranquilizers,  etc  ). 

Use  in  Activities  Reouirina  Mental  Alertnei^g  Patients 
should  be  warned  about  engaging  in  activities  requiring 
mental  alertness,  such  as  driving  a car  or  operating  appli- 
ances. machinery,  etc. 

Use  in  the  Elderly  (approximately  60  years  or  older)-  Anti- 
histamines are  more  likely  to  cause  dizziness,  sedation, 
and  hypotension  in  elderly  patients. 

PRECAUTIONS  Azatadine  maleate  has  an  atropine-like  ac- 
tion and.  therefore,  should  be  used  with  caution  in  patients 
with  a history  of  bronchial  asthma:  increased  intraocular 
pressure;  hyperthyroidism;  cardiovascular  disease; 
hypertension, 

DRUG  INTERACTIONS  MAO  inhibitors  prolong  and  inten- 
sify the  anticholinergic  (drying)  effects  of  antihistamines, 
ADVERSE  REACTIONS  The  most  frequent  adverse  reac- 
tions are  underlined. 

General:  Urticaria,  drug  rash,  anaphylactic  shock,  photo- 
sensitivity. excessive  perspiration,  chills,  dryness  of  mouth, 
nose,  and  throat. 

Cardiovascular  System:  Hypotension,  headache,  palpita- 
tions. tachycardia,  extrasystoles. 

Hematologic  System  Hemolytic  anemia,  thrombocyto- 
penia, agranulocytosis 

Nervous  System:  Sedation,  sleepiness,  dizziness,  dis- 
turbed coordination,  fatigue,  confusion,  restlessness,  exci- 
tation. nervousness,  tremor,  irritability,  insomnia,  euphoria, 
paresthesias,  blurred  vision,  diplopia,  vertigo,  tinnitus, 
acute  labyrinthitis,  hysteria,  neuritis,  convulsions 
Gastrointestinal  System:  Epigastric  distress,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation 
Genitourinary  System:  Urinary  frequency,  difficult  urina- 
tion, urinary  retention,  early  menses 
Respiratory  System:  Thickening  of  bronchial  secretions, 
tightness  of  chest  and  wheezing,  nasal  stuffiness 
OVEROOSAGE  Antihistamine  overdosage  reactions  may 
vary  from  central  nervous  system  depression  to  stimula- 
tion Stimulation  is  particularly  likely  in  children  Atropme- 
like  signs  and  symptoms  (dry  mouth,  fixed,  dilated  pupils, 
flushing,  and  gastrointestinal  symptoms)  may  also  occur 
If  vomitino.has  not  occurred  spontaneously,  the  patient 
should  be  induced  to  vomit  This  is  best  done  by  having 
him  drink  a glass  of  water  or  milk  after  which  he  should  be 
made  to  gag  Precautions  against  aspiration  must  be  taken, 
especially  in  infants  and  children. 

If  vomiting  is  unsuccessful,  gastric  lavage  is  indicated 
within  three  hours  after  ingestion  and  even  later  if  large 
amounts  of  milk  or  cream  were  given  beforehand  Isotonic 
and  Vj  isotonic  saline  is  the  lavage  solution  of  choice 
Saline  cathartics,  such  as  milk  of  magnesia,  draw  water 
into  the  bowel  by  osmosis  and  therefore  are  valuable  for 
their  action  in  rapid  dilution  of  bowel  content 
Stimulants  should  Qiil  be  used 
Vasopressors  may  be  used  to  treat  hypotension 
FEBRUARY  1977  11055010 

For  more  complete  details,  consult  package  insert  or 
Schering  literature  available  from  your  Schering  Represen- 
tative or  Professional  Services  Department.  Schering  Cor- 
poration. Kenilworth.  New  Jersey  07033 

Schering  Corporation 
Kenilworth.  New  Jersey  07033 

SWW-417  I 


THINK  DRY 


NORTH  CENTRAL  MEDICAL  CONFERENCE 
Iowa,  Minnesota,  Nebraska,  North  Dakota,  South  Dakota 


Invites  You  On  A 

Far  East 
Adventure. 


Two  weeks  in  exotic  Japan,  Singapore  and  Hong  Kong 
Departing  Minneapolis-St.  Paul,  Des  Moines  and  Omaha  on  October  2, 198i^ 


OIOIOIOIOIOIOIOIOIOIOIOIOIOIOIOIOI^IOH 


Minneapolis-St.  Paul  - $25 
Al  A Oes  Moines  - $26 
OlvIOIOIvIvlOIViV  Omaha  - $26 


Come  with  us  for  a relaxing,  do-as-you- 
please  holiday  in  the  Orient.  See  snow- 
capped Mt.  Fuji  and  the  glitter  of  Tokyo's 
Ginza.  Ride  the 
130  MPH  Buliet 
Train  to  Kyoto, 

Japan's  ancient 
capital.  Explore 
"Instant  Asia"  in 
Singapore's  exotic 
sights  and  sounds. 

See  spectacuiar  Hong 
Kong  Harbor  and 
colorful  Kowloon. 

Shop  for 


tailor-made  clothes  at  bargain  pric 
Find  tempting  buys  in  jade,  pearls,  ' 
electronics  and  cameras.  It  all  awaits  y( 

East  Adventi 
includes:  Rou 
trip  flights ' 
Japan  Airlines  a 
Singapore  Airlir 
wide-bodied  je 
deluxe  hot6 
American  breakfoj 
and  dinners  o1 
selection  of  the  fine 
restaurants.  A great  tr 
A great  vali 


Send  to:  North  Central  Medical  Conference 

American  National  Bank  Building,  Suite  900 

101  East  5th  Street 

St.  Paul,  Minnesota  55101 


Enclosed  is  my  check  for  S ($200  per  person) 

as  deposit. 

Name(s) 

Home  Address 

City  State  Zip 


A Non-Regimented  ■ 


Deluxe  Adventure 


I 

I 


"brand  of 


dmi^dine 


How  Supplied:  ' 

Pale  green  300  mg.  tablets 
in  bottles  of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  yse  only). 
Injection,  300  mg./2  ml., 
in  single-dose  vials 
and  in  8 ml.  multiple-dose  vials, 
both  in  packages  of  10. 


a SmilhKIine  company 


‘Tti#  Family  o(  Man " by  Robarto  Morelt(. 
a statuary  in  crystal  symboUzing  the  broad  range  ol 
hypartamive  patients  eligible  lor  therapy  with  Catapres 


The  Alpha  * 
Advantage: 

It’s  for  all  kinds  of  hypertensives 

• Unlike  beta  blockers,  Catapres*  has  no  contraindications. 

• Catapres  can  be  useful  even  in  these  patients  with: 


Congestive  heart  failure 
Ventricular  hypertrophy 
Hyperglycemia 
Diabetes  mellitus 
Bronchial  asthma 


Allergic  rhinitis 
Hepatic  disease 
Hyperuricemia 
Gouty  arthritis 

Sulfonamide  hypersensitivity 


work/play- 
love - 

cardiac  output- 
blood  flow- 


Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

-normal  hemodynamic  responses  to  exercise  maintained. 

“low  incidence  of  impotence  and/or  loss  of  libido: 

2.8%  in  1,923  patients  studied."' 

-tends  to  return  to  control  values  during  long-term  therapy, 
-preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 

The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
etc.  A rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 

‘Central  alpha-adrenergiC  stimulation  decreases  sympattietic  outflow  from 
the  brain,  as  sfx>wn  m anmal  studies 


1 C3Iaoa-file  at  Boehnnger  Ingettieim  Ltd 


Please  see  last  page  for  brief  summary,  including 
wwwjngs,  precautions,  and  adverse  reactions. 


^available  in  new 
is  mg  tablets 


Hypertensio 


The  Alpha 
Advantage 

■ ■■  m ■■■■  ■ 


It’s  for  all  kinds 
of  hypertensives 

■ Tablets  of  0.1, 0.2, 0.3  mg 


(clonidine  HCl) 


Hypertension 


• No  contraindications. 

• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

• Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


The  usual  starting  dose  of  Catapres  is  0.1  mg  at  breai 
fast  and  0.1  mg  at  bedtime.  Some  patients  may  benel 
from  a starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range — 0.2— 0.8  mg 

Maximum  daily  dose — 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed. 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient’s  individual  blood 
pressure  response. 


Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1, 0.2, 0.3  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of  hypertension.  As  an  anti- 
hypertensive drug,  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a reevaluation 
of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potantial  risk  to 
mother  and  fetus. 

Usage  in  Children:  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2 to  4 days  to  avoid  a possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochloride  therapy.  A causal  relationship 
has  not  been  established  in  these  cases.  It  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine.  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect.  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  with 
caution  in  patients  with  severe  coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  shouid  receive  periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a dose-dependent  increase  in  the  incidence  and  severity  of 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6 mon 
longer.  I 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drowsines  id 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been  rep<  p 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The  folk  jg 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely.  (In  : m 
instances  an  exact  causal  relationship  has  not  been  established.)  These  inc  i 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnormal  in 
liver  function  tests;  one  report  of  possible  drug-induced  hepatitis  without  icis 
and  hyperbilirubinemia  in  a patient  receiving  clonidine  hydrochloride,  iS- 
thalidone  and  papaverine  hydrochloride.  Weight  gain,  transient  elevation  of  I gl 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  Rayn 
phenomenon;  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  chaiS. 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  rash  f I 
gioneurotic  edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  assocg)^ 
with  a rash,  impotence,  urinary  retention,  increased  sensitivity  to  alcohol,  dry  a ' 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gynecom  ^ 
weakly  positive  Coombs  test,  asymptomatic  electrocardiographic  abnormrs 
manifested  as  Wenckebach  period  or  ventricular  trigeminy.  1 1 

Overdosage;  Profound  hypotension,  weakness,  somnolence,  diminished  CP-. 
sent  reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  (dor  Jf 
hydrochloride)  by  several  children  from  19  months  to  5 years  of  age, 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  complel^ 
covery  within  24  hours.  Tolazoline  in  intravenous  doses  of  10  mg  at  30-mg 
intervals  usually  abolishes  all  effects  of  Catapres.  (clonidine  hydrochloride)  ^ 
dosage.  I 

How  Supplied:  Catapres.  brand  of  clonidine  hydrochloride,  is  available  as  0 ^ 
(tan)  and  0.2  mg  (orange)  oval,  single-scored  tablets  in  bottles  of  100  arxJ  1000 
available  as  0.3  mg  (peach)  oval,  single-scored  tablets  In  bottles  of  100. 

For  complete  details,  please  see  full  prescribing  information. 

Under  license  from  Springer  Ingelheim  GmbH 

Boehringer  Boehringer  Ingelheim  U- 

Ingelheim  Ridgefield,  CT  06877  } 
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William  L.  Rumbolz.  M.D Omaha 

Richard  B.  Svehla.  M.D Omaha 

John  G.  Yost.  M.D Hastings 

AD-HOC  COM.MITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chm Lincoln 

S.  I.  Fuenning.  M.D Lincoln 

Charles  W.  Newman.  M.D Lincoln 

John  G.  Yost.  M.D Hastings 

George  F.  Sullivan.  RPT Lincoln 

Wayne  Wagner,  AT Omaha 

AD-HOC  CO.M.MITTEE  ON  E.MERGENCY  .MEDICAL  SERVICES 

Dean  A.  McGee,  M.D..  Chm Omaha 

Paul  E.  Collicott,  M.D Lincoln 

Stephen  W.  Carveth,  .M.D Lincoln 

Kenneth  F.  Kimball.  M.D Kearney 

Richard  B.  Svehla,  M.D Omaha 

.AD-HOC  CO.MMITTEE  ON  MATER.NAL  AND  CHILD  HEALTH 

William  L.  Rumbolz.  M.D.,  Chm Omaha 

Section  on  Maternal  Mortality  Review 

Charles  A.  Field.  M.D Omaha 

William  L.  Rumbolz.  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

John  W.  Goldkrand.  M.D Omaha 

Glenn  L.  Haswell,  M.D Omaha 

Robert  Nelson.  M.D Omaha 

William  L.  Rumbolz.  M.D Omaha 

Mary  Soentgen,  M.D Omaha 

Kenton  L.  Shaffer.  M.D Kearney 

SCIENTIFIC  SESSIONS  COMMITTEE 

Robert  M.  Stryker.  M.D.,  Chm Omaha 

Dale  W.  Ebers,  M.D.,  Convention  Chm Lincoln 

James  R.  Brown.  M.D Omaha 

Richard  A.  Cottingham.  M.D McCook 

Stuart  P.  Embury,  M.D Holdrege 

Richard  A.  Hranac,  M.D Kearney 

John  C.  Sage,  M.D Omaha 

Bernard  F.  Wendt,  M.D Lincoln 


CO.M.MISSION  ON  GOVERNMENTAL  AFFAIRS 

Carl  J.  Cornelius.  Jr..  M.D..  Chm Sidney 

John  D.  Coe.  M.D Omaha 

William  Doering.  M l) Franklin 

Darroll  J.  Loschen.  M.D York 

John  F Porterfield.  .M  I) Lincoln 

Donald  F.  Prince.  .M.D Minden 

Jerald  R.  Schenken.  M I) Omaha 


CO.MMISSION  ON  LEGISLATION  AND  LEGAL  AFFAIRS 


Herbert  E.  Reese.  M I)..  Chm Lincoln 

James  H.  Dunlap.  M.D Norfolk 

Glen  F.  Lau,  .M.D Lincoln 

John  T.  .McGreer.  III.  M.D Lincoln 

Blaine  Y.  Roffman.  M D Omaha 

Robert  F.  Shapiro.  M.D Lincoln 

A L.  Smith.  Jr.,  .M.D Lincoln 

Stanley  M.  Truhlsen.  M.D Omaha 

CO.M.MISSION  ON  MEDICAL  EDUCATION 

John  W.  Smith.  .M.D.,  Chm Omaha 

Warren  G.  Bosley.  .M.D Grand  Island 

Wendell  L.  Fairbanks.  .M.D Alliance 

Michael  J.  Haller.  M.D Omaha 

Robert  D.  Harry.  M.D Lexington 

William  B.  Long.  M D Omaha 

Robert  J.  Stein,  M.D Lincoln 

AD-HOC  CO.M.MITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley.  .M.D.,  Chm Grand  Island 

Robert  B.  Benthack.  .M.D Wayne 

S.  I.  Fuenning.  M.D Lincoln 

Eileen  C.  Vautravers,  .M.D Lincoln 

CO.M.MISSION  ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf.  M.D..  Chm Omaha 

James  R.  .Adwers.  M.D Omaha 

James  G.  Carlson.  M.D Verdigre 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing.  M.D Omaha 

Donald  E.  .Matthews,  M.D Lincoln 

Craig  R.  Nolte.  M.D Lincoln 


STUDY  CO.M.MITTEE  ON  COST  AWARENESS 


Arnold  W.  Lempka.  M.D.,  Chm Omaha 

John  H.  Bancroft,  M.D Kearney 

Roger  P.  Massie.  M.D Plainview 

Gerald  J.  Spethman.  .M.D Lincoln 

Robert  S.  Wigton.  Jr.,  .M.D Omaha 

Mr.  Rex  Haberman Omaha 

COUNCIL  ON  PROFESSIONAL  ETHICS 

Charles  F.  Ashby.  M.D Geneva 

Russell  J.  Meintire.  .M.D Hastings 

L.  Dwight  Cherry.  M.D Lincoln 

C.  N.  Sorensen,  M.D Scottsbluff 

Stanley  .M.  Truhlsen,  .M.D Omaha 

CO.M.MITTEE  ON  HEALTH  PLANNING 

C.  J.  Cornelius.  Jr.,  M.D.,  Chm Sidney 

W.  R.  Marsh,  M.D Scottsbluff 

Donald  F.  Prince,  M.D Minden 

James  S Carson,  M.D McCook 

Gordon  D.  Adams,  M.D Norfolk 

Dale  W.  Ebers.  M.D Lincoln 

Louis  J.  Gogela.  Jr..  M.D Beatrice 

S.  I.  Fuenning,  .M.D Lincoln 

Craig  L.  Urbauer.  M.D Lincoln 

Roger  A,  Jacobs,  M.D Seward 

Michael  Haller.  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Allen  D.  Dvorak.  M.D Omaha 

Morton  H.  Kulesh.  M.D Omaha 

Duane  W.  Krause,  M.D Fremont 
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ORGANIZATIONS,  STATE__ 

American  Cancer  Society.  Nebraska  Division,  Inc. 

Don  W.  McClure.  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210, 

6910  Pacific  Street,  Omaha  68106 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson.  Executive  Director 
3624  Farnam  Street.  Omaha  68131 
American  Lung  Association  of  Nebraska 

Mr.  Edward  Carter,  Executive  Director 
7363  Pacific.  Suite  212.  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267.  1701  ‘‘E*’  St..  Lincoln  68501 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  No.  69th  St.,  Rm.  202.  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station.  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California.  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw.  Executive  Director 
Karen  Mundv.  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

6901  Dodge  Street,  Room  104,  Omaha  68132 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Building.  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Kidney  Foundation  of  Nebraska 

Karen  Engelsman,  Acting  Executive  Director 
8707  West  Center  Road.  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Meill.  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building.  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St..  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Mr.  Heirrison  J.  Welch,  Executive  Director 
740  Keeline  Bldg..  319  So.  17th  St..  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
John  F.  Aita,  M.D.,  Secretary-Treasurer 
2302  North  55th  St..  Omaha  68104 
Nebraska  Academy  of  Ophthalmology 
Richard  Meissner.  M.D.,  President 
434  The  Doctors  Building,  Omaha  68114 
Nebraska  Academy  of  Otolar>ngolog>' 

F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner.  Lincoln  68505 
Nebraska  Academy  of  Physician  Assistants 
Michael  J.  Grutsch,  P.A.C. 

Box  906,  Imperial  69033 
Nebraska  Association  of  Nuclear  Physicians.  Inc. 

Merton  A.  Quaife.  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  and  Dewey  Avenue,  Omaha  68105 
Nebraska  Association  of  Pathologists 
Wayne  Markus.  M.D.,  Sec’y  -Treas. 

Lutheran  Medical  Center  Laboratory. 

515  So.  26th  St.,  Omaha  68103 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
Wesley  G.  Wilhelm.  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil.  Executive  Secretary 
8258  Hascall  St..  Omaha  68124 

Nebraska  Chapter  — American  Academy  of  Pediatrics 
Warren  G.  Bosley.  M.D..  ('hairman 
418  West  Division.  Grand  Island  68801 
Nebraska  ('hapter  — American  College  of  Emergency  Physicians 
Jeanette  M.  I^ergam,  M ,D..  Secretary-Treasurer 
502  South  44th  Street.  Omaha  68105 
Nebraska  Chapter  — American  College  of  Surgeons 
.John  W.  Smith,  M.D..  Secretary-Treasurer 
8300  Dodge  St..  #124.  Omaha  68114 
Nebraska  ('hapter  of  Myasthenia  Gravis  F'oundation 
John  F.  Aita.  M.D.,  Medical  Advisor 
105  South  49th  St..  Omaha  68132 
Nebraska  Dental  Association 

n,  W.  Edwards.  D.D.S..  Secretary 
1007  Lincoln  Benefit  I^ife  Bldg..  Lincoln  68508 
Nebraska  Dietetic  Association 
Tama  Krause,  H I)..  President 
418  Oak  Drive,  Wayne  68787 


Nebraska  Easter  Seal  Society 

David  E.  Evans,  Executive  Director 
P.O.  Box  14204.  West  Omaha  Station, 

12177  Pacific  St..  Omaha  68114 
Nebraska  Epilepsy  League.  Inc. 

7171  Mercy  Road.  Suite  129,  Omaha  68106 
Nebraska  Health  Care  Association 
Mr.  Bernard  Dana,  Interim  President 
3100  “O”  Street.  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount.  Executive  Director 
Box  94833,  1335  “L”  St.  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356.  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue.  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff.  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording.  Executive  Director 
Suite  26.  10730  Pacific  St..  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson.  M.D..  Secretary 

Embassy  Plaza  #290.  90th  & West  Dodge  Rd..  Omaha  68114 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs.  Executive  Secretary 
Dr.  Robert  P.  Marshall,  Executive  Director 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton.  Jr..  M.D..  Director 
602  South  45th  St..  Omaha  68106 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D..  President 
Suite  10,  Dodge  Professional  Center 
8601  W.  Dodge  Road.  Omaha  68114 
Nebraska  Public  Health  Association 
D.  Mike  Wight,  President 
301  Centennial  Mall  South,  Lincoln  68509 

The  Nebraska  Radiological  Society  — A Chapter  of  the 
American  College  of  Radiology 
Allen  D.  Dvorak.  M.D.,  President 
St.  Joseph  Hospital 
601  No.  30th  St..  Omaha  68131 
Nebraska  Region  — American  College  of  Physicians 
Bowen  E.  Taylor.  M.D..  F.A.C.P. 

Gov.  for  Nebr..  P.O.  Box  81009,  Lincoln  68501 
Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  Street,  Lincoln  68506 
Nebraska  Society  of  Internal  Medicine 
Vernon  G.  Ward.  M.D.,  President 
309  Doctors  Bldg,  Omaha  68131 
Nebraska  Society  for  Medical  Technologists.  Inc. 

Rodney  Roland.  MT  (ASCP).  President 
920  No.  Ash.  Gordon  69343 
Nebraska  Society'  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
4600  Valley  Road.  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
John  G.  Headley,  CRTT.  President 
University  of  Nebraska  Medical  Center.  42nd  & Dewey. 
Omaha  68105 

Nebraska  Society  of  Anesthesiologists 
John  R.  Allely.  M.D..  President 
Suite  255  - Second  Floor  North.  450  East  23rd. 

Memorial  Hospital.  Fremont  68025 
Nebraska  Society  of  Radiologic  Technologists 
Pat  Englehaupt.  RT,  President 
11655  Fowler  Avenue.  Omaha  68164 
Nebraska  State  Department  of  Health 

Henry  D.  Smith.  M.D..  Director  of  Health 
P.O.  Box  95007.  301  Centennial  Mall  So..  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers.  M.D..  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 
Bobbie  Frerichs,  President 
7125  Starr  St..  Lincoln  68505 
Nebraska  Urological  Association 
David  H.  Kuper,  M.D..  President 
201  Ridge  Street.  Council  Bluffs.  Iowa  51501 
Nebraska  Veterinary  Medical  Association 
lk)b  Garey.  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel.  Executive  Secretary 
7363  Pacific  St..  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Camille  Wolesensky,  Executive  Director 
1600  No.  56th  St..  Lincoln  68504 
University  of  Nebraska  Medical  Center 
Neal  A.  Vanselow.  M.D..  Chancellor 
42nd  and  Dewey  Avenue.  Omaha  68105 
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non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

EQUAGESIC " 

neprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


AGESIC^Abbreviated  Summary 
DiCATIONS:  Based  on  a review  of  this  drug  by  the 
ational  Academy  of  Sciences — National  Research 
Mjnal  and  or  other  information.  FDA  has  classified 
e indications  as  follows 

‘ossibly  ’ effective  for  the  treatment  of  pain  accom* 
inied  by  tension  andor  anxiety  in  patients  with  mus> 
iioskeieiai  disease  or  tension  headache 
nal  ctassrfication  of  the  less-than-effective  indica* 

■ns  requires  further  investigation 
»e  effectiveness  of  Equagesic  in  long-term  use,  i.e. 
sre  than  four  months,  has  not  been  assessed  by 
stematic  chnical  studies  The  physician  should  pe- 
■dically  reassess  usefulness  of  the  drug  for  the  indi- 
tual  patient 

rRAINOICATIONS:  Equagesic  should  not  be  given  to 
duals  with  a history  of  sensitivity  or  severe  intolerance 
Jinn,  meprobamate  or  ethoheptazine  citrate 
NINGS:  Careful  supervision  of  dose  and  amounts  pre- 
kJ  for  patients  is  advised,  especially  with  those  patients 
propensity  for  taking  excessive  quantities  of  drugs 
>sive  and  prolonged  use  in  susceptible  persons,  e g . 
oics.  former  addicts.  arxJ  other  severe  psychoneurot- 
as  been  reported  to  result  in  dependence  on  or  habrt- 
1 to  the  drug  Where  excessive  dosage  has  continued 
9eks  or  months,  dosage  should  be  reduced  gradually 
' than  abfuptty  stopped,  since  withdrawal  of  a ’crutch" 
oreopitate  withdrawal  reaction  of  greater  proportions 
hat  for  which  the  drug  was  originally  prescnbed  Abrupt 
■ttnoance  of  doses  in  excess  of  the  recommended  do» 
Kuted  m some  cases  in  the  occurrence  of  epileptiform 
res 

‘31  care  should  be  taken  to  warn  patients  taking  mepro- 
te  that  tolerance  to  alcohol  may  be  lowered  with  re- 
it  slowing  of  reaction  time  and  impairment  of  judgement 
oordmation 

3E  IN  PREGNANCY  AND  LACTATION;  An  in- 
od  risk  of  congenital  metformations  associated  with 
••  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoxide.  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  in  several  studies.  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided.  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  institution  of 
therapy  should  be  considered.  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier,  ft  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspmn  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
bents  12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuna  Very 
few  suiadal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduc^  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
mainirig  in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow 
and  slow,  CNS  stimulants,  e g . caffeine.  Metrazol.  or  am- 


phetamine. may  be  cautiously  administered  It  severe  hypo- 
tension devekjf^.  pressor  amine?  should  be  used  parenteralty 
to  restore  blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  expenence  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a njle.  this  disappears  as  therapy  is  conbnued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate IS  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  t-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
MiW  reactions  are  charactenzed  by  an  itchy  urticarial  or  ery- 
thematous macuiopapuiar  rash  ^ich  may  be  generalizeid 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae.  ecchymoses,  peripheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses  including  fever,  tainting  spells,  an- 
gioneurotic edema  bronchial  spasms,  hypotensive  cnses  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephnne.  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case) 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia.  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE:  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  crtrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
light-headedness,  with  uneventful  recovery  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appropriate  therapy  of 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication  Observation 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration,  watching  for  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprothrombinemia  which,  if 
It  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate, 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  §1980.  Wyeth  Laboratories 
All  rights  reserved 
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FOR 

MODERATE 

PAIN 

A therapeutic  dose 
of  acetaminophen 
in  one  tablet 

m 

A therapeutic  dose 
of  two  complementary 
analgesics 

. i 

The  convenience  and 

economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 

1 

WHY  NOT  WYGESIC " 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC— Abbreviated  Summary 
INDICATION:  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 
WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
those  patients  had  histones  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  bo  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Manaaement  of  Overdoaage) 

DRUG  DEPENDENCE;  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance.  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine's  al- 
though quantitalivoly  less,  and  propoxyphene  should 
be  proscribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS;  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks,  e a driving 
a car  or  operating  machinery  Patients  snould  bo 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  act- 
verse  effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards. 

USAGE  IN  CHILDREN:  Propoxyphene  Is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safely 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrine  The  cNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol. 
ADVERSE  REACTIONS;  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain.  8km  rashes,  light-headedness.  head- 
ache. weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene m doses  over  600  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics, and  other  CNS  depressants  has  an  aaditive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Contusion,  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrine 

MANAGEMENT  OF  OVEROOSAQE;  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  Ihose  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume.  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics, which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects. 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions. a prominent  feature  in  most  cases  of  severe 
poisoning.  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours.  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
ana  nonspecific.  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill.  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity.  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy.  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan.  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV.  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repealed  as  necessary  until  the  patient  s 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion With  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen.  IV  fluids,  vasopressors  and  other  supi 
tive  measures  should  be  used  as  indicated  Gat 
lavage  may  be  helpful  Activated  charcoal  can 
sorb  a significant  amount  of  ingested  propoxyphc 
Dialysis  is  of  little  value  in  poisoning  by  propi 
phene  alone  Acetaminophen  is  rapidly  absort 
and  efforts  to  remove  the  drug  from  the  body  sh< 
not  be  delayed.  Copious  gastric  lavage  anj  or  me 
tion  of  emesis  may  be  indicated  Activated  chan 
IS  probably  ineffective  unless  administered  airr 
immediately  after  acetaminophen  ingestion  Net 
forced  diuresis  nor  hemodialysis  appears  to  be 
fective  in  removing  acetaminophen  Since  aceti 
nophen  in  overdose  may  have  an  antidiuretic  tf 
and  may  produce  renal  damage,  admmistratioi 
fluids  should  be  carefully  monitored  to  avoid  o I 
load  It  has  been  reported  that  mercaptamme  (> 
teamine)  or  other  thiol  compounds  may  protect  agr 
liver  damage  if  given  soon  after  overdosage  (>| 
hours)  N-acetylcysteme  is  under  investigation  i] 
less  toxic  alternative  to  mercaptamme.  which  ' 
cause  anorexia,  nausea,  vomiting,  and  drowsin>| 
Appropriate  literature  should  be  consulted  lor  fur 
information  (JAMA  237  2406-2407,  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  - 
be  delayed  up  to  one  week  Acetaminophen  pfa’ ' 
levels  and  half-life  may  be  useful  in  assessing 
likelihood  of  hepatotoxicity  Serial  hepatic  enz  | 
determinations  are  also  recommended 
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COUNC  II.OH  DISTRICTS 
AND  COliNTIKS 


NEBRASKA  MEDICAL  ASSOCIATION 


First  Dislnit:  ('oiincilor:  Stanley  M. 
Truhlsen.  Omaha.  Counties:  I)<>u|>las. 
Sarpy. 

Second  District:  Cornu  ilor:  I.ouis  J. 

Goitela.  Lincoln.  Counties:  Cass.  Lan- 
caster, Otoe. 

Third  District:  Councilor:  Myron  K. 

Samuelson.  Wymore.  Counties.  Oaite, 
Johnson.  Nemaha.  Pawnee.  Richard 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Antelope. 
Cedar.  Cuming.  Dakota,  Dixon,  Knox. 
Madison,  Pierce.  Stanton,  Thurston. 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 
Miller,  Columbus.  Counties:  Boone. 
Burt.  Colfax.  Dodge.  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler, 

Hamilton,  Polk.  Saunders.  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 
Zimmer,  Friend.  Counties,  Clay.  Fill- 
more, Jefferson.  Nuckolls,  Saline. 
Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace,  Gordon.  Counties:  Boyd, 

Brown,  Cherry,  Holt.  Keyapaha.  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley.  Grand  Island.  Counties:  Blaine, 
Buffalo.  Custer,  Dawson,  Garfield, 
Grant.  Greeley,  Hall,  Hooker,  Howard. 
Loup.  Sherman.  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase.  Dundy,  Franklin.  Frontier, 
Furnas.  Gosper,  Harlan,  Hayes,  Hitch- 
cock. Kearney.  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte,  Counties: 
Arthur,  Deuel,  Garden.  Keith,  Lincoln. 
Logan.  McPherson.  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner,  Box 
Butte.  Cheyenne,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff.  Sioux. 


Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


('OI'NTY 


PRESIDENT 


SECRETARY-THEASCRER 


Adams 

•Antelope-Pierce 

Boone 

Box  Butte 

Buffalo 

Butler  

C ass 

Cheyenne- Kimball- Deuel 

Cuming 

C uster 

Dawson 

Dodge 

•Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & N.W 

Jefferson 

•Knox 

Lancaster 

Lincoln  
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Metropolitan  Omaha. . 

Northeast 

Northwest  Nebraska .... 

Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central  Nebraska 
Southeast  Nebraska  .... 
Southwest  Nebraska .... 

Washington- Burl 

York 

•(Northeast 


George  J,  Lylton,  Hastings George  L.  Osborne,  Hastings 

Robert  Kopp,  Plainview David  F Johnson.  Jr..  Osmond 

Gary  Smith,  Newman  Grove Charles  L.  Sweet,  Albion 

John  Floyd,  .Scottsbluff Bruce  D.  Korney,  Alliance 

David  ('.  Babbitt.  Kearney Robert  N.  Baker.  Kearney 

Lawrence  Rudolph,  David  City Victor  Thoendel.  David  City 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp.  Elmwood 

Chris  I'.  Bitner,  Sidney 

Robert  H.  .Scherer.  West  Point  ...  Thomas  R.  Tihbels,  We.st  Point 
Loren  H Jacobsen.  Broken  Bow  . . N.  Leon  Books,  Broken  Bow 

Craig  Bartruff.  Gothenburg J.  H.  Worthman,  Cozad 

J.  Michael  Adams,  Fremont William  B.  Eaton.  Fremont 

Henry  J.  Billerbeck,  Randolph Robert  B.  Benthack,  Wayne 


Patrick  C.  Gillespie.  Beatrice Klemens  FL  Gustafson.  Beatrice 

A.  E.  \'an  Wie,  Grand  Island Gordon  D.  Francis,  Grand  I.sland 

John  C.  Wilcox.  Aurora Kenneth  R.  Treptow,  Aurora 


Cl.  O.  Johnson,  Fairbury R A.  Blatny,  Fairbury 

Douglas  M.  Laflan.  Creighton Delwyn  J.  Nagengast,  Bloomfield 


Samuel  H.  Perry.  North  Platte Ronald  L.  Asher,  North  Platte 

Harold  Dahlheim,  Norfolk G,  Tom  Surber,  Norfolk 

Frank  D.  Donahue,  Omaha John  F.  Fitzgibbons,  Omaha 

Otto  J,  Wullschleger,  Norfolk 

Robert  Rasmussen,  Chadron Robert  Hanlon,  Chadron 

Paul  R.  Madison,  Nebraska  City 

Bryce  G.  Shopp,  Imperial Paul  F.  Bottom.  Grant 

Warren  R.  .Miller,  Columbus Ronald  W Klutman,  Columbus 

Walter  Gardner,  Crete Walter  Gardner.  Crete 

J.  Paul  Glabasnia,  Papillion Michael  J.  Moran.  Papillion 

John  E.  Hansen,  Jr.,  Wahoo Robert  E.  Morris.  Wahoo 

James  J.  Simpson.  Mitchell Wendell  Ropp,  Scottsbluff 

Paul  Plessman.  Seward \'an  Vahle,  .Seward 

Richard  E.  Penry,  Hebron C.  F.  Ashby,  Geneva 

Paul  Scott,  Auburn Gary  Ensz,  Auburn 

Elizabeth  D.  Edwards.  .McCook  ....  David  A.  Allerheiligen,  McCook 

Kenneth  C.  Bagby,  Blair Clifford  M.  Hadley,  Lyons 

James  D.  Bell.  York Ben  N.  Greenberg,  York 

Otto  J.  Wullschleger,  Norfolk) 


Sniffing  Addiction  — H.  Altenkirch  (Klini- 
kum  Steglitz  der  Freien  Universitat,  Berlin, 
West  Germany)  Dtsch  Med  Wochenschr 
104:935-938  (June  29)  1979 

Twenty-five  cases  of  clinically  severe  toxic 
polyneuropathy  were  observed  among  young 
people  in  Berlin  who  were  addicted  to  sniffing 
methyl  ethyl  ketone-containing  solvents.  It 
took  2V^  to  three  years  for  the  peripheral  motor 
defects  to  regress.  In  severe  cases  there  were 
additional  spastic  signs.  This  neurotoxic  effect 
can  be  reproduced  in  animals  and  is  due  to  a 
disorder  of  axonal  transport  that  destroys 
peripheral  and  central  axons. 

Survey  of  Infants  Born  in  1973  or  1975 
to  Swedish  Women  Working  in  Operat- 
ing Rooms  During  Their  Pregnancies  — 
A.  Ericson  and  B.  Kallen  (Univ  of  Lund, 
Lund,  Sweden)  Anesth  Analg  58:202-205 
(July- Aug)  1979. 

The  infants  of  494  women  who  worked 
throughout  pregnancy  (37  who  worked  for 


more  than  half  of  their  pregnancies  and  10  who 
worked  less  than  half  of  their  pregnancies) 
showed  no  differences  in  the  incidence  of 
threatened  abortions,  birth  weight,  perinatal 
death  rate,  or  the  incidence  of  congenital 
malformations  compared  with  a control  popu- 
lation of  infants  whose  mothers  were  not 
exposed  to  the  operating  room  as  a work  place. 

Abortion  Surveillance  — United  States, 
1977  — Abortion  Surveillance  Branch 
(Bureau  of  Epidemiology,  CDC,  Atlanta,  GA 
30333)  MMWR  28:381-383  (Aug  17)  1979. 

In  1977  the  50  states  and  District  of 
Columbia  reported  1,079,430  abortions,  a 9% 
increase  over  1976,  and  a ratio  of  abortions  to 
live  births  of  325/1,000.  Of  the  women  who 
obtained  abortions,  65%  were  younger  than  25 
years  (66%  white,  34%  black  or  other  races). 
Seventy-six  percent  were  unmarried,  and  53% 
had  no  living  children.  Curettage  was  the 
method  used  for  94%  of  abortions,  and  92%  of 
abortions  were  induced  within  the  first  12 
weeks  of  pregnancy. 
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»mpare  the  analgesic  effect 

)tnn  (ihuprofen)  400  mg  tablets  provided  greater  relief  of  pain  than  codeine 
a double-blind,  randomized  clinical  study  of  287  patients. 

)[rm  was  significantly  more  effective  (p  < 0.01)  than  codeine  60  mg  at  the 
3'  and  4'hour  intervals... significantly  more  effective  (p  < 0.01)  than 


jeine  30  mg,  codeine  15  mg,  and  placebo  at  al 

egree  of  pain  relief— mean  scores 
Excellent  relief  3 = Good  relief  2 = Fair  relief 

1 inter\'als. 

1 = Poor  relief  0 = No  relief 

Motrin  400  mg  (ihuprofen)  (59  patients) 

mu  Codeine  60  mg  (58  patients) 

imH  Codeine  30  mg  (59  patients) 

[ [ Cod  cine  15  mg  (54  patients) 

Placebo  (57  patients) 


Inzfc 

3rd  hour  4th  hour 

Data  on  file  at  The  Upjohn  Company. 


1st  hour  2nd  hour 

fime  after  drug  administration  (hours) 


le  tablet  q4-6h  pm  pain 

well-tolerated,  nonnarcotic  prescription  for  mild  to  moderate  pain 


^/bfrin 

3uprofen,  Upiohn 


TABLETS 

ma 


Jot  a narcotic  • Not  addictive  • Not  habit  forming  • Acts  peripherally 
Lelieves  pain  rapidly  • Indicated  in  acute  and  chronic  pain  • Well  tolerated 
Tie  most  common  side  effect  with  Motn'n  is  mild  gastrointestinal  disturbance. 


:ase  turn  the  page  for  a brief  summary  of  prescribing  information. 


Ipjohn 


Motrin’  (ibuprofen) 

now  proved  an 
effective  anaigesic  for 
miid  to  moderate  pain 

Motrin^  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain. 

Treatment  of  signs  and  sympfoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been 
established  in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

'Incidence  3%  to  9%. 

Incidence  less  than  I in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
IS  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300,  400  or  600  mg  t.i.d.  or  q.i.d 
Mild  to  moderate  pain  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 
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Enuresis  — E.  J.  Kass  et  al  (Hosp  for  Sick 

Children,  Toronto,  Ontario,  Canada)  J Urol 

121:794-796  (June)  1979. 

The  authors  studied  115  consecutive  cases 
of  primary  enuresis.  Excretory  urography, 
urodynamic  testing,  and  endoscopy  are  needed 
only  in  children  with  enuresis  and  concomitant 
urinary  infection.  A detailed  urologic  history 
was  the  most  important  factor  in  deciding  on  a 
treatment  program.  Children  with  diurnal  and 
nocturnal  enuresis  or  nocturnal  enuresis  and 
daytime  urgency  and  frequency  of  urination 
were  started  on  anticholinergic  medication. 
Girls  with  enuresis  and  urinary  infecton  also 
were  started  on  anticholinergic  medication. 
Significant  improvement  occurred  in  up  to 
90%  of  the  patients.  Children  with  only 
nocturnal  enuresis  and  no  other  symptoms 
were  given  imipramine  with  a 70%  improve- 
ment rate. 


Effect  of  Surgical  vs  Medical  Therapy  on 
Return  to  Work  in  Patients  With 
Coronary  Artery  Disease  — K.  E. 
Hammermeister  et  al  (Veterans  Administra- 
tion Medical  Center,  Seattle,  WA  98108) 
Am  J Cardiol  44:105-111  (July)  1979. 

The  proportion  of  medically  and  surgically 
treated  patients  with  coronary  artery  disease 
working  full  time  one  year  after  cardiac 
catheterization  or  surgery,  was  assessed  by 
questionnaire  in  a registry  of  patients  who  had 
had  coronary  angiography.  The  proportion  of 
medically  and  surgically  treated  patients 
working  three  months  before  catheterizaton  or 
surgery  was  74%  (148  of  201)  and  75%  (899  of 
1,198),  respectively,  whereas  62%  (125  of  201) 
and  62%  (747  of  1,198),  respectively,  were 
working  full-time  one  year  after  catheterization 
or  surgery.  Multivariate  analysis  identified  five 
variables  predictive  of  return  to  work.  In  order 
of  significance  these  were  working  status  three 
months  before  surgery  or  catheterization, 
years  of  education,  age,  functional  class  before 
surgery  or  catheterization,  and  period  of  not 
working  before  surgery  or  catheterization. 
Surgical  therapy  was  not  more  effective  than 
medical  therapy  in  maintaining  full-time 
employment  in  this  registry  of  patients  with 
coronary  artery  disease. 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Irltl  Summary. 

:oMult  the  package  literature  lor  prescribing 
ntormatlon. 

rHilcallons  and  Usage:  Ceclor*  (cefaclor.  Lilly) 

5 indicated  in  the  treatment  of  the  following 
nfections  when  caused  by  susceptible  strains  of 
he  designated  microorganisms: 

Lower  respiratory  infections,  including 
pneumonia  caused  by  Streptococcus 
pneumoniae  (Diptococcus  pneumoniae) . 
Haemophilus  influenzae,  and  S pyogenes 
Igroup  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies 
hould  be  pertormed  to  determine  susceptibility  of 
he  causative  organism  to  Ceclor 
lontraindication:  Ceclor  is  contraindicated  in 
latients  with  known  allergy  to  the  cephalosporin 
iroup  of  antibiotics 

Ifamings:  in  penicilun-sensitive  patients. 
:ephalosporin  antibiotics  should  be 

lOMINISTEREO  CAUTIOUSLY  THERE  IS  CLINICAL 
NO  LABORATORY  EVIDENCE  OF  PARTIAL 
ROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
EPHALDSPORINS.  AND  THERE  ARE  INSTANCES  IN 
KHICH  PATIENTS  HAVE  HAD  REACTIDNS  TO  BOTH 
IRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
■ARENTERAL  USE) 

Antibiotics,  including  Ceclor.  should  be 
dministered  cautiously  to  any  patient  who  has 
lemonstrated  some  form  of  allergy,  particularly  to 
rugs 

recautions:  If  an  allergic  reaction  to  cefaclor 
ccurs.  the  drug  should  be  discontinued,  and.  if 
ecessary.  the  patient  should  be  treated  with 
ppropriate  agents,  eg.  pressor  amines, 
ntihistamines . or  corticosteroids 
Prolonged  use  of  cefaclor  may  result  in  the 
vergrowth  of  nonsusceptible  organisms  Careful 
bservation  of  the  patient  is  essential  If 
uperinfection  occurs  during  therapy,  appropriate 
reasures  should  be  taken 
Positive  direct  Coombs  tests  have  been  reported 
uring  treatment  with  the  cephalosporin 
ntibiotics  In  hematologic  studies  or  in 
'ansfusion  cross-matching  procedures  when 
ntiglobulin  tests  are  performed  on  the  minor  side 
r in  Coombs  testing  of  newborns  whose  mothers 
ave  received  cephalosporin  antibiotics  before 
arturition,  it  should  be  recognized  that  a positive 
oombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in 
le  presence  of  markedly  impaired  renal  function, 
inder  such  a condition,  careful  clinical  observation 
nd  laboratory  studies  should  be  made  because 
afe  dosage  may  be  lower  than  that  usually 
5Commended 

Usage  in  Pregnancy — Although  no  teratogenic  or 
ntitertility  effects  were  seen  in  reproduction 
tudies  in  mice  and  rats  receiving  up  to  1 2 times  the 
laximum  human  dose  or  in  ferrets  given  three 
mes  the  maximum  human  dose,  the  safety  of  this 
rug  tor  use  in  human  pregnancy  has  not  been 
slablished  The  benefits  of  the  drug  in  pregnant 
'omen  should  be  weighed  against  a possible  risk 
Jtheletus. 

Usage  in  Infancy — Safety  of  this  product  for  use 
I infants  less  than  one  month  ot  age  has  not  been 
stablished 


Cefoclor 

Pulvules- , 250  and  500  mg 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’-® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H,  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.^ 


Adverse  Reactions:  In  clinical  studies  in  1493 
patients,  adverse  effects  considered  related  to 
cefaclor  therapy  were  uncommon  and  are  listed 
below. 

Gastrointestinal  symptoms  occurred  in  about  2 5 
percent  of  patients  and  included  diarrhea  (t  in  70) 
and  nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  were  reported  in  about 
t 5 percent  of  patients  and  included  morbilliform 
eruptions  (t  in  tOO)  Pruritus,  urticaria,  and 
positive  Coombs  tests  each  occurred  in  less  than  1 
in  200  patients 

Other  effects  considered  related  to  therapy 
included  eosinophilia  (t  in  50  patients)  and  genital 
pruritus  or  vaginitis  (less  than  1 in  1 00  patients) 
Causal  Relationship  Uncertain — Transitory 
abnormalities  in  clinical  laboratory  tests  results 
have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 
Hepatic — Slight  elevations  in  SCOT.  SGPT.  or 
alkaline  phosphatase  values  (t  in  40) 

Hematopoietic — Transient  fluctuations  in 
leukocyte  count,  predominantly  lymphocytosis 
occurring  in  infants  and  young  children  (1  in  40) 
Renal — Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal 
urinalysis  (less  than  1 in  200) . [070379B] 


• Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either 
S pneumoniae  oiH.  influenzae  ' 

Note:  Ceclor*  (cefaclor)  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the 
treatment  and  prevention  of  streptococcal 
infections,  including  the  prophylaxis  of  rheumatic 
fever  See  prescribing  information 
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Short-term  Therapy  of  Severe  Hyperten- 
sion — J.  M.  Sullivan  et  al  (Univ  of 
Tennessee  Center  for  the  Health  Sciences, 
Memphis,  TN  38163)  Arch  Intern  Med 
139:1233-1239  (Nov)  1979. 

Ten  severely  hypertensive  patients  were 
randomized  into  five  treatment  groups:  vaso- 
dilators; vasodilators  plus  diuretics;  sym- 
patholytics;  sympatholytics  plus  diuretics;  and 
sympatholytics,  diuretics,  and  vasodilators. 
Cardiac  index  was  measured  daily  by  echo- 
cardiography, and  total  peripheral  resistance 
(TPR)  calculated.  Plasma  renin  activity  (PRA) 
and  creatinine  clearance  (CCR)  were  meas- 
ured every  other  day.  There  was  no  difference 
in  antihypertensive  response.  Seven  patients, 
whose  initial  TPR  was  high,  responded  to 
treatment  with  a fall  in  TPR,  regardless  of 
regimen.  Three  patients  with  a high  pretreat- 
ment cardiac  index  responded  with  a fall  in 
cardiac  index.  Changes  in  TPR  or  cardiac 
index  were  not  related  to  changes  in  CCR. 
There  was  no  correlation  between  PRA  and 
either  blood  pressure  or  TPR.  The  pre- 
treatment hemodynamic  status  of  severely 
hypertensive  patients  is  the  major  determinant 
of  the  hemodynamic  response  to  antihyper- 
tensive therapy. 
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Spontaneous  Abortion  and  Fetal  Abnormality 
in  Subsequent  Pregnancy  — A.  Gardiner 
et  al  (Sefton  General  Hosp,  Liverpool. 
England)  Br  Med  J 1:1016-1017  (Apr  22) 
1978 

To  test  the  hypothesis  that  a spontaneous 
abortion  may  be  related  to  congenital  ab- 
normalities in  the  subsequent  pregnancy, 
babies  born  to  510  mothers  were  studied.  In 
256  mothers  whose  previous  pregnancy  had 
ended  in  a spontaneous  abortion,  17  infants 
had  abnormalities,  two  with  anencephalic  or 
spina  bifida  (ASB);  in  the  254  controls  there 
were  four  infants  with  abnormalities  (non 
ASB).  The  difference  between  the  two 
groups  was  significant.  This  may  possibly  be 
explained  by  the  trophoblastic  “rest”  hy- 
pothesis. If  the  theory  is  correct,  spacing  of 
pregnancies,  giving  time  for  the  uterine 
endothelium  to  return  to  normal,  should 
result  in  fewer  congenital  abnormalities. 
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Hemoccult 


SJG 


The  world’s  leading  test  for 
fecal  occult  blood. 


Entire  Colon— 

Hemoccult®  test  or  colonoscopy 


8 cm.  — Digital  examination 


25  cm. —Sigmoidoscopy 


Routine  digital  examination 
explores  only  8 cm.  of  the  colon. 
Sigmoidoscopy  reveals  an  additional 
17  cm.  But  colorectal  cancer  can  occur 
throughout  the  colon.  And  it’s  often 
asymptomatic. 

That’s  why  the  Hemoccult®  test  is  so 
valuable  as  a preliminary  diagnostic  screen. 
The  Hemoccult*  test  is  a reliable  detector 
of  blood  throughout  the  colon. 

In  addition,  it’s  accurate,  inexpensive, 
simple  to  use  and  easy  to  read.  The  test 
can  be  done  in  your  office  in  minutes, 
or  given  to  your  patient  to  take  home  and 
return  by  mail. 

More  than  1 14,000  cases  of  colorectal 
cancer  will  occur  in  the  United  States 
this  year.  The  earlier  they  are  diagnosed, 
the  greater  the  chances  for  successful 
treatment.  Send  for  your  free  Hemoccult* 
starter  package,  today. 


Send  to: 


SI^D  SmithKIine  Diagnostics 


880  West  Maude  Avenue.  P.O  Box  61947 
Sunnyvale.  CA  94086 

Please  send  me  the  Hemoccult  H*  Physician's 
Complimentary  Starter  Package. 


Name_ 


Medical  Specialty. 

Address 

City. 

Phone. 


."State. 


Hemoccult  " is  available  through  local  distributors,  nationwide. 
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Perdiem" . . . the  re-educative  Ioxq 
. . . relieves  constipation  by  a unique  combination 
physiological  bulk  stimulus  and  gentle  photmocolo^l 

encouragement  of  peristaltic  respond 


R 

O 

RORER 

E 

R 


WILLIAM  H.  RORER,  IN 

Fort  Washington,  PA  19034 


comfortoble 

relief  o' 

consfipo*’" 


Perdien^ 


Mode  in  West  Germony 
(Please  see  next  page  for  prescribing  information) 


Dnsriporion 
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Perdiem 

prescribing  Informorion 

ACTIONS:  Perdiem™,  with  ifs  gentle  oction.  does 
not  produce  disogreeoble  side  effects.  The  veg- 
etoble  mucilages  of  Perdiem™  soffen  the  sfool 
ond  provide  poin-free  evocuotion  of  the  bowel. 
Perdiem™  is  effective  os  on  old  to  elimlnotion  for 
the  hemorrhoid  or  fissure  potient  prior  to  ond  fol- 
lowing surgery. 

COMPOSITION:  Natural  vegetoble  derivatives:  A 
unique  blend  of  psyllium  and  senno  (Plontogo 
Hydrocolloid  with  Cossio  Pod  Concentrate). 

INDICATION  For  relief  of  consriparlon. 

PATIENT  WARNING:  Should  nor  be  used  in  the 
presence  of  undiognosed  obdominol  pom.  Fre- 
quent or  proloriged  use  without  the  direction  of  o 
physician  is  nor  recommended.  Such  use  may 
leod  to  loxorive  dependence. 

DIRECTIONS  FOR  USE-ADULTS:  Before  breakfast 
ond  after  the  evening  meol,  one  to  two  rounded 
teospoonfuls  of  Perdiem™  granules  should  be 
placed  in  the  mouth  ond  swollowed  with  o full 
gloss  of  worm  or  cold  beveroge  Perdiem™ 
gronules  should  not  be  chewed  After  Perdiem™ 
tokes  effect  (usuolly  after  24  hours,  but  possibly 
not  before  06-48  hours),  reduce  the  morning 
ond  evening  doses  to  one  rounded  teospoonful 
Subsequent  doses  should  be  adjusted  offer 
odequote  loxotlon  is  obtained. 

IN  OBSTINATE  CASES:  Perdiem™  may  be  token 
more  frequently,  up  to  two  rounded  teospoonfuls 
every  six  hours. 

FOR  PATIENTS  HABITUATED  TO  STRONG  PURGA- 
TIVES: Two  rounded  reospoonfuls  of  Perdiem™  m 
the  morning  and  evening  moy  be  required 
dong  wirh  half  the  usual  dose  of  the  purgative 
being  used  The  purgorive  should  be  discon- 
tinued os  soon  os  possible  ond  the  dosoge  of 
Perdiem™  granules  reduced  when  ond  if  bowel 
rone  shows  lessened  loxorive  dependence 

FOR  COLOSTOMY  PATIENTS:  To  ensure  formed 
srools,  give  one  ro  two  rounded  reospoonfuls  of 
Perdiem™  in  the  evening  with  worm  liquid 

DURING  PREGNANCY  Give  one  ro  rwo  rounded 
teospoonfuls  eoch  evening 

FOR  CLINICAL  REGULATION  For  porienrs  confined 
ro  bed,  for  those  of  inoaive  hobirs,  ond  in  the 
presence  of  cordlovosculor  disease  where  strain- 
ing must  be  avoided,  one  rounded  teospoonful 
of  Perdiem™  token  once  or  twice  doily  will  pro- 
vide regulor  bowel  habits,  Toke  with  o full  gloss  of 
worer  or  beveroge 

FOR  CHILDREN  From  oge  7 — 1 1 years  give  one 
rounded  teospoonful  one  ro  rwo  rimes  doily 
From  oge  1 2 ond  older,  give  oduir  dosoge 

NOTE,  If  IS  extremely  importonr  thor  Perdiem™ 
should  be  token  with  o plentiful  supply  of  liquid 

HOW  SUPPLIED  Gronules:  100  grom  (3.5  oz) 
ond  250  grom  (6  8 oz)  conisters 


^ Not  Only 

Seasons  Change 

Needs  change.  Lifestyles  charsge. 
Sometimes  opportunities  don't  meet 
expectations.  Perhops  your  professional 
environment  no  longer  provides  the 
challenge  that's  right  for  you.  Or  perhaps 
you  and  your  family  moy  be  longing  for  on 
environment  conducive  to  your  free-time 
interests. 

Times,  ploces,  opportunities  change 
We  re  specialists  in  chonge.  Medseco 
consultant /plocement  specialists  moke  a 
habit  of  matching  the  right  physician  with 
the  right  opportunity — be  it  a private  or  on 
Emergency  Medicine  practice.  We  can  help 
you  with  your  chonge.  Talk  to  us  now- 
in  confidence  —without  cost,  without 
obligation. 


.M. 


/H^CO 

Medical  Search  Consultants,  Inc 
I 2605  East  Freeway,  Suite  608 
Houston,  Texas  77015 
800  231  7888 


713  45l-2222(Texos) 
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Fort  Washington,  PA  19034 


EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


WHERE  IS  THE  DOCTOR’S  OFFICE? 

When  I was  young,  and  for  one  little  second  I 
was  the  youngest  person  in  the  whole  world, 
the  doctor’s  office  was  often  where  he  lived,  in 
the  front  part  of  his  home.  And  he  lived  where 
nondoctors  lived,  which  might  be  anywhere  in 
town,  but,  excepting  for  the  specialists,  any- 
where but  downtown.  Parking  was  no  problem 
then,  the  cities  were  not  crowded,  and  auto- 
mobiles were  few. 

There  is  the  old  wheeze  about  the  heart 
specialist’s  office  that  was  three  flights  up,  and 
there  was  no  elevator.  Today,  the  office  may  be 
ten  stories  up,  and  vertical  transportation  is  a 
problem.  Parking  is  a big  thing  now.  And  do 
you  want  a doctor  to  live  near  you,  or  in  a 
congested  downtown  area?  Stores  want  to  be 
in  the  center  of  the  city,  but  what  of  the 
physician? 

Should  the  doctor  live  where  he  offices,  as  in 
the  old  days,  he  will  always  be  available,  which 
has  its  pluses  and  minuses.  Is  it  an  advantage  if 
he  lives  near  a hospital,  so  he  can  get  there 
quickly?  A downtowm  office  means  high  rent, 
too,  which  may  be  passed  on  to  the  patient. 

Doctors’  offices  are  downtown  now,  in  office 
and  in  bank  buildings,  in  skyscrapers  and  in 
ground  level  complexes,  away  from  their 
homes  and  probably  from  where  their  patients 
live.  They  may  be  near  a drug  store  and  some 
are  right  next  to  a hospital. 

The  big  things  now  is  parking. 

F.C. 

DOESN’T  ANYBODY  HERE 
SPEAK  ENGLISH? 

I have  said  for  years,  if  a surgeon  couldn’t 
spell  cholecystectomy,  I wouldn’t  let  him  take 
out  my  gallbladder.  And  if  a doctor  can’t  write 
sensibly,  I don’t  think  much  of  his  reports. 
Like,  the  patient  was  taken  to  the  operating 
room,  where  his  appendix  was  removed;  where 
else?  Or,  his  left  hand  is  weak,  as  compared  to 
the  right;  what  else  would  you  compare  it  to? 

Another  gem  goes  like  this,  in  regard  to  the 
back,  the  back  shows  limitation  of  motion. 

The  hoi  polloi  and  the  la  grippe  are  verbose, 
superfluous,  tautological,  and  redundant.  So  is 


cirrhosis  of  the  liver;  I don’t  think  you  can  get 
cirrhosis  anywhere  else.  And  so  is  tinnitus 
aurium;  that  means  ringing  in  the  ears  in  the 
ears.  All  you  need  is  tinnitus;  that  means 
ringing  in  the  ears,  all  by  itself. 

This  is  a good  one:  there  is  no  ankle  clonus 
at  either  ankle.  And,  she  tried  to  be  comforted. 

And  here  is  a gem:  gait  was  abnormal  in  that 
the  patient  was  unable  to  walk. 

F.C. 

THE  WE  EDITOR 

I’ve  been  inundated  by  the  more  coffee,  the 
people  towel,  the  here  bank,  and  the  you  shop. 
And  I’ve  had  to  listen  to  the  now  car,  and  to 
such  things  as  the  big  look,  the  person  channel, 
the  welcome  show,  and  the  more  than  a store. 

We’re  the  excellence  journal. 

And  here  comes  the  happy  hour. 

The  personal  pronoun  we  is  reserved  for 
editors,  kings,  popes,  and  for  people  who  have 
worms;  but  I have  given  it  up. 

You  all  know  me: 

F.C. 

WHICH  SPECIALIST  DO  YOU  WANT? 

If  you  have  something  funny  on  the  skin  of 
your  eyelid,  do  you  go  to  see  your  skin  doctor 
or  the  eye  doctor?  If  you  limp,  do  you  want  a 
neurologist,  an  orthopedist,  or  a cardiovascular 
specialist?  For  impotence,  shall  you  consult 
the  urologist  or  one  who  specializes  in  these 
things?  If  you  are  worried  about  cancer,  do  you 
want  to  talk  to  a psychiatrist  to  get  you  to  stop 
worrying,  or  to  a malignancy  doctor? 

If  you  feel  something  in  your  belly  that  you 
never  noticed  before,  should  you  visit  your 
internist  or  a surgeon?  If  you  are  yellow,  whom 
do  you  want  to  see?  Whom  will  you  call  if  you 
fall  without  cause?  If  you  are  blue,  or  white, 
where  do  you  turn  in  the  yellow  pages?  Who 
will  take  out  your  disk,  an  orthopedist  or  a 
neurosurgeon? 

It  is  important  to  know  where  to  turn  for 
help  at  first,  for  your  outcome  may  depend, 
and  the  treatment  will,  too,  on  your  choice.  We 
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might  have  an  outline  in  the  telephone  book, 
with  four-place  tables,  so  that  your  search  will 
be  forcibly  narrowed  to  the  one  physician  you 
should  call  first. 

There  is  your  friendly  family  doctor,  but  you 
need  a family  to  see  him,  or  the  nice  general 
practitioner.  And  while  I was  thinking  about 
that  unimportant  thing  on  my  eyelid,  it  went 
away. 

F.C. 

OUR  SENATORS  AND 
REPRESENTATIVES 

The  Journal  has  a WashingtoNotes  column 
every  month,  but  I have  also  asked  our 
representatives  in  Washington  to  send  little 
essays  to  me  to  put  in  the  Journal.  Members  of 
the  House  are  called  representatives,  but 
members  of  the  senate  represent  us,  too.  We 
have  two  senators,  of  course,  and  three 
members  of  the  House. 

The  Journal  does  not  usually  solicit  articles, 
nor  is  it  our  policy  to  reprint  articles  that  have 
been  published  elsewhere.  I hope  our  five 
congresspeople  accept  my  invitation;  I hope 
you  like  their  essays.  Three  are  Democrats, 
and  four  are  men.  Or  I might  have  said,  two  are 


Republicans,  and  one  is  a lady.  Anyway,  they 
are  all  Nebraskans. 

F.C. 

BOOKS  AND  BOOK  REVIEWS 

In  addition  to  everything  else  I do  as  editor, 
and  my  soul  belongs  to  the  Journal,  I review 
books.  For  this,  I receive  a review  copy. 

The  books  are  fairly  expensive,  or  so  it 
seems  to  an  underpaid  editor  who  has  himself 
published  three  books*;  and  they  are  up-to- 
date,  as  I get  advance  copies. 

If  you  see  a review  of  a book  in  the  Journal, 
and  you  want  the  book,  call  me  and  come  to  my 
house  and  I’ll  give  it  to  you  for  what  it  cost  me. 
I get  it  with  the  publisher’s  compliments,  and 
you  can  have  it  with  the  editor’s  compliments: 
free,  that  is. 

*Cole,  Frank:  Milestones  in  Anesthesia;  University  of 
Nebraska  Press,  Lincoln,  Nebraska,  1965. 

Cole,  Frank:  The  Doctor’s  Shorthand;  W.  B.  Saunders 
Company,  Philadelphia,  1970. 

Cole,  Frank:  Guide  to  Medical  Reports;  Medical  Exami- 
nation Publishing  Company,  Flushing,  N.Y.,  1972. 

F.C. 
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ORIGINAL  ARTICLES 


Medical  Management  of 
Symptomatic  Coronary  Artery  Disease 
and  Cardiac  Rehabilitation 


The  pharmacologic  approach  to 
the  treatment  of  patients  with 
arteriosclerotic  cornary  artery 
disease  has  as  its  goal  the  relief  of  angina 
pectoris.  This  symptom  represents  the  pres- 
ence of  myocardial  ischemia  resulting  from  the 
inability  of  a coronary  circulation  compro- 
mised by  stenotic  lesions  to  provide  the 
immediate  metabolic  needs  of  a myocardium 
under  demand  from  some  form  of  stress. 
Vasodilating  agents  such  as  nitroglycerin  and 
it’s  longer  acting  relatives  are  first  line  drugs, 
being  effective  and  relatively  inocuous.  Their 
mode  of  action  is  complex,  incorporating  both 
peripheral  effects  (venodilatation  with  con- 
sequent reduction  in  preload  of  the  left 
ventricle;  modest  dilatation  of  resistance 
arterioles  with  reduction  in  afterload)  as  well 
as  central  effects  such  as  coronary  artery 
dilatation  with  redistribution  of  blood  flow  and 
possibly  relief  of  temporary  spasm  in  the 
stenotic  segment.  The  latter  phenomenon  is 
being  given  more  consideration  as  an  operative 
influence  not  only  in  acute  myocardial  infarc- 
tion but  also  in  unstable  angina  and  during 
typical  anginal  attacks.  It  has  opened  the  way 
to  the  development  and  investigation  of 
coronary  vasodilating  agents  such  as  the 
calcium  antagonists/slow  channel  blockers 
(Verapamil  and  Nifedipine).  These  drugs  may 
be  the  way  of  the  future  in  medical  therapy. 

While  supply  cannot  usually  be  effectively 
increased,  demand  for  the  supply  can  be 
reduced  at  any  given  work  load  or  stress  by  the 
addition  of  betablocking  agents.  Sympathetic 
influence  as  reflected  by  stress-induced  in- 
cremental heart  rate  response,  myocardial 
contractility,  and  systemic  arterial  pressure 
can  be  attenuated  competitively,  resulting  in 
reduced  oxygen  requirements  despite  greater 
levels  of  exercise.  Another  potentially  bene- 
ficial action  is  an  antiarrhythmic  activity.  The 
only  drug  available  presently  and  specifically 
permitted  by  the  Federal  Drug  Administration 
to  be  prescribed  for  this  indication  is  pro- 
pranolol (Inderal),  although  work  is  underway 
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to  evaluate  the  action  of  Metopralol  (Lopres- 
sor),  a more  cardiospecific  agent.  Such  a 
selective  cardiac  effect  (Betai)  is  desirable  so 
as  to  avoid  spill-over  of  activity  into  other 
receptor  areas  (Beta2)  and  consequent  un- 
desirable side  reactions.  Additional  drugs  such 
as  Tolamolol  and  Practolol  fulfill  this  goal  also, 
but  are  still  classified  as  investigational. 

The  prophylactic  administration  of  aspirin, 
dipyridamole  (Persantine),  and/or  sulfinpyra- 
zone (Anturane)  for  their  potential  effects  in 
reducing  platelet  aggragation  and  consump- 
tion is  currently  .being  investigated.  Some 
patients  with  atherosclerotic  coronary  artery 
disease  do  demonstrate  increased  platelet 
turnover  and  probably  consumption,  which 
these  agents  in  addition  to  propranolol  and 
Atromid  S seem  to  favorably  influence.  Pre- 
liminary reports  utilizing  aspirin  and  others 
studying  Anturane  suggested  a protective 
benefit  subsequent  to  acute  myocardial  in- 
farction for  treated  patients.  Recent  studies 
seem  to  substantiate  these  findings  at  least  for 
the  two  to  seven  month  period  after  the  acute 
event.  What  benefit  these  agents  might  have 
for  patients  beyond  this  point  is  uncertain. 
Further  studies  incorporating  large  numbers  of 
well  matched  patients  followed  for  long 
periods  of  time  will  be  necessary  to  con- 
clusively place  these  drugs  in  the  proper 
relationship  to  other  therapeutic  modalities. 
The  possibility  that  these  agents  may  have  a 
prophylactic  benefit  for  normal  patients  with 
high  risk  factor  quotients  needs  to  be  in- 
vestigated in  similar  fashion. 

Cardiac  rehabilitation  has  evolved  as  an 
integral  component  of  the  treatment  plan  of 
patients  with  angina,  myocardial  infarction,  or 
after  cardiac  surgical  procedures.  The  crux  of 
such  programs  should  be  education  for  the 
patient  and  his  family  members  about  physical 
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activities,  nutrition  (especially  weight  control 
and  lipid  management),  smoking  hazards  (and 
how  to  stop),  and  control  of  emotional  stress. 
The  goals  of  the  exercise  treatment  segment 
should  include:  (a)  returning  the  patient 
toward  an  activity  level  mutually  compatible 
with  his  desired  quality  of  life  and  any 
limitation  imposed  by  his  cardiac  disease; 
(b)  optimizing  general  body  efficiency  so  as 
to  reduce  cardiac  demand;  (c)  reducing  the 
economic  loss  (time  away  from  job  or  job  itself) 
imposed  by  cardiac  disability  to  the  patient  as 
well  as  to  society  as  a whole;  (d)  introducing 
the  patient  and  his  family  to  changes  in  life 
style  which  might  reduce  the  chances  of 
recurrence  or  occurrence  of  cardiovascular 
disease;  (e)  containing  health  costs  by  abbre- 
viating treatment  time  and  preventing  potential 
disability. 

To  meet  these  ends,  an  effective  program 
should  begin  early  during  hospitalization  and 
must  incorporate  the  talents  of  the  physician, 
the  nurse,  an  exercise  physiologist/physical 
therapist,  a psychologist/stress  management 
counselor,  and  a nutritionist/dietician.  These 
persons  must  be  well  versed  in  the  patho- 
physiology of  the  patient’s  organic  problem 
and  ever  watchful  for  signs  indicating  any 
change  in  it  as  the  course  proceeds.  They  must 


also  be  sympathetic  to  the  patient’s  emotional 
reaction  to  his  disease  and  alert  to  the 
psychological  interactions  among  patient- 
family-therapist  which  might  compromise  the 
program’s  success. 

The  exercise  prescription  as  defined  by  an 
exercise  stress  study  is  the  basis  of  the 
exercise  portion  of  the  plan.  It  is  updated 
during  the  course  as  dictated  by  the  patient’s 
progress  or  by  his  symptom  pattern.  The 
stress  test  is  used  at  the  end  of  therapy  to 
judge  it’s  results  as  well  as  to  provide  the  final 
direction  to  the  patient  as  he  embarks  on  his 
home  program.  Close  monitoring  of  symptoms 
and  objective  signs  of  the  cardiac  disease 
(arrhythmia  and  ST-T  changes)  must  be 
accomplished  to  assure  the  patient’s  continued 
safe  participation  in  the  program. 

The  risk  factor  modification  section  provides 
the  patient  with  something  that  he  can  do  to 
actively  deal  with  his  problem  as  well  as  to 
provide  the  hope  for  prevention  attendent 
these  efforts.  The  immediate  benefits  of  this  as 
well  as  of  the  exercise  component  are  reflected 
in  the  more  positive  attitudes  and  increased 
abilities  of  the  patient.  The  long  term  impact 
on  the  disease  and  its  progression,  however, 
are  less  well  defined. 
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My  Specialty:  Neurosurgery 


Neurosurgical  procedures 

were  performed  in  prehistoric 
times.  Skulls  have  been  found 
in  both  the  new  and  old  worlds  showing 
evidence  of  trephination.  Many  showed  evi- 
dence of  cicatrization  indicating  that  the 
individual  had  survived  the  procedure.  The 
first  in  written  documentation  occurred  in  the 
Edwin  Smith  papyrus  circa  1700  B.C.  Both 
Hippocrates  and  Galen  described  trephination 
for  skull  fractures,  and  Galen  made  the  earliest 
reference  to  surgery  for  spinal  cord  injury. 
Until  the  latter  part  of  the  19th  century,  most 
surgical  procedures  on  the  head  and  spine 
were  done  for  fractures.  However,  during  the 
18th  and  early  19th  centuries,  operations  were 
carried  out  to  remove  subdural  and  epidural 
clots  and  the  concept  emerged  that  damage  to 
the  intracranial  contents,  not  the  fracture, 
constituted  the  major  problem. 

Macewen  reported  the  first  successful 
removal  of  a brain  tumor  in  1879,  and  of  an 
extradural  spinal  lesion  in  1883.  He  was  a 
general  surgeon  who  performed  these  opera- 
tions as  part  of  his  surgical  practice.  Sir  Victor 
Horsley,  by  most  considered  to  be  the  father  of 
neurosurgery,  was  also  a general  surgeon  who 
became  interested  in  surgery  of  the  nervous 
system  and  devoted  an  increasing  amount  of 
his  time  to  it. 

However,  it  was  Harv'ey  Cushing  in  this 
country  who  first  committed  himself  exclusive- 
ly to  neurosurgery  and  is  usually  credited  with 
development  of  the  specialty. 

The  emergence  of  neurosurgery,  like  most 
other  medical  specialties,  was  dependent  upon 
concommitant  developments  in  anatomy, 
physiology,  other  clinical  specialties,  and 
technological  advances  which  enhanced  the 
surgeons’  operative  abilities  and  permitted 
more  accurate  diagnoses  and  localization. 

In  the  early  days  of  neurosurgery,  the 
surgeon  faced  formidable  odds.  Approximately 
40  percent  of  brain  tumors  could  not  be 
removed  at  operation,  and  so  called  removals 
were  usually  far  from  complete.  Mortality  rates 
were  in  the  range  of  30  to  35  percent,  and 
morbidity  in  the  form  of  residual  or  increased 
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neurologic  deficits  exceeded  50  percent  in 
those  patients  who  survived. 

I am  sure  that  the  pioneers  who  struggled 
through  the  early  years  would  be  gratified  with 
the  field  of  neurosurgery  today.  Increased 
intracranial  pressure  secondary  to  tumor  mass 
and  edema  still  represent  serious  problem 
preoperatively  and  intraoperatively  15  to  20 
years  ago.  Now  the  use  of  dexamethasone  in 
the  preoperative  and  postoperative  period 
reduces  edema  and  the  resultant  morbidity. 
Mannitol  and  controlled  hyperventilation 
during  surgery  shrinks  the  brain,  allowing  the 
neurosurgeon  to  deal  with  the  tumor  under 
more  optimal  conditions.  As  a result,  surgical 
mortality  is  now  less  than  five  percent  and 
increased  neurologic  deficits  secondary  to 
surgery  are  less  than  ten  percent. 

In  recent  years,  the  use  of  the  operating 
microscope  has  significantly  contributed  to 
reduced  mortality  and  morbidity  and  permit- 
ted treatment  of  diseases  not  previously 
amenable  to  surgical  therapy.  Neurosurgeons 
can  remove  lesions  such  as  pineal  or  intra- 
ventricular tumors,  often  completely,  with  a 
low  mortality  and  morbidity;  whereas  only  a 
few  years  ago,  many  of  these  tumors  were 
considered  inoperable  or  were  associated  with 
a high  mortality  and  morbidity  if  operative 
removal  was  attempted.  As  recently  as  10 
years  ago,  surgical  mortalities  of  five  percent 
for  the  treatment  of  Berry  aneurysms  of  the 
circle  of  Willis  were  considered  acceptable; 
however,  recent  reports  document  mortality 
rates  between  one  and  two  percent.  The 
transphenoidal  removal  of  microadenomas  of 
the  pituitary  accomplish  an  endocrine  cure 
with  preservation  of  normal  pituitary  function 
in  a large  number  of  cases.  Microvascular 
anastomosis  of  branches  of  the  external 
carotid  artery  to  branches  of  the  middle 
cerebral  artery  appear  to  be  beneficial  in 
certain  cases  of  cerebrovascular  insufficiency. 
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Acoustic  neuromas  formerly  presented  as 
large  lesions  giving  rise  to  a typical  cerebello- 
pontine angle  syndrome.  Improved  testing 
methods  developed  by  otolaryngologists  plus 
more  sophisticated  radiologic  techniques  now 
permits  the  diagnosis  of  these  tumors  when 
they  are  quite  small.  Employing  microsurgical 
techniques  they  can  be  removed  completely 
preserving  the  facial  nerve  and  in  a few 
reported  instances  even  preserving  some 
hearing. 

In  the  area  of  cerebral  trauma,  the  use  of 
intracranial  pressure  monitoring  devices  has 
enabled  neurosurgeons  to  lower  excessive 


OB-  GYN  Section: 

Routine  Urinary  Tract 

ONE  hundred  new  consecutive 
obstetrical  patients,  without 
present  symptoms  of  urinary 
tract  problems,  were  screened  for  asymp- 
tomatic bacteriuria.  The  purpose  was  to 
determine  whether  or  not  screening  of  obstet- 
rical patients  would  be  worthwhile,  also  to 
determine  the  efficacy  of  a simple  inexpensive 
dip-slide  system. 

Materials  and  methods 

Each  patient  was  instructed  to  void  a “clean 
catch”  specimen  of  urine.  The  collected 
specimens  were  cultured  by  the  standard 
URICULT®  procedure. 

After  incubation,  each  surface  was  com- 
pared with  a density  chart  which  indicated  the 
respective  bacterial  colony  count  per  milliliter 
or  urine.  Colony  counts  of  1,000;  10,000; 
100,000;  1,000,000;  and  10,000,000  were 

determined.  A colony  density  count  of  100,000 
or  more  indicated  the  presence  of  bacteriuria. 

Results 

The  age  range  was  16  to  40.  The  mean  age  of 
the  patients  screened  was  28.  There  were  40 
nulliparous  patients  and  60  multigravida.  The 
highest  pregnancy  number  was  six.  Twenty- 
seven  patients  were  seen  in  the  first  trimester, 

49  in  the  second,  and  24  in  the  last  trimester. 


intracranial  pressure  employing  fractionated 
doses  of  mannitol.  More  recently,  the  use  of 
pentobarbital  in  patients  intubated  and  on  a 
respirator  has  added  another  technique  for 
controlling  intracranial  pressure.  By  these 
means  plus  other  improved  monitoring  and 
laboratory  techniques,  mortality  and  morbidity 
from  cerebral  trauma  are  being  reduced. 

There  are  many  other  exciting  advances 
occurring  in  neurosurgery  which  space  does 
not  permit  me  to  discuss.  I have  found  it  a 
fulfilling,  albeit  demanding,  field  which  I have 
enjoyed  and  can  recommend  without  reser- 
vation. 


Screening 
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Sixty-eight  had  negative  history  for  previous 
urinary  tract  infection,  thirty-two  gave  a 
history  of  one  or  more  infections. 

Eleven  patients  had  positive  cultures  for 
bacteriuria.  Of  these,  eight  had  a negative 
history  for  a previous  urinary  tract  infection 
and  three  had  a positive  history.  Five  were 
primagravida  and  six  had  one  or  more  preg- 
nancies. 

Three  patients  were  in  their  eighth  week  of 
pregnancy,  one  each  in  the  ninth,  tenth,  and 
eleventh  weeks,  and  two  were  in  the  twelfth 
and  seventeenth  weeks  respectively.  One 
patient  was  in  her  thirty-sixth  week  of  preg- 
nancy. 

Summary 

Based  on  11%  of  patients  screened  being 
positive  for  asymptomatic  bacteriuria;  routine 
screening  of  obstetrical  patients,  by  means  of 
uricult,  should  be  considered. 


146  Nebraska  Medical  Journal  June  1980 


A Possible  Alternative  to 
National  Health  Insurance 


WHILE  many  people  may  think  of 
national  health  insurance  as 
something  new,  they  should 
consider  the  fact  that  the  government  has  been 
involving  itself  more  and  more  in  the  financing 
of  health  care  for  over  30  years  as  Congress 
considered  a succession  of  proposals  that 
increased  federal  involvement  in  providing 
personal  health  care  services  to  Americans.  In 
1966,  about  25%  of  total  health  care  costs 
were  publicly  financed.  Then,  in  1967  along 
came  Medicare  and  Medicaid  programs,  and 
since  then  the  government’s  share  of  health 
financing  has  increased  to  nearly  41%  today. 

Now  there  is  renewed  interest  in  an  even 
greater  degree  of  government  financed  health 
care  in  the  form  of  comprehensive  national 
health  insurance  for  everyone.  Sharply  escalat- 
ing medical  care  prices  and  incomplete  pro- 
tection against  medical  expenses,  especially 
those  involving  catastrophic  illnesses,  are  two 
major  reasons  for  this  renewed  interest. 

Although  private  health  insurance  has  grown 
over  the  years,  some  people  still  have  relatively 
little,  if  any,  protection,  especially  for  catas- 
trophic illnesses.  While  75%  of  the  population 
under  the  age  of  65  is  covered  under  major 
medical  or  comprehensive  health  plans,  many 
limit  maximum  benefits  per  episode  or  per 
lifetime  proving  to  be  inadequate  when  one  is 
faced  with  a catastrophic  illness.  And  of  course 
those  without  major  medical  or  comprehensive 
health  are  even  more  vulnerable  to  economic 
ruin  in  the  face  of  a catastrophic  disease. 

As  another  congressional  battle  nears  over 
how  much  health  care  the  nation  can  afford, 
there  are  several  proposals  being  offered.  The 
principal  health  bills  now  before  Congress 
generally  fall  into  three  broad  categories.  First, 
there  are  the  comprehensive  plans  such  as 
Senator  Edward  Kennedy’s  “Health  Care  for 
All  Americans  Act”  and  to  a lesser  extent 
President  Jimmy  Carter’s  “lean”  plan.  Second- 
ly, there  are  the  “catastrophic  only”  bills 
sponsored  by,  among  others,  Senator  Russell 
Long.  The  third  category  includes  the  “compe- 
tition” bills  introduced  by  Senators  Richard 
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Schweiker  and  David  Durenberger  and 
Congressman  A1  Ullman. 

The  Kennedy  plan  is  estimated  to  add  $28.6 
billion  to  federal  health  care  spending  plus 
another  $11.4  billion  in  expenditures  by 
businesses  and  workers  for  the  mandatory 
coverage.  The  Carter  plan  would  increase 
federal  health  spending  by  $18.2  billion  over 
existing  levels  in  the  first  year  and  private 
employer  expenses  for  health  care  by  $6.1 
billion.  Long’s  plan  is  estimated  to  cost 
between  $5  and  $7  billion  a year.  The 
“competition”  bills  involve  little,  if  any,  drain 
on  the  federal  treasury. 

The  trouble  with  the  Kennedy,  Carter  and 
Long  plans  are  that  they  would  expand  the 
government’s  role  in  health  financing  with  all 
of  the  attendant  problems  that  entails.  They 
would  attempt  to  hold  down  prices  and  fees 
through  controls  which,  in  my  opinion,  would 
be  damaging  and  ineffective. 

The  experience  with  national  health  in- 
surance by  such  countries  as  Britain,  Canada 
and  Sweden  should  guide  our  thoughts  before 
we  leap  in  and  discover  first  hand  all  of  the 
misallocations,  shortages,  higher  costs,  un- 
wieldy government  controls,  and  long  waiting 
lines  for  treatment  that  several  of  those 
countries  have  experienced  as  a result  of 
national  health  insurance. 

As  envisioned  by  Stanford  University’s 
Alain  Enthoven,  former  Pentagon  “whiz  kid,” 
the  “competition”  approach  to  health  coverage 
utilizes  existing  insurance  companies.  Tax 
credits  would  be  rearranged  to  provide  in- 
dividuals an  incentive  to  buy  the  insurance  of 
their  choice.  Employers  would  be  required  to 
offer  employees  several  insurance  plans  from 
which  to  choose.  Each  plan  could  vary  in  cost 
and  services,  but  all  would  require  cat- 
astrophic protection  to  be  included.  Em- 
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ployees  would  buy  the  plan  that  offered  them 
the  most  value  for  the  least  money  and  which 
best  suited  their  particular  circumstances. 

This  would  stimulate  a new  type  of  competi- 
tion in  health  coverage.  According  to  some 
economists,  the  reason  for  escalating  health 
care  costs  can  be  traced  to  government  and  to 
insurance  plans  which  do  not  provide  free- 
market  incentives  for  patients,  doctors,  and 
hospitals  to  hold  down  costs.  Because  health 
insurance  premiums  are  often  paid  by 
employers  with  a low,  fixed  employee  contri- 
bution, or  if  the  government  is  paying  the  bill, 
the  patient  has  little  incentive  to  be  concerned 
about  his  total  health  care  costs.  Doctors 
obviously  recognize  that  their  insured  patients 
will  bear  little  or  no  out-of-pocket  expenses,  so 
many  not  discuss  lower  cost  options  with  their 
patients.  Hospitals  respond  to  the  doctor’s 
demands  on  behalf  of  their  patients  by 
providing  first  class  service  and  high  tech- 
nology which  increases  costs. 

Advocates  of  the  “competition”  approach 
also  believe  that  the  tax  code  presently 
encourages  over-insurance  and  the  purchase  of 
the  wrong  kind  of  insurance.  Existing  tax  law 
permits  employers  to  exclude  from  their 
taxable  income  all  contributions  to  an  em- 
ployee health  plan.  The  Congressional  Budget 
Office  has  estimated  that  the  tax  revenue  loss 
arising  from  the  tax  subsidy  of  employer  health 
plans  will  be  $13.6  billion  for  fiscal  year  1980. 
Because  employers  are  more  apt  to  grant  this 
tax-free  fringe  benefit  in  lieu  of  higher  wage 
increases,  there  is  the  incentive  by  labor  to 
press  for  ever  greater  benefits  in  health 
insurance  resulting  in  over-insurance  for  many 
who  otherwise  would  never  purchase  as  much 
health  insurance  as  they  are  provided.  Plus, 
much  of  their  insurance  offers  “first  dollar” 
coverage  where  insurance  pays  for  everything 
up  to  a certain  amount,  which  is  no  incentive  to 
hold  down  the  use  of  insurance  since  it  enables 
the  employee  to  finance  regular  and  expected 
annual  medical  costs  for  drugs  and  minor 
illnesses  out  of  untaxed  income.  The  insurance 
becomes  a form  of  tax-free  installment  pay- 
ment for  relatively  predictable  costs.  The 
reason  many  people  do  not  have  catastrophic 
insurance  coverage  today  is  that  employees,  as 
a group,  are  less  likely  to  press  for  this  type  of 
protection  in  place  of  “first  dollar”  coverage. 


which  has  higher  visibility  and  more  appeal  to 
employees. 

Will  the  “competition”  approach  solve  these 
problems  while  providing  all  with  proper 
insurance?  No  one  knows  for  sure,  but 
supporters  say  if  consumers  were  given  an 
incentive  to  seek  alternative  forms  of  health 
insurance  there  would  be  a significant  impact 
on  the  industry. 

Unlike  the  Carter,  Kennedy  and  Long 
approaches,  the  “competition”  bills  would 
seek  to  restructure  the  incentives  involved  in 
the  demand  for  health  care  by  making  the 
consumer  and  his  doctor  more  sensitive  to 
costs  and  by  introducing  a new  type  of 
competition  into  the  health  care  market,  and 
they  would  require  catastrophic  protection  to 
be  a part  of  all  health  plans.  Without  erecting 
serious  price  barriers  to  the  consumer,  they 
would  seek  to  reduce  the  demand  for  un- 
necessary tests  and  treatments  and  channel 
demand  into  more  appropriate  services.  They 
would  propose  to  do  this  while  reducing  costs 
throughout  the  industry  and  without  un- 
leashing yet  another  flow  of  federal  dollars. 

I oppose  national  health  insurance.  It  is 
costly,  inflationary,  wasteful,  will  not  improve 
services,  would  result  in  an  increased  and 
unnecessary  demand  for  services,  and  is  yet 
another  huge  government  bureaucracy.  I am 
not  yet  endorsing  the  “competition”  approach. 
It  may  have  many  unforeseen  problems,  but 
for  now  it  appears  to  represent  at  least  a viable 
alternative  to  national  health  insurance.  It 
offers  an  innovative  solution  to  an  old  problem 
and  certainly  merits  more  study. 

My  primary  concern  in  the  health  care  field 
remains  focused  on  finding  a workable  solution 
with  as  little  government  interference,  regula- 
tion, and  financing  as  possible.  On  the 
catastrophic  illness  problem,  some  encourag- 
ing and  innovative  private  insurance  policies 
are  being  developed  in  this  area.  They  are  not 
designed  to  completely  insulate  the  patient 
from  paying  a reasonable  initial  portion  of  the 
costs.  If  we  could  overhaul  our  ever-growing 
concept  that  health  and  hospital  insurance 
must  encompass  guarantees  of  “free”  services 
paid  completely  and  magically  by  “someone 
else,”  we  might  begin  to  restrain  increased 
costs. 
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Organic  Strabismus  Syndromes 


IN  1972  Mickatavage'  presented 
several  examples  of  neuro- 
ophthalmologic  disorders  which 
for  a time  had  masqueraded  as  uncomplicated 
strabismus  problems.  It  is  well  to  review 
disease  entities  which  may  manifest  them- 
selves first  as  an  ocular  motility  problem. 
Disregarding  neurologic  problems,  the  re- 
mainder of  these  cases  fall  into  one  of  two 
classifications.  Either  there  is  restriction  of 
movement  secondary  to  inflammation  or  a 
space  occupying  lesion  within  the  orbit,  or 
there  is  unilateral  poor  vision  due  to  intrinsic 
eye  disease.  Visual  reductions  resulting  in 
strabismus  usually  involve  obstruction  of  the 
light  path  at  the  visual  axis  or  involve  damage 
of  the  central  as  well  as  peripheral  retinal 
areas.  For  this  reason,  unilateral  macular 
diseases  with  their  significant  reduction  in 
visual  acuity  do  not  usually  result  in  ocular 
deviations.  We  are  all  aware  that  unilateral 
poor  vision  or  blindness  which  produces 
strabismus  usually  results  in  an  exodeviation 
in  the  adult,  but  may  produce  an  esodeviation 
in  the  child.  Poor  vision  or  blindness  which  is 
bilateral  usually  is  not  associated  with 
strabismus  and  may  more  often  be  ac- 
companied by  nystagmus. 

Case  1.  Delayed  restriction  secondary 
to  blowout  fracture. 

This  is  a 14-year-old  white  male  who 
presented  with  a complaint  of  gradual  onset  of 
diplopia  over  a 4 to  6 week  period,  worse  in 
upward  gaze.  He  denied  any  history  of  trauma. 
Visual  acuity  with  best  correction  was  20/20  in 
both  eyes,  and  he  had  5 prism  diopters  of  left 
hypotrophia  in  primary  position.  There  was 
restriction  of  elevation  of  the  left  globe. 
Thyroid  function  studies  were  normal.  He  was 
later  noted  to  have  a small  degree  of  enoph- 
thalmos  on  the  left,  as  well  as  decreased 
sensation  over  the  malar  emminence  of  the 
skin  on  the  left.  X-rays  confirmed  the  presence 
of  an  orbital  floor  fracture  on  the  left  with 
entrapment  or  orbital  contents.  History  then 
revealed  that  the  child  had  been  involved  in  a 
fist  fight. 

Case  2.  Left  third  nerve  palsy  with  subsequent 
eight-ball  hemorrhage. 

This  is  a 15 -year-old  white  male  with  known 
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insulin  dependent  diabetes,  who  presented 
with  a sudden  onset  of  3rd  nerve  palsy  on  the 
left,  present  for  3 days.  At  his  first  examina- 
tion, his  uncorrected  visual  acuity  was  re- 
ported as  20/20  in  both  eyes.  He  had  a slight 
exotropia  with  inability  to  adduct  the  left  eye, 
as  well  as  a left  ptosis.  He  showed  no  signs  of 
trauma  at  this  examination  and  apparently  he 
was  not  questioned  about  this.  It  was  felt  that 
his  nerve  paresis  was  most  likely  due  to  a 
complication  of  his  diabetes.  During  the  night 
following  his  initial  examination,  he  noted 
moderate  pain  and  throbbing  in  the  left  eye, 
and  was  seen  by  a different  examiner  the 
following  day.  At  this  time  the  physical 
findings  were  essentially  the  same  as 
described  above,  but  the  vision  in  his  left  eye 
had  deteriorated  to  hand  motion.  On  slit-lamp 
examination  he  was  noted  to  have  a markedly 
dense  hyphema  filling  four-fifths  of  the  an- 
terior chamber  in  the  left  eye.  Closer  question- 
ing revealed  that  he  had  been  involved  in  a 
fight  several  days  before  the  onset  of  his 
symptoms.  There  were  no  areas  of  bruising 
about  the  eye  or  adnexa  following  the  injury. 
X-ray  studies  of  his  left  orbit  were  within 
normal  limits,  and  both  his  anterior  segment 
hemorrhage  as  well  as  his  third  nerve  deficit 
gradually  improved  and  returned  to  normal 
over  a period  of  several  weeks. 

Case  3.  Episcleral  dermoid. 

This  is  a 2V2-year-old  white  female  in  whom 
the  parents  noted  an  intermittent  slight  left 
esodeviation  which  seemed  to  be  worse  when 
the  child  attempted  left  gaze.  When  first 
examined,  she  had  12  prism  diopters  of  left 
esotropia  with  approximately  5 prism  diopters 
of  left  hypotrophia.  There  was  also  a sugges- 
tion of  a small  bulge  in  the  region  of  the 
lacrimal  gland  on  the  left  side.  Examination 
under  sedation  revealed  the  presence  of  a solid 
3x5  mm  mass  arising  from  the  episclera  at  the 
equator  in  the  superior  temporal  quadrant.  It 
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was  removed  and  proved  to  be  a dermoid  cyst. 
There  was  no  deficit  of  motility  following 
surgery. 

Case  4.  Alveolar  rhabdomyosarcoma  of 
the  orbit. 

This  is  a 4-month-old  white  male  whose 
parents  noted  a slight  intermittent  upward 
deviation  of  the  right  eye.  Within  a few  weeks 
the  deviation  became  constant  and  the  child 
was  noted  to  have  acquired  a fullness  and 
bulging  of  the  lower  eyelid.  A firm  mass  was 
palpated  under  the  lower  eyelid  in  the  inferior 
orbit.  Biopsy  confirmed  the  diagnosis  of 
alveolar  rhabdomyosarcoma  with  extensive 
orbital  involvement.  The  parents  refused 
surgical  exenteration  of  the  orbit  and  the 
lesion  was  treated  with  radiation.  The  patient 
has  subsequently  been  lost  to  followup. 

Case  5.  Unilateral  mature  cataract,  right  eye. 

This  is  a 59-year-old  white  male  who 
complained  of  gradual  decrease  in  visual 
acuity  in  both  eyes  with  the  right  eye  worse 
than  the  left.  With  best  correction,  his  visual 
acuity  was  hand  motion  in  the  right  eye  and 
20/40-1  in  the  left.  He  had  50  prism  diopters 
of  right  exotropia;  however,  he  could  alternate 
well  and  hold  fixation  on  a penlight  with  either 
eye.  Slit-lamp  examination  revealed  a dense 
cortical  cataract  in  the  right  eye  with  moderate 
posterior  subcapsular  lens  changes  in  the  left. 
He  eventually  underwent  uncomplicated  intra- 
capsular  lens  extraction  in  both  eyes,  was 
subsequently  fitted  with  contact  lenses,  and 
after  a brief  period  of  occlusive  therapy  his 
ocular  deviation  disappeared  without  further 
treatment. 

Case  6.  Persistent  hyperplastic  primary 
vitreous  (PHPV). 

This  is  a 6-month-old  white  female  with  a 
history  of  a right  esodeviation  since  age  3 
months.  She  was  seen  by  an  ophthalmologist  at 
that  time  and  had  a dense  white  mass  on  the 
posterior  surface  of  a clear  lens  in  the  right  eye. 
The  right  eye  was  slightly  micro-ophthalmic, 
and  intraocular  pressures  were  within  normal 
limits.  The  left  eye  was  entirely  normal.  She 
had  a right  esotropia  measuring  30  prism 
dioi>ters.  At  age  6 months,  the  right  eye  had 
moderate  scleral  injection  and  had  developed 
a dense  cataract  as  well  as  a microscopic 
hyphema.  I’he  intraocular  tension  was  marked- 
ly elevated  at  this  time.  The  eye  was  enuc- 


leated and  on  histologic  examination  had 
findings  consistent  with  persistent  hyper- 
plastic primary  vitreous  (PHPV).^  In  this  case 
there  had  been  a further  proliferation  of  the 
retrolental  vasculature  into  the  lens  cortex 
causing  the  development  of  an  intumescent 
cortical  cataract  with  secondary  angle  closure 
glaucoma. 

Case  7.  Coat’s  disease. 

This  is  a 7-year-old  white  male  who  was  first 
noted  to  have  a small  angle  right  esotropia  at 
the  age  of  four  years.  Visual  acuity  at  that  time 
was  counting  fingers  in  the  right  eye  and  20/30 
in  the  left.  On  funduscopic  examination  he  was 
noted  to  have  an  exudative  retinal  detachment 
on  the  right  as  well  as  an  area  of  apparent 
telangiectasia  in  one  area  of  the  retina.  A 
diagnosis  of  Coat’s  disease  was  made,  and  a 
retinal  buckling  operation  with  drainage  of 
subretinal  fluid  was  attempted.  The  vision 
never  improved  and  the  eye  gradually  de- 
teriorated until  at  age  seven  it  became  blind 
and  painful.  The  eye  was  enucleated  and 
histopathologic  examination  confirmed  the 
diagnosis  of  Coat’s  disease.  The  retina  showed 
massive  serous  exudation  within  all  layers  as 
well  as  some  cystoid  changes.  It  was  totally 
detached  by  an  amorphous  eosinophilic  sub- 
retinal  fluid  which  contained  numerous  foamy 
macrophages  and  cholesterol  crystals. 

Case  8.  Toxocara  endophthalmitis. 

This  5-year-old  white  female  was  first  noted 
by  her  parents  to  have  a wandering  left  eye. 
Her  visual  acuity  was  20/30  in  the  right  and 
light  perception  in  the  left.  In  the  left  eye  the 
vitreous  was  totally  opaque  and  the  anterior 
chamber  showed  3+  aqueous  flare  and  cells. 
The  eye  was  enucleated  because  it  was  felt  to 
be  hopelessly  blind  and  the  possibility  of 
retinoblastoma  could  not  be  excluded.  On 
histopatholic  examination  the  eye  showed  a 
total  retinal  detachment  with  marked  in- 
filtration of  the  retina,  uveal  tract,  and  vitreous 
with  inflammatory  cells.  Because  a significant 
number  of  eosinophils  were  present,  serial 
sections  were  done  and  a larval  form  was 
eventually  found  which  was  believed  to  be 
toxocara.'* 

Case  9.  Elxophytic  retinoblastoma 

This  patient  is  a 3-day-old  white  male  who 
was  first  noted  in  the  newborn  nursery  to  have 
slight  right  exotropia  as  well  as  a right 
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leukokoria.  On  funduscopic  examination  he 
was  noted  to  have  a solid  detachment  of  the 
temporal  retina  from  the  6 to  the  11  o’clock 
position.  X-rays  of  the  globe  revealed  the 
presence  of  calcium  diffusely  scattered  within 
the  eye.  There  was  no  family  history  of 
retinoblastoma.  The  left  fundus  was  perfectly 
normal.  Because  of  the  tumor  size  and 
location^  an  enucleation  of  the  right  eye  was 
done  and  on  histopathologic  examination  a 
well  differentiated  retinoblastoma  was  found 
in  multifocal  areas  of  the  retina.  The  largest  of 
the  tumors  filled  the  subretinal  space  tem- 
porally. Special  stains  revealed  areas  of 
calcification  within  necrotic  areas  of  the  mass. 

Case  10.  Glioma  of  the  optic  nerve. 

This  is  a 10-year-old  white  male  who  was 
noted  one  year  previously  to  have  developed  a 
slight  right  hypotropia  associated  with  a small 
angle  exotropia.  Visual  acuity  with  best  cor- 
rection was  20/30  right,  and  20/20  left.  A 
funduscopic  examination  at  that  time  was 
described  as  being  normal.  On  subsequent 
examination  one  year  later,  he  was  noted  to 
have  a rather  profound  downward  deviation  of 
his  right  eye  with  a significant  amount  of 
proptosis  as  well.  A careful  physical  examina- 
tion also  revealed  a presence  of  numerous 
cafe-au-lait  spots  over  his  trunk  and  extremi- 
ties. Visual  acuity  at  this  time  was  20/100 
right,  and  20/20  left.  Funduscopic  examination 
revealed  definite  evidence  of  optic  atrophy 
in  the  right  eye.  Orbital  x-rays  revealed  erosion 
and  enlargement  of  the  optic  foramen  on  the 
right  side.  The  eye  and  orbital  portion  of  the 
optic  nerve  were  removed.  On  histopathologic 
exam  a large  fusiform  swelling  of  the  optic 
nerve  was  noted  beginning  at  the  disc  and 
gradually  increasing  in  size  throughout  the  first 
15  mm  of  optic  nerve.  The  microscopic 
findings  were  consistent  with  that  of  optic 
nerve  glioma  involving  the  optic  foramen.  It 
was  subsequently  found  to  involve  the  optic 
chiasm  as  well. 

While  none  of  these  cases  represent  any 
serious  diagnostic  problem  or  challenge,  it  is 
helpful  to  review  some  of  these  disease  entities 
and  be  more  aware  of  their  existence  as  we 


routinely  examine  patients.  It  is  often  easy  to 
get  our  attention  focused  on  our  own  small 
area  of  special  interests  and  may,  as  a result, 
neglect  to  recognize  a much  more  obvious 
problem.  Probably  all  of  the  diagnostic  pitfalls 
encountered  in  strabismus  secondary  to  any  of 
the  causes  illustrated  could  have  been  avoided 
by  giving  careful  emphasis  to  the  fundamental 
parts  of  any  ophthalmic  examination. 

1.  Visual  acuity.  This  is  the  most  important 
and  simplest  examination  in  evaluating  any 
type  of  eye  disease.  Any  difference  in  visual 
acuity  between  the  two  eyes  should  be 
regarded  with  suspicion. 

2.  Ocular  motility.  Appropriate  examination 
of  ductions  and  versions  should  always  be 
performed  regardless  of  how  recently  they  may 
have  been  performed  in  the  past.  Special 
emphasis  on  any  mechanical  restriction  of 
movement  should  always  be  assessed. 

3.  Intraocular  tension.  Measurement  of 
intraocular  pressure  with  instrumentation  if 
possible  should  be  done  on  any  patient  who  is 
old  enough  to  cooperate.  Profound  increases 
as  well  as  decreases  in  intraocular  tension  are 
often  associated  with  other  concomitant  eye 
diseases  which  may  be  more  subtle.  Almost 
any  patient  can  have  Schiotz  tonometry 
performed  if  a modest  amount  of  sedation  is 
used.  As  an  alternative,  tactile  or  finger  tension 
should  be  done  on  uncooperative  patients. 

4.  Funduscopic  examination.  If  at  all  pos- 
sible, the  examiner  should  satisfy  himself  that 
the  ocular  media  is  clear.  In  addition,  the 
foveal  areas  as  well  as  the  discs  of  both  eyes 
should  be  visualized.  Normal  optic  discs  are 
usually  symmetrical  and  resemble  their  fellow 
in  the  opposite  eye. 
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The  Haitian  Connection 


A FTER  a delightful  experience  at 
St.  Lucia  last  year,  we  were 
J-  .A.  eagerly  looking  forward  to 
serving  again  this  year.  Through  a mutual 
friend,  we  learned  of  the  Westlyn  Mission  in 
Haiti.  Dr.  Robert  Jackson  of  Marian,  Indiana, 
was  assembling  a surgical  team  to  go  to  Haiti  at 
the  end  of  January.  We  signed  up  to  go  along 
and  met  the  surgical  team  in  Miami  on  Super 
Bowl  Sunday  and  then  flew  on  to  Port  Au 
Prince,  Haiti,  arriving  late  in  the  afternoon. 
The  changes  that  occurred  during  that  short 
W2  hour  flight  were  incredible.  We  were 
literally  whisked  into  another  world.  The 
poverty  in  Haiti  is  almost  unimaginable.  We 
were  met  at  the  airport  by  the  missionaries  and 
transported  to  the  main  mission  house  in  Port 
Au  Prince.  It  is  located  on  a mountaintop  over- 
looking the  city,  and  the  view  is  breathtaking. 
The  city  was  spread  out  below  with  a beautiful 
aquamarine  bay,  but  since  we  had  just  driven 
through  the  city,  we  knew  that  this  beauty  was 
only  superficial.  We  spent  the  night  at  the 
mission  house  and  then  headed  north  the  next 
morning.  The  highway  north  was  quite  nice  for 
about  100  kilometers,  then  our  Volkswagen 
bus  turned  off  on  a very  rough  side  road.  It  took 
us  about  IV2  hours  to  go  8 miles.  We  arrived 
very  hot  and  dusty  at  the  Albert  Schweitzer 
Hosqital  and  toured  the  facilities.  Then  we 
drove  back  the  8 miles,  again  taking  IV2  hours, 
and  proceeded  a littler  farther  north  to  the 
mission  compound  at  Port  Margot.  Burnell 
Pudwell  and  his  wife,  Delores,  run  this  mission 
compound.  They  are  the  only  medical  care  for 
miles  around.  Delores  is  an  L.P.N.  They  have  a 
small  dispensary  there,  complete  with  an  xray 
machine.  They  see  over  200  patients  a day, 
three  days  a week.  The  work  that  these  people 
are  doing  is  truly  inspiring.  They  are  starting 
schools,  churches,  and  vocational  sewing 
classes.  The  average  income  in  Haiti  is 
approximately  $100  per  year.  It  is  the  poorest 
country  in  the  Caribbean.  Virtually  all  of  the 
educational  opportunities  in  Haiti  are  pro- 
vided by  the  missionaries.  The  Haitian  people 
are  quite  hungry  for  education.  A $50  donation 
will  send  a child  to  school  for  one  year, 
including  uniforms  and  one  meal  per  day.  This 
is  often  the  only  meal  that  the  child  will 
receive.  The  next  day  we  headed  south  again  to 
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the  boat  dock.  We  all  piled  in  a native  sailboat 
and  sailed  12  miles  across  the  sea  to  the  Island 
of  La  Gonave.  This  trip  took  about  2V2  hours. 
The  hospital  is  located  in  the  mission  com- 
pound on  the  island.  We  settled  in  with  the 
missionaries  and  then  went  up  to  the  clinic  to 
see  presurgical  patients.  There  is  only  one 
permanent  medical  staff  for  this  hospital  and 
there  are  approximately  70,000  residents  on 
the  island.  We  did  43  surgical  procedures  in 
the  five  days  that  we  were  on  the  island.  There 
were  huge  goiters,  many  hernias,  but  the  most 
incredible  case  was  a young  girl  with  ele- 
phantiasis of  the  labia.  We  resected  both  labia 
and  then  weighed  them  after  we  had  removed 
them  and  they  weighed  over  18  lbs.  She  had 
not  sat  down  for  over  two  years.  We  also 
removed  a 23  lb.  neurolemmoma  from  a 67 
year  old  woman’s  abdomen.  There  was  no 
nitrous  oxide  available,  so  our  anesthesiologist 
used  halothane  and  oxygen  only.  We  did  many 
cases  under  spinal  anesthesia  and  local 
anesthesia.  The  hospital  is  a block  building 
with  rows  of  beds.  The  natives  bring  family 
members  along  to  care  for  them  and  to  cook  for 
them  while  they  are  in  the  hospital,  so  there  are 
many  people  camping  out  all  over  the  place 
and  often  there  was  more  than  one  person  in  a 
bed,  possibly  even  several  under  the  bed.  On 
Sunday,  we  went  to  a native  church  up  in  the 
mountains.  It  was  a two  hour  drive  by 
landrover  and  was  a wild  ride.  The  church  was 
a brush  arbor  and  I have  never  seen  such  an 
enthusiastic  congregation.  After  the  services, 
we  all  piled  back  into  the  landrover  and  pastor 
caught  one  of  the  many  chickens  that  was 
running  around  the  yard,  trussed  up  his  legs 
and  gave  it  to  us  as  a gift. 

Malaria  and  TB  were  rampant.  I saw  a four 
year  old  child  with  a Wilms’  tumor,  a child  with 
Pott’s  disease,  an  adult  with  tetanus,  a child 
with  restrictive  pericarditis,  secondary  to  TB; 
and  a young  man  with  massive  bilateral  pleural 
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effusions  who  was  continuing  to  work.  We  did  a 
thoracentesis  on  one  side  and  drained  off  1200 
ml. 

All  too  soon  our  trip  came  to  an  end  and  we 
took  the  sailboat  back  to  the  mainland.  The 
next  day  we  drove  down  to  Petite  Guave  where 
the  third  mission  compound  is  located.  Two 


elderly  nurses  run  this  dispensary  and  they 
saw  236  patients  the  day  we  were  there. 

The  experiences  of  this  trip  are  unforget- 
table. We  met  and  worked  with  tremendously 
dedicated  people.  They  made  us  more  aware 
and  more  appreciative  of  what  we  have. 


Postoperative  Hypokalemic 
Periodic  Paralysis:  Case  Report 


Familial  periodic  paralysis  is  a 
very  uncommon  medical  dis- 
ease. Hence,  it  would  be 
extremely  rare  to  see  this  problem  associated 
with  surgery  or  anesthesia.  In  fact,  only  one 
case  of  the  hypokalemic  periodic  paralysis 
(HKPP)  variant  of  this  disease  has  been 
described  in  the  surgical  or  anesthesia  litera- 
ture.Recently,  we  cared  for  a young  man 
with  this  problem. 

The  patient  is  a 28  year  old  man  admitted  to 
Nebraska  Methodist  Hospital  following  a 
motorcycle  accident.  He  had  previously  been 
in  good  health.  His  injuries  were  limited  to 
fractures  of  the  right  orbit,  frontal  sinus,  and 
right  zygoma.  The  remainder  of  the  history  and 
physical  examination  were  unremarkable.  The 
admitting  hemoglobin,  white  blood  cell  count, 
differential,  and  urinalysis  were  normal. 

The  patient  underwent  an  apparently 
uneventful  general  anesthetic  and  immediate 
postoperative  course.  However,  6 hours  post- 
operatively,  he  noted  the  onset  of  arm  and  leg 
weakness.  On  examination,  he  was  found  to 
have  very  weak  hand  grips,  was  areflexic,  and 
unable  to  move  any  extremity. 

The  neurosurgical  consultant  believed  the 
findings  were  not  on  the  basis  of  neurological 
trauma.  At  that  time,  further  laboratory 
studies  were  obtained.  The  serum  potassium 
was  1.7  mEqL;  this  was  reconfirmed.  An 
electrocardiogram  was  compatible  with  hypo- 
kalemia. Oral  and  intravenous  potassium  was 
administered  to  the  patient.  14  hours  post- 
operatively,  the  serum  potassium  was  3.0 


JOHN  R.  ALLELY,  M.D. 

JOHN  P.  O’GARA,  M.D. 

Departments  of  Anesthesiology 
Dodge  County  Memorial  Hospital 
Fremont,  Nebraska,  and 
Nebraska  Methodist  Hospital 
Omaha,  Nebraska 

mEqL.  Within  40  hours,  the  patient’s  strength 
and  serum  potassium  levels  were  normal. 

On  further  questioning,  the  patient  remem- 
bered an  episode  of  lower  extremity  weakness 
about  10  years  before.  He  had  been  examined, 
but  no  definite  diagnosis  had  been  made.  The 
patient  related  that  his  brother  had  been 
hospitalized,  with  similar  findings,  and  had 
been  diagnosed  as  HKPP. 

Discussion 

The  familial  periodic  paralysis  disease  group 
was  first  described  by  Shakhnovitch  in  1882. 
There  are  3 forms  of  familial  periodic  paraly- 
sis: hyperkalemic,  hypokalemic,  and  normo- 
kalemic.  The  periodic  paralysis  diseases  are 
characterized  by  fluctuations  in  serum 
potassium,  and  postulated  intracellular  potas- 
sium changes.  Diverse  stimuli  are  theorized  to 
trigger  attacks  (i.e.  large  carbohydrate  meals, 
stress,  exercise,  cold,  insulin).  The  disease 
group  is  inherited  as  an  autosomal  dominant 
characteristic.  HKPP  is  the  most  common 
form  of  the  group.  It  occurs  most  often  in 
males,  usually  in  the  second  to  third  decade.  It 
is  rare  in  young  blacks.^ 

The  etiological  factors  involved  in  initiating 
an  attack  are  unknown.  In  1957,  Grob  and 
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Johns  reported  that  serum  levels  of  potassium 
decreased,  while  there  was  a net  uptake  of 
potassium  in  the  skeletal  muscle.^  It  has  been 
postulated  that  abnormal  permeability  of  the 
muscle  membrane  to  potassium  underlies  this 
disease. 

Theoretically,  the  increase  in  intracellular 
potassium  should  result  in  a hyperpolariza- 
tion of  the  cell  membrane.  This  hyperpolariza- 
tion should  cause  a block  in  the  transmission  of 
nerve  impulses,  possibly  explaining  the  muscle 
weakness.  However,  microelectrode  studies 
are  not  compatible  with  this  theory.® 

Meyers  speculates  that  intermittent  adreno- 
cortical hyperactivity  precipitates  attacks.' 
Kao  and  Gordon  recently  proposed  that 
attacks  of  HKPP  are  triggered  by  elevated 
serum  insulin  levels.  They  showed  that  a rise  in 
insulin  can  produce  a decrease  in  the  resting 
potassium  conductance  of  the  sarcolemma; 
leading  to  sustained  depolarization,  inexcit- 
ability, and  weakness.®  However,  other  workers 
believe  none  of  these  postulated  ideas  are 
correct,  and  that  the  problem  somehow  lies  in 
a defect  in  sodium  conductance,  the  initial  step 
of  depolarization. 

In  the  HKPP  variant,  the  physical  examina- 
tion reveals  weak  extremities,  often  asym- 
metric. Hyporeflexia,  or  areflexia,  is  present. 
Electrical  stimulation  of  the  involved  muscles 
is  ineffective.  However,  sensation  and  nerve 
conduction  are  normal. The  duration  of  the 
paralysis  is  variable,  hours  to  days.  Mild  or 
subclinical  attacks  may  last  for  weeks  or 
months.'®  Fortunately,  the  cranial  nerves  and 
respiratory  muscles  are  usually  uninvolved. 

The  only  consistent  laboratory  finding  is  a 
decrease  in  the  serum  potassium  concentra- 
tion, other  laboratory  data  being  variable. 
Viskoper  reported  that  growth  hormone, 
insulin  levels,  and  1 1-oxycorticosteroid  levels 
are  normal  during  an  attack."  However,  others 
have  reported  increases  in  the  urinary  output 
of  17-hydroxycorticoids,  17-ketosteroids,  and 
aldosterone."^  Meyers  described  increases  in 
blood  pyruvate  and  lactate  levels,  while 
creatinine  phosphokinase  levels  were  found 
normal.'® 

Electromyogram  shows  abnormal  lengthen- 
ing of  the  action  potential,  finally  becoming 
flat.  The  electrocardiogram  manifests  the 
hypokalemic  state,  T wave  flattening,  ST 


segment  depression,  and  the  appearance  of  a 
U wave.  Microscopically,  there  are  vacuoles 
within  the  muscle  fibers.  Some  of  the  vacuoles 
appear  transparent  and  empty,  while  others 
appear  granular  and  contain  PAS  positive 
material.  Ultrastructural  studies  have  lead 
most  investigators  to  feel  that  the  vacuoles  are 
dilatations  of  the  sarcoplasmic  reticulum. 
Meyers  reports  that  there  are  no  pathological 
findings  to  suggest  an  explanation  for  the 
increases  in  intracellular  potassium. ’•* 

In  the  differential  diagnosis,  one  must  rule 
out  more  frequent  causes  of  hypokalemia 
associated  with  muscle  weakness  (hyper- 
aldosteronism, protracted  diarrhea,  excessive 
diuretic  therapy).  However,  HKPP  can  be 
recognized  by  the  unique  attacks,  without 
harbinger  symptoms.  No  other  disease  causes 
this  unusual  pattern  of  recurrent  intermittent 
weakness,  linked  with  long  periods  of  normal 
strength. 

Therapy 

The  usual  therapy  for  an  attack  of  HKPP 
has  been  the  oral  administration  of  potassium 
chloride.  After  this  drug  is  taken,  relief  of  the 
weakness  frequently  commenses  within  one 
hour,  but  may  take  several  hours.  Potassium 
can  also  be  administered  in  the  intravenous 
fluid  bottle. 

A new  drug  used  in  therapy  is  acetazola- 
mide.  Most  investigators  believe  the  salu- 
brious effects  of  this  drug  are  the  result  of  the 
metabolic  acidosis  produced.  Metabolic 
acidosis  is  achieved  with  acetazolamide  by 
promoting  the  renal  loss  of  bicarbonate. 
Acidosis  is  postulated  to  either  correct  the 
defect  in  sodium  conductance  or  to  oppose  the 
entry  of  potassium  into  the  muscle  cell."’’ 
Viskoper  speculates  that  these  patients  live 
constantly  in  a state  of  decreased  muscle 
contractility  caused  by  depolarization  of  the 
muscle  fibers,  a disturbance  which  may  be 
influenced  by  fluctuations  in  acid-base 
balance.  He  supports  this  with  evidence  that 
bicarbonate  infusion  attenuated  the  electro- 
myogram pattern  and  resulted  in  an  acute 
paralytic  attack.  Such  an  attack  could  be 
ameliorated  by  the  use  of  intravenous 
acetazolamide.'® 

The  minimum  effective  dose  of  acetazola- 
mide for  control  of  this  disease  cannot  be 
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d6t6rmined.  Vroom  believes  it  is  in  the  range 
of  500-1000  mg  daily,  the  glaucoma  dose.  This 
dose  yields  full  inhibition  of  carbonic  anhy- 
drase.  A newer  drug,  methazolamide,  appears 
to  be  effective  at  a lower  dose.  Methazolamide 
might  be  the  drug  of  choice  since  it  will  not 
cause  the  formation  of  uric  acid  stones.'" 


References  may  be  obtained  from  authors. 

We  extend  thanks  to  Dr.  A.  L.  Finlayson  who 
made  the  diagnosis  of  this  interesting  clinical 
problem.  Our  appreciation  is  also  extended  to 
Drs.  J.  Griffiths,  J.  Hoesing,  and  A.  Olson  for 
permission  to  report  this  case. 


Down  Memory 

1.  In  three  countries,  to  my  knowledge,  a 
form  of  State  Medicine  is  in  force. 

2.  The  loose  manner  in  which  the  gall- 
bladder is  connected  with  the  liver  gives  basis 
for  a suspicion  that  it  was  an  afterthought  and 
reminds  one  of  an  old  house  whose  owner  has 
had  equipped  with  open  plumbing. 

3.  We  have  been  led  astray  by  the  dog. 

4.  We  hear  of  the  pre-tuberculous  child. 

5.  A physician  going  to  the  meeting  by 
train  should  buy  a through  ticket  and  at  the 
same  time  ask  for  a certificate  showing  the 
amount  paid,  which  on  being  validated  at 
Detroit  A.M.A.  headquarters  entitles  the 
holder  to  buy  a return  ticket  at  half  price. 

6.  The  first  portion  of  the  new  Veterans’ 
hospital  being  erected  on  the  outskirts  of 
Lincoln  was  dedicated  recently. 


Lane 


7.  Why  some  essayists  will  spend  one-half 
of  the  allotted  20  minutes  for  reading  a paper, 
in  reciting  ancient  history  of  the  subject,  is 
beyond  one’s  ken. 

8.  Truly  there  is  truth  in  the  old  adage  that 
“the  stomach  is  the  biggest  liar  in  the  body.’’ 

9.  The  disadvantage  with  any  gaseous 
anesthesia  are  the  facts  that  there  is  need  of  a 
machine,  a trained  anesthetist,  frequently  lack 
of  relaxation,  and  the  expense  connected  with 
the  substance  used. 

10.  The  general  public  seems  to  be  totally 
ignorant  of  the  old  adage  that  “Health  is 
Wealth,”  and  seem  to  have  substituted 
“Automobiles,  Clothes  and  Radios  Indicate 
Wealth,”  even  though  most  of  these  things  are 
bought  on  the  installment  plan. 

The  Nebraska  State  Medical  Journal 
June  1930 
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ANNUAL  STATE  CONVENTION 
MEETING  — APRIL  27  - 30,  1980 

Report:  Resolutions  Committee 

WHEREAS,  we  consider  it  fitting  and 
proper  to  express  our  thanks  to  all  who  have 
contributed  to  the  success  of  the  Convention 
and  the  accomplishments  of  our  past  year’s 
work;  therefore  be  it 

RESOLVED,  that  we,  the  members  of  the 
Nebraska  Medical  Association  Auxiliary,  ex- 
tend our  grateful  thanks  and  appreciation  to 
the  officers  and  other  members  of  the  Execu- 
tive Board  of  our  organization,  who  have  so 
ably  carried  on  the  business  necessary  for  the 
proper  functioning  of  the  Auxiliary;  and  be  it 
further 


RESOLVED,  that  the  Nebraska  Medical 
Association  be  advised  that  we  appreciate 
their  leadership  and  assistance,  that  in  par- 
ticular Dr.  Charles  W.  Landgraf,  Jr.,  President 
of  the  Nebraska  Medical  Association,  and  Dr. 
Duaine  J.  Peetz,  Chairman  of  the  Commission 
on  Association  Affairs,  be  informed  of  our 
gratefulness  for  their  help  and  guidance 
throughout  the  year,  and  for  including  us  in  the 
symposium  on  sexuality,  and  be  it  further 

RESOLVED,  that  Dr.  Frank  Cole,  Editor  of 
the  Nebraska  Medical  Journal,  Mrs.  John 
Griffiths,  Editor  of  the  Newsletter,  Blue  Cross- 
Blue  Shield  for  their  continued  interest  and 
support  of  our  NEWSLETTER,  Mr.  Kenneth 
Neff,  Executive  Secretary  of  the  Nebraska 
Medical  Association,  Mr.  William  Schellpeper, 
Assistant  Executive  Secretary,  and  to  Lisa 
Sitzman  for  her  help  in  preparing  materials 
and  mailing  the  NEWSLETTER,  be  advised 
of  our  sincere  thanks  for  the  efficient  way  they 
have  handled  our  Auxiliary  news,  and  for  their 
ready  assistance  whenever  we  asked  for  it,  and 
be  it  further 


RESOLVED,  that  our  thanks  and  apprecia- 
tion go  to  the  members  of  the  Metropolitan 
Omaha  Medical  Society  Auxiliary,  hostess  to 
this  Fifty-fifth  Annual  Meeting,  for  the  wel- 
come hospitality  extended  to  all  of  us;  and  be  it 
further 


RESOLVED,  that  we  pledge  our  loyalty  and 
devotion  to  the  Nebraska  Medical  Association 
Auxiliary;  that  we  continue  to  be  faithful  in 
supporting  its  activities;  promoting  its  projects 
and  protecting  its  reputation  and  high  ideals, 
and  be  it  finally 


RESOLVED,  that  we  express  particular 
gratitude  to  Mrs.  John  Hoesing  and  Mrs.  John 
Haggstrom,  Convention  Chairmen,  and  to  their 
committee  chairmen  for  their  work  and 
thoughtfulness  in  planning  for  our  convenience 
and  entertainment,  and  be  it  further 


RESOLVED,  that  these  resolutions  be 
published  in  the  NEBRASKA  MEDICAL 
JOURNAL. 

Respectfully  submitted 
Mrs.  Frank  H.  Tanner 
Chairman 


SPEECH  TO  THE 
HOUSE  OF  DELEGATES 
Beverley  A.  (Mrs.  F.  William)  Karrer 
State  President  1979-1980 


Mr.  Speaker,  Officers,  and  Members 
of  the  House  of  Delegates: 

IL  is  an  honor  to  address  this  body  as  the 
president  of  the  NMAA.  Thank  you  for  the 
invitation. 

In  a personal  vein,  I will  say  that  my  theme 
“Health  on  the  Move”  nearly  did  me  in.  My 
health  met  the  challenge  of  three  graduations, 
a both  anniversary,  my  daughters  wedding, 
multiple  horse  races  and  to  top  it  all  off,  a 


move.  Now  I’ve  decided  to  take  on  the  AMAA 
theme  of  “Shape  up  for  Life”  and  find  myself 
jogging,  dieting  and  generally  keeping  on  the 
move.  Socrates  said,  “Let  him  that  would  move 
the  world  first  move  himself.” 

With  the  desire  to  make  new  strides  in 
NMAA’s  55th  Year,  we  did  embark  on  new 
programs  and  pioneered  into  some  new  areas.  1 
feel  it  best  to  take  a long  look  at  our  goals  and 
purposes  and  just  like  grading  a paper,  see  how 
we  did! 
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1.  TO  ASSIST  IN  THOSE  NMA  PROGRAMS 
THAT  IMPROVE  THE  HEALTH  AND 
QUALITY  OF  LIFE  FOR  ALL  PEOPLE. 
This  is  a tall  order,  however,  our  new  efforts 

have  been  distributions  to  all  state  hospital 
administrators.  Family  Health  Record  Books, 
setting  up  procedures  to  implement  “Buckets 
for  Babies”  programming  by  our  Safety  and 
lYC  Chairman.  Holding  Aging  Seminars,  co- 
ordinated rural  health  programs  with  visiting 
nurses,  distributing  “Shape  up  for  Life” 
packets  and  philosophy. 

2.  TO  PROMOTE  HEALTH  EDUCATION 
All  Auxiliary  work  points  in  this  direction 

with  the  Health  Gallery  and  the  new  Mobile 
Unit  leading  the  way.  We  do  interact  with 
the  Interagency  Health  Council  and  share  our 
programming.  The  newest  venture  in  health 
education  was  a Women’s  Health  Forum 
presented  in  Omaha  with  Immanuel  Hospital, 
the  Omaha  Jr.  League,  MOMSA  and  NMAA. 
Our  own  AMAA  president,  Mrs.  Ruth  (Ben, 
Jr.)  Johnson,  was  the  featured  speaker  en- 
lightening the  audience  about  AMAA’s  new 
program  of  “Shape  up  for  Life.”  It  was  well 
received  and  we  thank  the  NMA  for  their 
support  during  her  visit.  The  reception  in 
honor  of  Mrs.  Johnson  at  the  Omaha  Club  w'as 
appreciated,  and  it  was  a gracious  Nebraska 
Welcome. 

3.  TO  ENCOURAGE  PARTICIPATION  OF 
VOLUNTEERS  IN  ACTIVITIES  THAT 
MEET  HEALTH  NEEDS. 

The  auxiliaries  send  in  year  end  reports  and 
the  itemized  lists  of  volunteer  hours  is 
staggering.  Your  women  work  with:  March  of 
Dimes,  Heart,  Cancer,  Diabetes,  Schools, 
Childrens  Homes,  Hospital  Auxiliaries,  Public 
Libraries,  Safety  Councils,  Parks  and  Recrea- 
tion, Extension  Clubs,  Jr.  Leagues,  Play- 
houses, City  and  Fire  and  Police  Departments, 
Visiting  Nurses,  Health  Councils  Scouts,  Y’s, 
and  med  schools  to  name  a few.  This  purpose 
is  fulfilled  because  a doctors  wife  cares. 

4.  TO  SUPPORT  HEALTH-RELATED 
CHARITABLE  ENDEAVORS. 

Certainly  this  effort  goes  hand  in  hand  with 

the  previous  purpose  as  volunteers  activities 
are  so  often  accompanied  by  fund  raising, 
drives,  and  approaching  others  to  be  sup- 
portive of  health  programs. 

5.  TO  COORDINATE  AND  ADVISE 
CONCERNING  THE  ACTIVITIES  OF 


THE  COMPONENT  AUXILIARIES. 

One  of  the  beauties  of  this  purpose  is  to  see 
the  auxiliaries  share  their  successes.  Hastings 
shared  its  “Depth  and  Dying”  series  with 
Grand  Island.  York  is  attending  a “Marriage 
and  Stress”  meeting  in  Hastings.  Lincoln’s  X- 
mas  card  game  plan  has  been  copied.  Dawson 
County  tackled  child  abuse  and  now  Western 
Quad  is  following  suit.  The  “Buckets  for 
Babies”  project  is  planned  for  Scottsbluff,  it 
originated  last  year  in  Lincoln.  Membership 
tools  similar  to  Northeast’s  “Goodies  Basket” 
and  Adams  County’s  “Carry  a new  member 
dinner,”  will  be  copied  too.  We  at  the  state 
level  encourage  this  sharing  and  constantly  try 
to  feed  to  them  materials  that  are  approved 
and  sent  to  us  from  National  as  well  as  from 
our  state  sources. 

6.  TO  ASSIST  AND  ENCOURAGE  ACTIVE 
INVOLVEMENT  OF  MEMBERS  AT 
LARGE  IN  THE  WORK  OF  THE 
AUXILIARY. 

This  is  truly  a challenge  in  our  state  with 
distances  as  they  are.  This  year  we  had  an 
outstanding  job  done  by  a Member-At-Large. 
Sara  (Mrs.  Wendell)  Fairbanks  of  Alliance 
almost  singlehandedly  sponsored  a Legislation 
workship  and  State  officers  visit.  She  invited 
neighboring  auxiliaries  who  benefited  from  the 
legislation  girls’  presentation  of  “Back  to  the 
Basics.”  National  has  this  booklet  and  they 
were  impressed. 

Another  MAL  Mrs.  Sue  (James)  Carson  of 
McCook,  helped  to  organize  our  new  auxiliary 
in  Southwest  Nebraska.  Mrs.  Ruth  McMaster 
joined  in  by  donating  a retreat  in  our  “Rent  a 
Retreat”  mobile  unit  benefit.  She  too  is  a MAL 
from  Auburn. 

Actually  the  important  thought  concerning 
the  MAL’s  is  that  they  are  on  an  island.  Their 
communities  ask  them  to  serve  on  every  health 
need  and  they  are  to  be  congratulated  in  their 
individual  services.  We  try  to  communicate 
with  them  through  our  newsletters.  Our 
newsletter  this  year  was  commended  most 
heartily  by  national  in  a lengthy  letter  of 
congratulations  to  its  editor,  Mrs.  John  (Judy) 
Griffiths,  and  our  auxiliary. 

7.  TO  INTERPRET  AND  CORRELATE 
THE  AIMS  AND  PURPOSES  OF  THE 
AMAA. 

We  do  attend  convention,  confluence,  cluster 
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meetings  and  workshops.  We  try  through  our 
newsletter,  mailings  and  NMJ,  to  inform  our 
membership  of  these  aims.  It  is  a privilege 
to  experience  this  leadership.  The  AMAA 
draws  from  the  top.  They  plan  for 
casual  interplay  of  thinking,  so  that  a true 
learning  experience  takes  place.  We  are 
especially  pleased  to  have  Dorothy  (Leland) 
Olson  serve  on  the  board  of  directors  this  year. 
She  has  been  nominated  to  be  National 
Treasurer.  Nebraska  has  not  had  an  AMAA 
president  since  1933  and  I’m  hopeful  the  mien 
as  well  as  the  ladies  will  be  supportive  of 
Dorothy. 

8.  TO  ENCOURAGE  AND  COOPERATE 
WITH  OFFICIAL  AUXILIARY 
ORGANIZATIONS  OF  MEDICAL 
STUDENTS  AND  HOUSE  OFFICERS 
IN  AREAS  OF  MUTUAL  ACTIVITY. 

This  year  we  initiated  a new  program  with 

our  Commission  of  Public  Affair’s  blessing.  It’s 
title  was  “Rural  Week-end  Visits.”  Mrs.  Mike 
Sorrell  (Shirley),  Omaha,  alone  arranges  for 
those  interested  to  visit  a physician  and  his 
family  in  a rural  area.  Medical  students  in  their 
freshman  and  sophomore  year  have  responded 
enthusiastically  and  at  least  five  have  been 
placed  already.  We  are  in  need  of  more 
physicians  for  this  program. 

Too,  Med.  students  and  Residents  on 
clerkships  are  warmly  entertained  by  doctors, 
we  are  told  in  the  auxiliary  annual  reports. 

9.  TO  SERVE  AS  A RELIABLE 
LIAISON  BETWEEN  THE  MEDICAL 
PROFESSION  AND  THE  LAY  PUBLIC. 

Womens  Health  Forum  leads  the  way  this 

year  as  this  community  geared  program  which 
I mentioned  previously,  it  enhanced  not  only 
the  local  doctors  wives  image  but  also  state 
and  national  image. 


Our  leadership  from  Ken  Neff  and  Bill 
Schellpeper  and  Senator  Rasmussen  directed 
our  legislation  chairmen,  Linda  (Chet)  Paul 
and  Lennie  (Martin)  Lohff,  helped  to  keep  us 
abreast  of  the  current  health  issues  and  our 
positions  concerning  them.  I’m  sure  Betty 
Hadley  and  her  100  percent  auxiliary  support 
for  AMAERF,  presented  to  the  public,  our 
sincerity  in  promoting  good  health.  Certainly 
our  new  mobile  unit  and  continued  health 
gallery  efforts  demonstrated  our  commitment 
to  good  health  education  for  all. 

To  Dr.  Charles  Landgraf,  I wish  to  give  my 
warmest  thanks.  For  a fun  innovative  year,  for 
an  understanding  ear  and  for  his  insight  into 
keeping  our  program  on  the  move.  Thanks 
Charlie  and  to  Dwaine  Peetz,  Chairman  of 
Commission  on  Association  Affairs,  we  are 
grateful. 

We  are  especially  pleased  to  have  our  liaison 
auxilians  invited  to  the  Commission  meetings. 
They  report  back  to  us  and  we  feel  this  is 
extremely  worthwhile  if  we  are  to  be  your 
liaison  to  the  lay  public. 

You  invited  me  here  today  to  give  our  report. 
It  would  not  be  complete  unless  we  brag  a little 
about  our  staff.  Ken  Neff  and  Bill  Schellpeper, 
make  a president’s  job  easy.  They  are  pro’s 
and  always  have  shown  to  us  their  sincere 
interest  and  support.  We  do  appreciate  Lisa 
Sitzman,  who  has  ably  assisted  the  auxilians 
and  applaud  Frank  Cole  for  his  coverage  in  the 
Nebraska  Medical  Journal. 

As  for  me,  I need  another  year  to  accomplish 
all  that  I set  out  to  do.  Betty  Lou  (Clifford) 
Hadley,  my  right  arm,  will  direct  the  auxiliary 
with  humor  and  ability.  These  attributes  of 
Betty  Lou  have  been  my  salvation.  I wish  to 
present  her  at  this  time. 

Mrs.  Beverley  Karrer  (F.  William) 
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Welcome  New  Members 


Clifford  R.  Colglazier,  M.D. 

Grant,  Nebraska  68140 

Eugene  J.  Barone,  M.D. 

601  North  30th 
Omaha,  Nebraska  68131 

William  M.  Clark,  M.D. 

508  Barker  Bldg. 

Omaha,  Nebraska  68102  (Reinstated) 

Alastair  M.  Connell,  M.D. 

University  of  Nebraska  Medical  Center 
Omaha,  Nebraska  68105 

John  J.  McCarthy,  M.D. 

601  North  30th  St. 

Omaha,  Nebraska  68131 

Frank  E.  Waechter,  M.D. 

8023  Dodge  Street 
Omaha,  Nebraska  68114 

Due  Diem  Nguyen,  M.D. 

Bridgeport,  Nebraska  69336 

Charles  Gregorius,  M.D. 

6310  Perry  Circle 
Lincoln,  Nebraska  68516 


John  F.  Hession,  M.D. 

8601  W.  Dodge  Road 

Omaha,  Nebraska  68114  (Reinstated) 

William  J.  Hunter,  III,  M.D. 

601  North  30th 
Omaha,  Nebraska  68131 

P.  Pradeep  Kumar,  M.D. 

University  of  Nebraska  Medical  Center 
Omaha,  Nebraska  68105 

Gary  S.  Lerner,  M.D. 

12808  Augusta  Avenue 
Omaha,  Nebraska  68144 

Murray  J.  Mazer,  M.D. 

University  of  Nebraska  Medical  Center 
Omaha,  Nebraska  68105 

Stuart  G.  Oxford,  M.C. 

P.O.  Box  34290 
Omaha,  Nebraska  68134 

Craig  C.  Taylor,  M.D. 

10060  Regency 'Circle 
Omaha,  Nebraska  68114 

Edmund  B.  Weis,  Jr.,  M.D. 

601  North  30th  St. 

Omaha,  Nebraska  68131 


General  Ophthalmolog>’;  by  Daniel  Vaughan,  M.D. 
and  Taylor  Asbury,  M.D.;  410  pages;  limp  cover  $15.00; 
published  by  Lange  Medical  Publications,  Los  Altos, 
California. 

This  book  first  appeared  in  1958  and  is  now  in  its  9th 
edition.  The  authors  are  professors  at  California  and 
Cincinnati  respectively.  The  text  is  divided  into  26 
chapters;  and  there  are  4 appendixes  and  an  index  and  a 
list  of  abbreviations  and  symbols.  There  are  many  figures 
and  unnumbered  references. 


Books  received. 

Drug-free  therapeutic  community;  by  Robert  C. 
Brook,  Ed.D.  and  Paul  C.  Whitehead,  Ph.D.,  158  pages; 
hard  cover  $14.95;  published  1980  by  Human  Sciences 
Press,  72  Fifth  Avenue,  New  York,  N.Y.  10011. 

How'  to  organize  the  neighborhood  for  delin- 
quency prevention;  by  Anthony  Sorrentino;  Human 
Sciences  Press;  $18.95. 


Printing  is  good;  the  whole  book  is  good. 
F.C. 


Homicide,  perspective  on  prevention;  by  Nancy  H. 
Allen;  Human  Sciences  Press;  paperback  $8.95. 
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In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 


Between  Cases 

Lines  I Like. 

Life  is  9 to  5 against. 

Lines  I Don’t  Like. 

May  I tell  him  who  is  calling? 

Yes,  I’m  Doctor  Cole. 

He’s  not  in. 

Gamesmanship. 

With  a knight  on  F8,  you  never  get  mated. 
Larsen. 

Heard  On  TV. 

Looking  back  in  retrospect. 

You-know-who. 

You  Can’t  Feel  Them  All. 

The  patella  was  not  palpable  due  to  its 
absence. 

The  Diagnosis. 

Degenerative  lumbar  and  vertebral  disk. 

Thanatology  Section. 

Death  is  a congenital  birth  defect. 

Anon. 

The  History. 

Patient  history  is  j)oor  because  of  his 
historical  background. 

How’s  That  Again? 

He  is  a wonderful  doctor  — God  forbid  we 
should  ever  need  him. 


Magill,  Van  H.,  M.D.,  born  December  11, 
1898,  died  April  2,  1980,  University  of 
Kansas  School  of  Medicine,  graduated  1924, 
practiced  in  Curtis,  Nebraska;  NMA  and 
AMA  member. 


Words  I Can  Do  Without. 

Various  and  sundry;  logistical;  to  liaise; 
software;  thrust,  in  and  of  itself. 

I Don’t  Believe  It. 

The  Hunza  in  NW  Kashmir  do  not  get 
cancer. 

The  Intern’s  Lament. 

Gastric  internitis. 

Why  He  Was  Singing. 

Rain  contains  vitamin  B\2- 

Biology  And  Bullets. 

Died  in  battle  in  World  War  One: 

13.7  million. 

Died  of  influenza  in  a year  during  WWI: 
20  million. 

Quote  Unquote. 

Life  is  maintained  by  respiration  of  oxygen 
and  of  sentiments. 

Oliver  Wendell  Holmes;  Senior,  of  course. 

Chief  Complaint. 

Wants  treatment  foreskin  disease  in  hair. 

The  Physical. 

External  genitalia  was  within  normal  limits. 

The  Patient. 

I have  heightrophobia. 

Heightrophobia? 

Yes,  I’m  afraid  of  height. 

F.C. 
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Coming  Meetings 


THE  AMERICAN  HEART  ASSOCIATION, 
Nebraska  Affiliate,  will  hold  its  Scientific 
Session  in  Kearney  at  the  Holiday  Inn  on 
Friday,  June  6,  1980.  The  Session  is 
designed  for  general  practitioners,  internists, 
nurses,  and  cardiologists.  Faculty  includes 
David  Holmes,  M.D.,  cardiologist  at  Mayo 
Clinic;  R.  J.  Anderson,  M.D.,  Assistant  Dean 
for  Clinical  Affairs,  University  of  Texas;  and 
Kenneth  Rose,  M.D.,  Chief  of  Cardiology, 
School  of  Medicine,  University  of  Illinois, 
Chicago.  6 credit  hours  have  been  granted 
for  physicians  attending  the  Session.  Credit 
has  been  applied  for  from  the  Nebraska 
Nurses  Association. 


3rd  Annual  Seminar:  Pediatrics:  the  Uni- 
versity of  South  Dakota  School  of  Medicine 
Department  of  Pediatrics  and  Adolescent 
Medicine  and  the  South  Dakota  Chapter  of  the 
Academy  of  Pediatrics,  June  18-20,  1980;  at 
Sylvan  Lake  Resort  in  the  Black  Hills  of  South 
Dakota.  For  additional  information  contact: 
Charles  R.  Rose,  Director  of  Continuing 
Health  Education,  800  E.  21st  Street,  Sioux 
Falls,  South  Dakota  57101  (605)  339-7573. 


CRIPPLED  CHILDREN’S  CLINICS  - 
July  12  — Chadron,  Elks  Lodge 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  House  of  Delegates,  July 
20-24,  1980,  Chicago  Mariott,  Chicago, 
Illinois. 


NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  2-4,  1980,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 

— Alumni  Reception,  October  7,  1980,  in 
New  Orleans,  in  conjunction  with  American 
Academy  of  Family  Physicians  meeting. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Centennial  Gourmet  Dinner  and 
Dance,  Monday,  October  27,  1980,  at 
Holiday  Inn  High  Rise,  70th  and  Grover, 
Omaha;  in  conjunction  with  Omaha  Mid- 
West  Clinical  Society  Postgraduate 
Assembly. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 

— 48th  Annual  Postgraduate  Assembly; 
October  27,  28,  and  29,  1980;  Omaha  Hilton 
Hotel;  write  to:  Lorraine  E.  Seibel,  Execu- 
tive Secretary,  7363  Pacific  Street,  #210-A, 
Omaha,  Nebraska  68114. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Session,  House  of  Delegates, 
December  7-10,  1980,  San  Francisco,  Cali- 
fornia. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  May  3-6,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska 
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WashingtoNotes 


Health  financing. 

Congressional  appropriations  committees 
are  considering  the  Administration’s  proposals 
for  a further  $500  million  reduction  in  health 
program  funding. 

The  cuts  in  an  already  Spartan  health 
budget,  made  as  part  of  President  Carter’s  all- 
out  drive  to  balance  the  budget  to  fight 
inflation,  normally  would  receive  short  shrift  in 
Congress  where  health  usually  is  treated 
generously.  However,  this  year  promises  to  be 
different  as  Congress  generally  shares  the 
Administration’s  concern  about  budget 
deficits. 

In  addition  to  the  cuts  for  the  fiscal  year 
1981  starting  next  October,  the  Adminis- 
tration is  seeking  reductions  in  appropriations 
for  the  current  year  and  rescissions  of  ap- 
propriations already  approved  by  Congress. 
Congress  was  asked  to  delay  action  on  the 
$300  million  Child  Health  Assurance  Program, 
originally  slated  to  take  effect  next  fiscal  year, 
and  on  legislation  expanding  Medicare  and 
Medicaid  benefits.  There  was  even  a six-month 
postponement,  until  1983,  of  the  Administra- 
tion’s National  Health  Insurance  plan. 

There  was  little  policy  evident  in  the 
indiscriminate,  down-the-line  budget  paring  of 
health  programs.  Disease  prevention,  mental 
health,  alcoholism,  and  the  National  Health 
Service  Corps,  not  to  mention  the  Child  Health 
Assurance  Program  had  all  been  Administra- 
tion favorites. 

Proposed  Health,  Education  and  Welfare 
cuts  are  as  follows: 

Health  Services  Administration  — cut  by 
$117  million,  including  $47  million  for  the 
National  Health  Service  Corps,  $21  million  for 
community  health  centers,  and  $15  million  for 
family  planning. 

Center  for  Disease  Control  — cut  by  $98 
million,  led  by  $52  million  for  health  incentive 
grants. 

National  Institutes  of  Health  — cut  by  $91 
million  plus  another  $41  million  from  this 
year’s  appropriation. 


National  Cancer  Institute  — cut  by  $43 
million. 

National  Heart,  Blood  and  Lung  Institute  — 
cut  by  $15.6  million. 

Alcohol,  Drug  Abuse  and  Mental  Health 
Administration  — cut  by  $102  million  for  state 
formula  grants. 

Health  Resources  Administration  — cut  by 
$73  million  including  $38  million  for  local 
health  planning. 

Our  fees. 

The  AMA  has  said  not  to  a federal  proposal 
that  physicians  be  asked  to  limit  their  fee 
increases  to  6.5  percent  this  year.  AMA 
Executive  Vice  President  James  H.  Sammons, 
M.D.,  has  told  government  officials  that  the 
overall  rate  of  inflation  is  running  at  about  18 
percent  and  that  Wage  Guideline  limits  have 
been  set  at  from  7.5  percent  to  9 percent. 

The  Health  and  Human  Services  Depart- 
ment (the  new  name  for  the  old  HEW 
Department)  and  the  Council  on  Wage  and 
Price  Stability  (COWPS)  have  been  meeting 
with  leaders  of  the  health  providers  in  an 
attempt  to  set  voluntary  fee  and  price  limits. 

Dr.  Sammons  said  the  AMA  will  continue  to 
urge  individual  physicians  to  exercise  re- 
straint, a policy  that  has  resulted  over  the  past 
two  years  in  a rate  of  increase  well  behind  the 
Consumer  Price  Index  for  the  rest  of  the 
economy.  In  1978  the  CPI  was  9 percent; 
physicians’  fee  increases,  8.1  percent.  Last 
year  the  figures  were  13.3  percent  and  9.4 
percent,  respectively. 


Hard  times  & the  hospital  census. 

An  economic  recession  will  see  more  people 
visiting  physicians  and  hospitals,  the  AMA  has 
cautioned  the  Administration. 

“As  unemployment  levels  rise,  an  increasing 
number  of  individuals  will  not  have  to  take  time 
off  from  their  jobs  in  order  to  obtain  medical 
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care,”  noted  Lowell  Steen,  M.D.,  Chairman  of 
the  AMA  Board  of  Trustees.  “In  addition, 
experience  in  past  recessions  indicates  that 
recently  unemployed  workers  will  try  to  obtain 
medical  services  before  their  work-related 
health  insurance  benefits  expire.” 

Testifying  before  the  Administration’s  Price 
Advisory  Committee,  Dr.  Steen  said  that  the 
projected  recession  thus  could  increase  de- 
mand for  medical  services  and  force  practice 
costs  to  rise. 


How  many  doctors? 

The  Administration  has  told  Congress  there 
will  be  plenty  of  physicians  around  in  the 
1980s.  The  bright  outlook  on  the  physician 
supply  happens  to  coincide  with  the  Admin- 
istration’s desire  to  slash  funding  for  medical 
education.  Hearings  are  underway  in  Congress 
on  extending  the  medical  manpower  laws. 

The  report  to  Congress  said  the  number  of 
active  United  States  physicians  increased 
more  than  17  percent  from  323,000  in  1970  to 

379.000  in  1978.  The  new  publication,  a report 
to  the  President  and  Congress  on  the  Status  of 
Health  Professions  Personnel  in  the  United 
States  (1980),  also  cited  increases  during  the 
period  in  the  numbers  of  active  practitioners  in 
other  health  professions:  dentistry  up  19 
percent  from  102,000  to  121,000;  optome- 
trists, 15  percent,  from  18,400  to  21,200; 
pharmacists  23  percent  from  109,600  to 
134,600;  podiatrists,  14  percent,  from  7,100  to 
8,100;  and  veterinarians,  32  percent,  from 

25.000  to  34,200. 

The  report  also  said  the  anticipated  increase 
in  the  supply  of  U.S. -trained  physicians  should 
lessen  a previous  reliance  on  Foreign  Medical 
Graduates  who  accounted  for  11  percent  of 
physicians  in  1963,  and  20  percent  in  1977. 


Privacy  (1). 

The  AMA  has  opposed  as  unnecessary  a 


pending  bill  in  the  House  titled  the  Privacy  of 
Medical  Information  Act  (HR  5935). 

Appearing  before  Ways  and  Means  sub- 
committee on  Health,  spokesman  Frederick  W. 
Ackerman,  M.D.,  Chairman  of  the  AMA 
Council  on  Legislation,  said  that  while  the 
Association  shared  with  the  Congress  its  deep 
concerns  over  increasing  threats  to  the  con- 
fidentiality of  medical  records  and  the  erosion 
of  privacy  of  patients,  it  was  seeking  appropri- 
ate state  legislative  solutions  to  the  problems, 
while  at  the  same  time  working  to  educate 
physicians  and  others  to  be  sensitive  to  these 
issues. 

“Basic  to  our  objection  to  enactment  of  the 
bill  is  our  view  that  there  is  no  need  for 
comprehensive  federal  legislation,”  Dr.  Acker- 
man said.  “Any  deficiencies  in  the  present 
system  relating  to  confidentiality  of  medical 
records  do  not  justify  enactment  of  federal 
legislation  with  the  morass  of  regulation 
assuredly  to  follow. 

“We  believe  that  the  states  have  shown  an 
increased  willingness  and  ability  to  respond  to 
these  problems.  Congress  should  encourage 
these  activities,  not  supplant  them.  Accord- 
ingly, we  urge  the  Congress  not  to  adopt 
comprehensive  federal  legislation,  but  to  limit 
its  activities  to  appropriate  federal  areas  in 
which  the  states  cannot  act.” 


Privacy  (2). 

Legislation  in  another  area  to  protect 
medical  peer  review  records  maintained  by  the 
Veterans’  Administration  from  public  release 
was  backed,  however,  by  the  AMA.  Con- 
fidentiality is  critical  to  the  success  of  any  peer 
review  program,  the  AMA  said  in  support  of  an 
amendment  of  Sen.  Herman  Talmadge  (D-GA) 
to  the  VA  Physicians  Pay  bill  (S.2534). 

The  AMA  noted  it  has  consistently  sup- 
ported congressional  efforts  in  assuring  the 
confidentiality  of  records  of  Professional  Stan- 
dards Review  Organizations. 
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Abnormalities  Among  Offspring  of  Oral 
and  Nonoral  Contraceptive  Users  — H. 
E.  Ortiz-Perez  et  al  (Dept  of  Obstetrics  and 
Gynecology,  Medical  Sciences  Campus,  San 
Juan,  PR  00936)  Am  J Obstet  Gynecol 
134:512-517  (July  1)  1979. 

An  analysis  of  223  children  born  between 
1961  and  1965  to  5,465  women  in  a controlled 
experiment  on  the  use  of  oral  and  nonoral 
contraceptives  failed  to  reveal  any  statistical 
differences  in  birth  weight  and  physical  ab- 
normalities between  the  two  groups.  The  mean 
birth  weight  for  the  oral  group  was  7 lb.  4.1  oz, 
whereas  for  the  nonoral  group  it  was  7 lb  5.4 
oz.  Abnormal  physical  findings  were  10.7%  for 
the  oral  group  and  16.7%  for  the  nonoral 
group.  A comparison  was  also  made  with 
respect  to  incidence  of  abnormalities  by 
socioeconomic  class  and  by  sex  of  the  child,  as 
well  as  by  the  number  of  pregnancies  and  age 
of  the  mother.  No  significant  differences  were 
noted  between  the  groups  from  use  of  oral 
contraceptives. 

Modern  Management  of  the  Breech  De- 
livery — L.  I.  Mann  (Medical  Center  Hosp 
of  Vermont,  Burlington,  VT  05401)  Am  J 
Obstet  Gynecol  134:611-614  (July  15)  1979. 

Retrospective  review  of  457  breech  de- 
liveries failed  to  reveal  a significant  improve- 
ment in  mortality  and  morbidity  rates  for 
infants  delivered  by  cesarean  section  vs 
vaginal  delivery.  A slight  but  insignificant 
improvement  in  salvage  was  found  for  the 
1,000-  to  1,500-g  weight  category  when  de- 
livery was  by  cesarean  section.  Most  of  the 
deaths  in  the  < 1,500-g  breech  presentations 
were  associated  with  hyaline  membrane  disease 
or  congenital  defects  incompatible  with  life 
and  sepsis,  rather  than  directly  related  to  the 
manner  of  breech  delivery. 

Vaginal  Breech  Delivery  or  Cesarean 
Section  — B.  V.  Lewis  (Watford  General 
Hosp,  Herfordshire,  United  Kingdom)  and 
H.  R.  Seneviratne,  Am  J Obstet  Gynecol 
134:615-618  (July  15)  1979. 

In  579  singleton  breech  deliveries  the  total 
perinatal  mortality  was  10.4%  and  the  cor- 
rected perinatal  mortality  was  0.67%.  There 
were  452  infants  delivered  vaginally  (78.1%) 
and  127  delivered  by  cesarean  section  (21.9%). 


The  perinatal  mortality  was  very  high  in  the 
premature  breech  delivery  and  in  the  low- 
birth-weight  infant.  Cesarean  section  should 
be  used  to  avoid  a traumatic  vaginal  delivery 
and  it  should  be  used  more  liberally  in  the 
mature  breech,  but  it  is  unlikely  that  cesarean 
section  rates  in  excess  of  50%  will  significantly 
reduce  the  perinatal  mortality.  More  informa- 
tion is  required  as  to  whether  extending  the 
indications  for  cesarean  section  in  the  low- 
birth-weight  infant  will  further  reduce  mor- 
tality. 

Airways  Obstruction  in  Rheumatoid 
Arthritis  — D.  M.  Geddes  et  al  (Brompton 
Hosp,  London,  England)  Ann  Rheum  Dis 
38:222-225  (June)  1979. 

Because  of  the  reported  association  between 
rheumatoid  arthritis  (RA)  and  obliterative 
bronchiolitis,  the  authors  determined  the 
prevalence  of  airflow  obstruction  in  unselected 
patients  with  RA  and  normal  chest  radio- 
graphs. Spirometry  was  performed  on  100 
patients  with  rheumatoid  arthritis  and  84 
control  subjects  matched  for  age,  sex,  and 
smoking  habits.  Patients  with  RA  had  sig- 
nificantly lower  values  for  FEVi,  FVC, 
FEVi/FVC,  and  MMEFR  when  compared  with 
the  controls:  39  patients  had  abnormal 
spirometry  and  at  least  32  showed  airways 
obstruction.  The  prevalence  of  airflow  obstruc- 
tion was  remarkably  high;  airway  disease  may 
be  the  most  common  form  of  lung  involvement 
in  rheumatoid  arthritis. 

Diet  and  Serum  Cholesterol  — D.  R. 

Jacobs,  Jr,  et  al  (School  of  Public  Health, 
Univ  of  Minnesota,  Minneapolis,  MN  55455) 
Am  J Epidemiol  110:77-87  (July)  1979. 

The  confounding  that  results  from  the 
uncontrolled  conditions  under  which  most 
epidemiologic  observations  are  made  is  suf- 
ficient to  undermine  their  validity  with  respect 
to  investigation  of  the  relationship  between 
diet  and  serum  cholesterol.  In  this  article,  the 
authors,  using  both  a mathematical  model  and 
reference  to  empirical  data,  show  that  if 
certain  variances  are  sufficiently  great,  even 
when  there  is  cause  and  effect,  correlation 
coefficients  close  to  zero  would  be  expected 
from  the  actual  data  of  a cross-sectional  study. 
Cross-sectional  designs  are  therefore  not 
suitable  for  studying  this  relationship. 
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The  professional  source  of 
modern  anorectal  comfort 
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ANUSOL-HC'  SUPPOSITORIES 

Hemorrhoidal  Suppositories 

ANUSOL-HC  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description;  Each  Anusol-HC  Suppository  contains  hydrocor- 
tisone acetate.  10  0 mg;  bismuth  subgallate,  2 25%;  bismuth 
resorcin  compound,  1.75%;  benzyl  benzoate,  1.2%,  Peruvian 
balsam,  1.8%;  zinc  oxide,  1 1.0%;  also  contains  the  following 
inactive  ingredients:  dibasic  calcium  phosphate,  and  certified 
coloring  m a hydrogenated  vegetable  oil  base 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone 
acetate.  5.0  mg,  bismuth  subgallate,  22.5  mg;  bismuth 
resoron  compound,  17  5 mg;  benzyl  benzoate,  12.0  mg; 
Peruvian  balsam,  18.0  mg;  zinc  oxide,  1 10  0 mg;  also  contains 
the  following  inactive  ingredients;  propylene  glycol,  propyl- 
paraben, methytparaben,  polysorbate  60  and  sorbitan 
monostearate  in  a water-miscible  base  of  mineral  oil.  glyceryl 
stearate  and  water 

Indications;  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain  and 
discomfort  in;  external  and  internal  hemorrhoids,  proctitis, 
papillits,  ctyptitis.  anal  fissures,  incomplete  fistulas  and  relief  of 
local  pain  arxl  discomfort  following  anorectal  surgery. 

Anusol-HC  Cream  is  also  indicated  for  pruritus  ani. 


Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can  be 
maintained  on  regular  Anusol®  Suppositories  or  Ointment 
Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations 
Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established  Therefore,  during  pregnancy, 
they  should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time. 

Precautions:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

If  irritation  develops,  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  and  appropriate 
therapy  instituted 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted.  If  a 
favorable  response  does  not  occur  promptly,  the  cortico- 
steroid should  be  discontinued  until  the  infection  has  been 
adequately  controlled 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 

Anusol-HC  IS  not  for  ophthalmic  use 
Dosage  and  Administration:  Anusol-HC  Suppositories  — 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the 
anus  Insert  one  suppository  in  the  morning  and  one  at 


bedtime  for  3 to  6 days  or  until  inflammation  subsides.  Then 
maintain  patient  comfort  with  regular  Anusol  Suppositories 
Anusol-HC  Cream  — Adults.  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the 
exterior  surface  and  gently  rub  in.  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying  gentle 
continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 
to  6 days  until  inflammation  subsides  Then  maintain  patient 
comfort  with  regular  Anusol  Ointment. 

NOTE:  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand  or  machine 
washing  with  household  detergent. 

How  Supplied:  Anusol-HC  Suppositories—  boxes  of  12 
(N  0047-0089-12)  and  boxes  of  24  (N  0047-0089-24)  in 
silver  foil  strips  with  Anusol-HC  W/C  printed  in  black 
Anusol-HC  Cream  — one-ounce  tube  (N  0047-0090-01) 
with  plastic  applicator. 

Store  between  59°-86“  F (15°-30°  C). 

Full  information  is  available  on  request 
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’hysicians'  Classified— 

VACATION  AT  9,000  FEET:  Rocky  Mountain 
National  Park,  Winter  Park  chalet,  sleeps  10-12, 
hot  tub,  all  amenities.  Available  in  area:  golf,  tennis, 
fishing,  boating,  float  trips,  hiking,  trail  riding, 
chairlift  I'ide,  more.  Summer  rates.  Write  or  call: 
Doctor  John  Douthit,  1025  Garfield,  Fort  Collins, 
Colorado  80524,  (303)  484-5687. 

FAMILY  PRACTICE  - NEUROLOGY.  JOIN  IN 
PARTNERSHIP  OR  INDIVIDUAL  practice  in  a 
professional  building  attached  to  a 350-bed  JCAH 
hospital.  Located  in  northeastern  Iowa  city  of 
100,000  with  drawing  area  over  275,000.  Presently, 
a large  segment  of  this  population  is  without 
complete  medical  care.  The  hospital  provides  a 
minimum  fee  guarantee  for  some  practice  openings. 
All  specialties  are  currently  on  active  hospital  staff 
and  relief  coverage  is  available.  Please  contact: 
James  T.  Walter,  President,  Allen  Memorial  Hospi- 
tal, 1825  Logan  Avenue,  Waterloo,  Iowa  50703  or 
call:  (319)  235-3987. 

MEET  COPPER  MOUNTAIN,  COLORADO: 
The  resort  to  consider  for  your  next  association 
meeting.  Just  an  hour  and  one  half  west  of  Denver 
on  1-70.  The  magnificent  Alpine  setting  overlooks 
Colorado’s  Gorge  and  ten  mile  ranges.  Golf,  tennis, 
horseback  riding,  fishing,  and  gourmet  restaurants 
within  walking  distance  from  your  condominium. 
River  rafting,  jeep  tours  and  ghost  towns  close  at 
hand.  Meeting  facilities  for  groups  from  50-200 
people.  Condominium  lodging  from  $17.50  per 
person,  double.  Call  Sales  Director  (303)  668-2882, 
or  write,  P.O.  Box  1,  Copper  Mountain,  Colorado 
80443. 

TEXAS  NEEDS  DOCTORS!  — Excellent  op- 
portunities for  GP’s,  pediatricians,  internists, 
orthopods,  and  OB/GYN  in  several  small  towns 
(pop.  25,000)  throughout  the  state.  Also  excellent 
openings  for  neonatologist,  perinatologist,  ENT 
and  GP  in  Dallas.  Generous  guarantees  and  perks. 
Contact  Texas  Doctors  Group,  Suite  500,  815 
Brazos,  Austin,  Texas  78701,  Telephone  (512)  476- 
7129. 


WANTED:  Family  Practice  physician.  Board 
certified,  OB  experienced,  to  join  prepaid  group  of 
seven  FP’s.  Salary  mid-50’s  with  excellent  fringes. 
Send  curriculum  vitae  to:  J.  L.  Lucas,  M.D.,  Medical 
Director,  17th  & “N”  Street,  Lincoln,  Nebraska 
68508  Telephone:  (402)  475-7000. 

EMERGENCY  ROOM  PHYSICIAN:  Director- 
ship and/or  emergency  department  position  avail- 
able May  1,  in  Scottsbluff.  New  ED  and  ICU 
facilities.  Total  compensation  $55-75K  including 
pension-profit  sharing,  health  and  life,  malpractice, 
CME,  relocation.  Send  CV  to  John  Stevens,  M.D., 
P.O.  Box  8013,  Fresno,  CA  93747. 

EMERGENCY  MEDICINE  OPPORTUNITY 
AVAILABLE:  Opportunity  to  join  two  other 
physicians  in  providing  emergency  care  in  this 
attractive  community  located  in  the  central  portion 
of  the  state.  Excellent  income  while  enjoying  the 
freedoms  of  flexible  scheduling  and  no  on-call 
responsibilities.  Professional  liability  insurance 
provided.  For  details,  send  credentials  in  con- 
fidence to  Mr.  William  Salmo,  Chase  Stone  Center, 
Holly  Sugar  Building,  Suite  440,  Colorado  Springs, 
Colorado  80903,  or  call  collect,  (303)  471-4981. 

COUNTRY  ESTATE:  Custom  designed  English 
Tudor  home  on  beautiful  acreage  with  panoramic 
view  — yet  only  minutes  from  midtown  Omaha. 
From  the  moment  you  step  into  the  lovely  quarry 
tiled  entry,  you’ll  notice  the  elegant  appointments 
— rich  woods  used  in  floors  and  trim,  brass  fixtures, 
attention  to  detail  throughout.  Completely  equip- 
ped kitchen  to  thrill  the  gourmet  cook,  with  space 
for  informal  dining  in  the  breakfast  area.  (Or  would 
you  rather  dine  on  the  adjoining  patio  and  watch 
the  sunset?)  Warm  wood  paneling,  a full  wall  of 
book  shelves,  old  brick  fireplace  and  french  doors 
to  the  patio  add  charm  to  the  handsome  family 
room.  Oak  stairs  lead  to  the  second  floor  with  its 
four  bedrooms,  ample  closets  and  access  to  an 
immense  expandable  attic.  For  a private  showing  or 
for  more  information,  please  call  Susan  Buchanan, 
Allen,  Young  & Associates,  (402)  330-2600  or  (402) 
289-4082. 
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□ Proven  antianxiety  performance 

□ An  unsurpassed  safety  record 

□ Predictable  patient  response 

□ Minimal  effect  on  mental  acuity  at 
recommended  doses 

□ Minimal  interference  with  many 
primary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  antihypertensive  agents 


Before  prescribing,  piease  consult  complete  product  infor- 
mation. a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  various  disease  states.  Efficacy  beyond 
four  months  not  established  by  systematic  clinical  studies. 
Periodic  reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
ities required  for  tasks  such  as  driving  or  operating  ma- 
chinery may  be  impaired,  as  may  be  mental  alertness  in  chil- 
dren. and  that  concomitant  use  with  alcohol  or  CNS  depres- 
sants may  have  an  additive  effect.  Though  physical  and  psy- 
chological dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbi- 
turates. have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilixers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  rf  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  six.  limit  to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally  not  recom- 
mended. if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e.q. . excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  de- 
pression; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  has  not  been  es- 
tablished clinically 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment. but  are  also  occasionally  observed  at  the  lower  dos- 
age ranges.  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion. extrapyramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis).  Jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral— Adults:  Mild  and  moderate  anxiety  and  ten- 
sion. 5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states.  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b i d.  to  q.i.d.  (See 
Precautions.) 

Supplied:  Librium  ®(chlordiazepoxide  HCI)  Capsules.  5 
mg.  10  mg  and  25  mg— bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  available  in  trays  of  4 reverse-number- 
ed boxes  of  25.  and  in  boxes  containing  10  strips  of  10; 
Prescription  Paks  of  50.  available  singly  and  in  trays 
of  10.  Libritabs  ®(chlordiazepoxide)  Tablets.  5 mg. 

10  mg  and  25  mg— bottles  of  100  and  500.  With  re- 
spect to  clinical  activity,  capsules  and  tab- 
lets are  indistinguishable. 
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Highly  specific  calming  actbn 
virtually  free  of  unwanted 
side  effects:  this  was  the  remarkable 
clinical  pix>mise  of  Librium  thiordiazepoxideHCi). 
And  today  this  promise  continues  to  be 
fulfilled  in  a wide  variety  of  patients 
you  see  ever  y day. 


The  published  record  on  Hum  is 
enormous.  So  large,  in  fa«  t had  to 
be  put  into  a computer  dal  >ank  and 
retrieval  system.  It's  a recot  that 
shows  Librium  Is  highly  effec*  ye  in  re- 
lieving anxiety;  that  Librium  is  seldom 
associated  with  serious  side  eft  cts? 
that  Librium  rarely  Interferes  wii-h 
mental  acuity  at  proper  doses;  that 
Librium  Is  used  concomitantly  with 
primary  medications.  However,  as 
with  all  CNS  agents,  patients  should 
be  warned  against  hazardous 
activities  requiring  complete 
alertness,  and  about 
possible  combined  effects 
with  alcohol. 
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chbrdiazepoxide  HO/Roche 
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5mg,  10mg,25mg  capsules 
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ofanxiety 


chlordiazepoxideHCl/Roche 

Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  ten^^ion  occurring  alone  or 
accompanying  various  disease  states.  Efficacy  beyond  four 
months  not  established  by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug 

Warnings:  Warn  patients  that  mental  and  or  physical  abilities 
required  for  tasks  such  as  driving  or  operating  machinery  may 
be  impaired,  as  may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  depressants  may  have  an 
additive  effect.  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution 
in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage:  withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
SIX.  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated  Not  recommended  in  children  under  six 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  indi- 
vidual pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion Paradoxical  reactions  (e  g . excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion, suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  oc- 
cur, especially  in  the  elderly  and  debilitated  These  are  revers- 
ible in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges  In  a tew 
instances  syncope  has  been  reported.  Also  encountered  are  iso- 
lated instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests  advisable  dur- 
ing protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  ef- 
fects. Oral-Adults  Mild  and  moderate  anxiety  and  tension,  5 or 
10  mg  t i.d  or  q.i.d.,  severe  states.  20  or  25  mg  t./.d.  or  q./.d 
Geriatric  patients:  5 mg  b / d to  q.i.d  (See  Precautions.) 
Supplied:  Librium"  (chlordiazepoxide  HCI)  Capsules.  5 mg.  10 
mg  and  25  mg  - bottles  of  100  and  500,  Tel-E-Dose*  packages 
of  100.  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10,  Libritabs"  (chlordiazepoxide) 
Tablets.  5 mg,  10  mg  and  25  mg — bottles  of  100  and  500,  With 
respect  to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable 
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Relation  Between  Medicines  Sweetened 
With  Sucrose  and  Dental  Disease  — I.  F. 

Roberts  (St  George’s  Hosp,  London,  Eng- 
land) and  G.  J.  Roberts,  Br  Med  J 2:14-16 
(July  7)  1979 

The  teeth  of  44  children  younger  than  6 
years  old  who  had  been  taking  syrup  medicines 
regularly  for  at  least  six  months  were  com- 
pared with  those  of  a control  group  of  47 
children  of  similar  ages.  Dental  disease  was 
assessed  by  measuring  dental  caries,  dental 
plaque,  and  gingivitis.  The  children  who 
received  sucrose-based  medicines  had  sub- 
stantially more  carious  teeth  and  gingivitis. 
Liquid  medicines  for  children  should  be  either 
unsweetened  or  sweetened  with  noncariogenic 
substances. 
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f)atienl,  if  a picture  of  the  patient  is  included, 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  I'se  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 
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News  items  must  be  received  by  the  first  of  the  month  to  be  included 
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WE’RE  OPEN! 


GET  FACTS 

NOW! 


The  AMS  404  is  a highly  sophisticated  medica 
information  system  designed  to  streamline  the  mos 
cumbersome  and  time  consuming  tasks  that  youl 
office  staff  face  daily.  By  taking  advantage  of  iti 
inherent  minicomputer  capabilities,  you  caif 
electronically  store,  retrieve,  and  manipulate  pertiner 
patient  information  on  command  to  automaticall'| 
process  all  insurance  claims,  produce  billing  records 
and  access  schedule  appointments.  No  longer  will  yoil 
be  sorting  through  endless  ledger  sheets  to  fin([ 
account  balances.  Hours  of  non-productive  time  one 
spent  in  photocopying  monthly  statements  and  I.R.5 
required  annual  service  summaries  for  patients  ca^ 
now  be  more  effectively  utilizec 


ACCOUNTS  RECEIVABLE . SERVICE  REPORT  ANALYSIS . STATEMENTS . ETC. 


% 
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THE 

AMS  404 
MEDICAL  INFORMATION  SYSTEM 


FROM 


COIVIPUTER  SYSTEMS, INC. 


Contact: 

Gary  L Green 

COMPUTER  SYSTEMS,  INC. 
611  North  27th 
Lincoln,  NE  68503 


CALL  4021474-2800  TODAY  FOR  A DEMONSTRATION  OR  FURTHER  INFORMATION 


ANUSOL-HC 


SUPPOSITORIES/CREAM  WITH  HYDROCORTISONE  ACETATE 

I - 

#1  prescribed  hemorrhoidal  prodi|ct  | ^ | 


ANUSOL-HC'  SUPPOSITORIES 

Henx>rrhoKlal  Suppositories 

ANUSOL-HC'  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocor- 
tisone acetate,  10  0 mg,  bismuth  subgallaie,  2 25%,  bismuth 
resoron  compound.  1.75%;  benzyl  benzoate.  1 2%;  Peruvian 
balsam,  1.8%;  zifK  oxide,  11.0%,  also  contains  the  following 
inactive  ingredients;  dibasic  calcium  phosphate,  and  certified 
cok>nng  in  a hydrogenated  vegetable  oil  base 
Each  gram  of  Anus6-HC  Cream  contains  hydrocortisor^ 
acetate.  5.0  mg;  bismuth  subgallate,  22.5  mg.  bismuth 
resoron  compound,  17.5  mg;  benzyl  benzoate,  12  0 mg; 
Peruvian  balsam.  18.0  mg;  zinc  oxi^,  1 10.0  mg;  also  contains 
the  following  inactive  ingredients;  propylene  glycol,  propyl- 
paraben. methylparaben.  polysorbate  60  and  sorbitan 
monostearate  in  a water-miscible  base  of  mineral  oil.  glyceryl 
stearate  arxJ  water. 

Indications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain  and 
ctecomfort  in:  external  and  Internal  hemorrhoids,  proctitis, 
papillits.  cryptftis,  anal  fissures,  incomplete  fistulas  and  relief  of 
local  pain  and  discomfort  following  anorectal  surgery 
Anusol-HC  Cream  is  also  indicated  for  pruritus  ani. 


Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can  be 
maintained  on  regular  Anusd*  Suppositories  or  Ointment. 
Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  contrair>dicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 
Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  rtot  been  fully  established  Therefore,  during  pregnancy, 
they  should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time 
Precautions:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

If  irritation  develops.  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  and  appropriate 
therapy  instituted 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted.  If  a 
favorable  response  does  not  occur  promptly,  the  cortico- 
steroid should  be  discontinued  until  the  infection  has  been 
adequately  controlled. 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 

Anusol-HC  IS  not  for  ophthalmic  use. 

Dosage  and  Administration:  Anusol-HC  Suppositories  — 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the 
anus  Insert  one  suppository  in  the  morning  and  one  at 


bedtime  for  3 to  6 days  or  until  inflammation  subsides.  Then 
maintain  patient  comfort  with  regular  Anusol  Suppositories 
Anusol-HC  Cream — Adults:  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the 
exterior  surface  and  gently  rub  in.  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying  gentle 
continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 
to  6 days  until  inflammation  subsides.  Then  maintain  patient 
comfort  with  regular  Anusol  Ointment 
NOTE:  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabnc  by  hand,  or  machine 
washing  with  household  defergenf. 

How  Supplied:  Anusol-HC  Suppositories—  boxes  of  12 
(N  0047-0089-12)  and  boxes  of  24  (N  0047-0089-24)  in 
silver  foil  strips  with  Anusol-HC  W/C  printed  in  black 
Anusol-HC  Cream  — one-ounce  tube  (N  0047-0090-01) 
with  plastic  applicator. 

Store  between  59®-86'’  F {15®-30“  C). 

Full  information  is  available  on  request. 

©1980  Warner-Lambert  Company  00022  PD-JA-0234-I-P 

PARKE-DAVIS 

Div  of  Warner-Lambert  Co 
Morris  Plains,  NJ  07950  USA 


An  Outbreak  of  Influenza  Aboard  a Com- 
mercial Airliner  — R.  Moser  et  al 
(Alaska  Investigations  Div,  Center  for 
Disease  Control,  Anchorage,  AK  99501) 
Am  J Epidemiol  110:1-6  (July)  1979. 

A jet  airliner  with  54  persons  aboard  was 
delayed  on  the  ground  for  three  hours  because 
of  engine  failure  during  a takeoff  attempt. 
Most  passengers  stayed  on  the  airplane  during 
the  delay.  Within  72  hours,  72%  of  the 
passengers  became  ill  with  symptoms  of 
cough,  fever,  fatigue,  headache,  sore  throat, 
and  myalgia.  One  passenger,  the  apparent 
index  case,  was  ill  on  the  airplane,  and  the 
clinical  attack  rate  among  the  others  varied 
with  the  amount  of  time  spent  aboard.  Virus 
antigenically  similar  to  A/Texas/1/77  (H3N2) 
was  isolated  from  eight  of  31  passengers 
cultured,  and  20  of  22  ill  persons  tested  had 
serologic  evidence  of  infection  with  this  virus. 
The  airplane  ventilation  system  was  inopera- 
tive during  the  delay  and  this  may  account  for 
the  high  attack  rate. 


Temporal  and  Regional  Variation  in 
Hysterectomy  Rates  in  the  United 
States,  1970-1975  — A.  M.  Walker  and  H. 
Jick  (Boston  Collaborative  Drug  Surveil- 
lance Program,  Boston  Univ  Medical  Center, 
Waltham,  MA  02154)  Am  J Epidemiol  110: 
41-46  (July)  1979. 

Regional  hysterectomy  rates  in  the  United 
States  for  1970  and  1975  have  been  estimated 
from  a sample  of  hospital  discharges.  All 
rates  were  corrected  for  the  number  of  women 
truly  at  risk,  that  is,  with  uteri  intact;  and 
regional  and  age-specific  estimates  of  uterine 
prevalence  in  1975  are  provided.  The  rates 
rose  by  one  third  during  1970-75,  with  the 
increase  taking  place  nearly  uniformly  over  all 
ages  below  65  years.  Rates  were  greatest  for 
40-  and  44-year-old  women,  but  in  1970  there 
was  a secondary  peak  for  women  between  the 
ages  of  65  and  69  years.  That  peak  dis- 
appeared with  rising  rates  for  younger  women 
in  1975.  P’or  women  younger  than  35  years,  the 
hysterectomy  rate  was  three  times  higher  in 
the  South  than  in  the  Northeast. 
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Tenuate'  (S 

(diethylpropion  hydrochloride  NF| 

Tenuate  Dospan' 

(diethylpropion  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Briel  Summary 

INDICATION;  Tenuate  and  Tenuate  Oospan  are  indicated  in  the 
management  o1  exogenous  oDesity  as  a short  term  adjunct  la  lew 
weeks)  in  a regimen  ol  weight  reduction  based  on  caloric  restriction. 
The  limited  uselulness  ot  agehts  ol  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  ot  drug 
abuse  During  or  within  14  days  lollowing  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  II  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  In  an  attempt  to  increase  the  ellect.  rather  the  drug 
should  be  discontinued  Tenuate  may  impair  the  ability  ot  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle,  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  ol  a weight 
reduction  program  Abuse  of  amphetamines  ano  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certam  drugs,  may  be  severe 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion. changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes 
The  most  severe  manifestation  ol  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  ahd  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks  Use  tn  Chtldren  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS;  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  ot  with  symptomatic  cardiovascular 
disease.  Including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Teouate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine  The  least  amount  feasible  should  be 
prescribed  or  dispensed  atonetime  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  ol 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  ol  blood  pressure,  precordlal  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthyyoung 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System  Overstimulation,  nenrousness.  restlessness,  dizziness,  |it- 
teriness.  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gastrointestinal 
Oryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting, abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestmal  distur- 
bances. Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upset  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Mrsce/faneous  A variety  of  miscellaneous  adverse  reactions 
has  beeh  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria.  increased  sweating,  and 
polyuria 

DOSAGE  ANO  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): Ohe  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride)  controlleo-release  One  75  mg 
tablet  daily,  swallowed  whole,  in  midmorning  Tenuate  is  not  recom- 
mended lor  use  In  children  under  12  years  ol  age 
OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness. tremor,  hyperreflexia.  rapid  resoiration.  confusion,  assault- 
iveness. hallucinations,  panicsiates  Fatigue  and  depressionusually 
follow  the  central  stimulation  Cardiovascular  effects  include  arrhyth- 
mias. hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  ol  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  iRegitine'l  has  been  suggesteifon  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey.  Puerto  Rico  00633 
Direct  Medical  Inauiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  ol  Richardson-Meriell  Inc 
Cincinnali,  Ohio  45215,  USA 
Licensor  ol  Merrell’ 

References:  1 . Citations  available  on  request  from  Medical  Research 
Department,  MERRELL-NATIONAL  LABORATORIES,  Cincinnati. 
Ohio  45215  2.  Hoekenga.  M T . O'OillonlDillon),  R H , and  Leyland. 
H M A comprehensive  review  of  diethylpropion  hydrochloride  In 
Central  Mechanisms  ol  Anorectic  Drugs.  S GarattiniandR  Samanm. 
Ed  New  York  Raven  Press.  1978.  pp  391  404 
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wa  useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often  require 
strict  appetite  control  and  a successful  program  of  weight 
reduction  may  tend  to  diminish  the  incidence  or  severity  of  the 
complications  in  some  patients.  Diethyl propion  hydrochloride 
has  been  reported  useful  in  such  patients  and  while  it  is  not 
suggested  that  Tenuate  itself  in  any  way  reduces  the 
complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen.  Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension; 
see  additional  Warnings  and  Precautions  on  the  opposite  page. 

In  uncomplicated  overweight. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness. 

The  anorectic  effectiveness  of  diethyl  propion  hydrochloride  is 
well  documented.  Nolessthan  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
the  unique  chemistry  of  Tenuate  provides  “.  . anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation ’2  Compared  with  the  amphetamines,  diethyl  propion 
has  minimal  potential  for  abuse. 

Tenuate-it  makes  sense. 

And  it’s  responsible  medicine. 


•Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adultonset  diabetes,  and  other  diseases. 

Merrell 


For  prescribing  information  see  opposite  page. 


antianxiety/antisecretory/antispasmodic 

for  adjunctive  therapy  of  duodenal  ulcer* 
and  irritable  bowel  syndrome  * 


Librax 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows; 

Indications;  Based  on  a review  of  this 
drug  oy  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows 
"Possibly " effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  col- 
itis) and  acute  enterocolitis. 

Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation 

Contraindications;  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or 
clidinium  Bromide 

Warnings;  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS 
depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  (e  g . operat- 
ing machinery,  driving).  Physical  and  psychologi- 
. cal  dependence  rarely  reported  on  recommended 
' doses,  but  use  caution  in  administering  Librium* 
M9j^^<^'3zepoxide  HCI/Roche)  to  known  addic- 


tion-prone individuals  or  those  who  might  increase 
dosage,  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions;  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially.  Increase  gradually  as 
needed  and  tolerated)  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical 
reactions  reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression  suicidal  tend- 
encies may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coagulation 
reported  very  rarely  In  patients  receiving  the  drug 


and  oral  anticoagulants,  causal  relationship  not 
established 

Adverse  Reactions;  No  side  effects  or  manifes 
tations  not  seen  with  either  compound  alone 
reported  with  Librax  When  chlordiazepoxide  Hr 
IS  used  alone,  drowsiness,  ataxia,  confusion  ma 
occur,  especially  In  elderly  and  debilitated  avc 
able  in  most  cases  by  proper  dosage  adjustmt-- 
but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  re^rted  in  a few  instances  Ai 
encountered  isolated  instances  of  skin  eruptioi' 
edema,  minor  menstrual  irregularities  nausea  a 
constipation,  extrapyramidai  symptoms  mcreav  B 
and  decreased  libido — all  infrequent,  generally 
controlled  with  dosage  reduction,  changes  in  Ef 
patterns  may  appear  during  and  after  treatment 
blood  dyscrasias  (including  agranulocytosis).  I 
jaundice,  hepatic  dysfunction  reported  occasioi ! 
ally  with  chiordiazepoxide  HCl,  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents.  / e , dryness  of  mouth,  blurring  oT  vision  I 
urinary  hesitancy,  constipation  Constipation  hdii; 
occurred  most  often  when  Librax  therapy  is  con  i 
bined  with  other  spasmolytics  and  or  low  residuJ 
diets  1 


Roche  Products.  Inc 
Manati.  Puerto  Rico  00701 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
Mr  Roger  A Tusken.  Exec.  Dir. 

1740  West  92nd  St..  Kansas  City.  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier.  M.D.,  Exec.  Dir. 

1801  Hinman  Ave..  Evanston.  Illinois  60204 
American  Academy  of  Physician  Assistants 
Donald  W.  Fisher,  Ph.D.,  Executive  Director 
2341  Jefferson  Davis  Highway.  Suite  700 
Arlington.  Virginia  22202 
American  College  of  Emergency  Physicians 
Mr.  Arthur  E.  Auer.  Executive  Director. 

3900  Capitol  City  Blvd.,  Lansing,  Michigan  48906 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
875  North  Michigan  Ave.,  Suite  3342 
Chicago,  Illinois  60611 

American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse.  .M.D..  Executive  Director 
One  E.  Wacker  Dr..  Suite  2700 
Chicago.  Illinois  60601 
American  College  of  Physicians 
Robert  H.  Moser.  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St..  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

John  L.  Dugan.  Jr..  Exec.  Vice  President 
600  Fifth  Avenue,  New  York.  New  York  10020 
American  Heart  Association  National  Center 
Mr.  Wm.  W.  Moore.  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas.  Texas  75231 
American  Hospital  Association 

Mr.  John  Alexander  McMahon.  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 
American  Medical  Association 
James  H.  Sammons.  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St..  Chicago.  Illinois  60610 
American  Societv  of  Anesthesiologists 
.Mr.  J.  W .Andes.  E xec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
Meryl  H.  Gaber,  M.D..  Exec.  Vice-Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
■Mr.  V\'illiam  R.  Ramsev.  Exec.  Dir. 

2550  "M"  Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

.Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St..  Baltimore,  .Maryland  21201 
Arthritis  Foundation 

Mr.  Clifford  M.  Clarke.  President 
3400  Peachtree  Rd..  NE,  Ste.  1101.  Atlanta.  Ga.  30326 
International  College  of  Surgeons 
Luis  Grana.  .M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr..  Chicago.  Illinois  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President-Elect 
9 Laurel.  W'ichita,  Kansas  67206 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry.  Exec.  Dir. 

205  East  42nd  St..  New  York.  N.Y.  10017 
National  Rehabilitation  Association 
1522  "K"  St.,  N.W.,  Suite  1120, 

Washington,  D.C.  20005 
Radiological  Society  of  North  America 
Hillier  L.  Baker,  Jr.,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook.  Illinois  60521 
Southwestern  Surgical  Congress 
James  H.  Rickman.  M.D. 

630  North  Cotner,  Suite  102,  Lincoln,  Nebraska  68505 
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ORGANIZATIONS,  STATE- 

American  Cancer  Society,  Nebraska  Divis'ou.  Inc. 

Don  W.  McClure,  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210. 

6910  Pacific  Street.  Omaha  68106 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Din  . lor 
7377  Pacific  St.,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street.  Omaha  68131 
American  Lung  Association  of  Nebraska 

Mr.  Edward  Carter,  Executive  Director 
7363  Pacific.  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267.  1701  “E”  St..  Lincoln  68501 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner.  Executive  Director 
120  No.  69th  St..  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California.  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
Karen  Mundv.  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

6901  Dodge  Street,  Room  104,  Omaha  68132 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Building,  Lincoln  68509 
Senator  Thomas  C.  Kennedy.  Director 
Kidney  Foundation  of  Nebraska 

Karen  Engelsman,  Acting  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St..  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Mr.  Harrison  J.  Welch,  Executive  Director 
740  Keeline  Bldg.,  319  So.  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
John  F.  Aita,  M.D.,  Secretary-Treasurer 
2302  North  55th  St.,  Omaha  68104 
Nebraska  Academy  of  Ophthalmology 
Richard  Meissner.  M.D.,  President 
434  The  Doctors  Building.  Omaha  68114 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 
Nebraska  Academy  of  Physician  Assistants 
Michael  J.  Grutsch,  P.A.C. 

Box  906,  Imperial  69033 
Nebraska  Association  of  Nuclear  Physicians.  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  and  Dewey  Avenue.  Omaha  68105 
Nebraska  Association  of  Pathologists 
Wayne  Markus,  M.D.,  Sec’y  -Treas. 

Lutheran  Medical  Center  Laboratory, 

515  So.  26th  St.,  Omaha  68103 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
Wesley  G.  Wilhelm,  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  Hascall  St..  Omaha  68124 

Nebraska  Chapter  — American  Academy  of  Pediatrics 
Warren  G.  Bosley.  M.I)..  Chairman 
418  West  Division,  Grand  Island  68801 
Nebraska  Chapter  — American  College  of  Emergency  Physicians 
Jeanette  M.  F^ergam,  M.D.,  Secretary-Treasurer 
502  South  44th  Street.  Omaha  68105 
Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith.  M.D..  Secretary-Treasurer 
8300  Dodge  St.  -('124.  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.  Omaha  68132 
Nebraska  Denial  Association 

I).  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Tama  Krause,  R.I).,  President 
418  Oak  Drive,  Wayne  68787 
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Nebraska  Easter  Seal  Society 

David  E.  Evans,  Executive  Director 
P.O.  Box  14204,  West  Omaha  Station, 

12177  Pacific  St,  Omaha  68114 
Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road.  Suite  129.  Omaha  68106 
Nebraska  Health  Care  Association 
Mr.  Bernard  Dana,  Interim  President 
3100  “0”  Street,  Suite  7.  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833.  1335  “L"  St,  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue.  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff.  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff.  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording.  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D..  Secretary 

Embassy  Plaza  #290,  90th  & West  Dodge  Rd..  Omaha  68114 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs.  Executive  Secretary 
Dr.  Robert  P.  Marshall.  Executive  Director 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton.  Jr.,  M.D.,  Director 
602  South  45th  St..  Omaha  68106 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  10.  Dodge  Professional  Center 
8601  W.  Dodge  Road.  Omaha  68114 
Nebraska  Public  Health  Association 
D.  Mike  Wight,  President 
301  Centennial  Mall  South.  Lincoln  68509 

The  Nebraska  Radiological  Society  — A Chapter  of  the 
American  College  of  Radiology 
.Allen  I).  Dvorak.  M.D..  President 
St.  Joseph  Hospital 
601  No.  ;ioth  St..  Omaha  681.31 
Nebraska  Region  — American  College  of  Physicians 
Bowen  E.  Taylor.  M.D..  F.A.C.F^. 

Gov.  for  Nebr..  P.O.  Box  81009.  Lincoln  68501 
Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  Street.  Lincoln  68506 
Nebraska  Society  of  Internal  Medicine 
Vernon  G.  Ward.  M.D..  President 
309  Doctors  Bldg.  Omaha  68131 
Nebraska  Society  for  Medical  Technologists.  Inc. 

Rodney  Roland,  MT  (ASCP),  President 
920  No.  Ash,  Gordon  69343 
Nebraska  Society  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
4600  Valley  Road.  Lincoln  68510 
The  Nebraska  Society  for  Respiratorv’  Therapy 
John  G.  Headley.  CRTT.  President 
University  of  Nebraska  Medical  Center.  42nd  & Dewey, 
Omaha  68105 

Nebraska  Society  of  Anesthesiologists 
John  R,  Allely,  M I)..  President 
Suite  255  - Second  Floor  North.  450  East  23rd. 

Memorial  Hospital.  F'remonl  68025 
Nebraska  Society  of  Radiologic  Technologists 
Pat  Englehaupt.  RT,  President 
11655  Fowler  Avenue.  Omaha  68164 
Nebraska  State  Department  of  Health 

Henry  D.  Smith.  M.D..  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers.  M.D.,  Secretary-Treasurer 
8552  Cass.  Omaha  681 14 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Bobbie  Frerich.s.  President 
7125  Starr  St,.  Lincoln  68505 
Nebraska  Urological  Association 
David  H.  Kuper,  M.D..  President 
201  Ridge  Street,  ('ouncil  Bluffs,  Iowa  51501 
Nebruska  Veterinary  Medical  Association 
Ik)b  Garey.  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel.  p]xecutive  Secretary 
7363  Pacific  St..  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Camille  Wolesensky.  Executive  Director 
1600  No.  56th  St.,  Lincoln  68504 
University  of  Nebraska  Medical  Center 
Neal  A Vunselow.  M.I)..  Chancellor 
42nd  and  Dewey  Avenue.  Omaha  68105 


WHbN 

ANXIETY 

AND 

TENSION 

MAGNIFY 


A non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

EQUAGESC 


(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


EQUAGESIC — Abbreviated  Summary 
'INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Counal  and  or  other  information.  FDA  has  classified 
the  indications  as  follows 

■'Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeleta]  disease  or  tension  headache 
Final  classification  of  the  less-than-effective  mdica- 
tx>ns  requires  further  investigation 
The  effectiveness  of  Equagesic  in  tong-term  use.  i e 
more  than  four  months,  has  not  been  assessed  by 
systematic  clinical  studies  The  physician  should  pe- 
riodically reassess  usefulness  of  the  drug  for  the  mdi- 
vxtual  patient 

CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspinn,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scnbed  tor  patients  is  advised  especially  with  those  patients 
with  known  propensiTy  for  taking  excessive  quantities  of  dnjgs 
Excessive  and  prolonged  use  m susceptible  persons  e g . 
alcoholics  former  addicts,  and  other  severe  psychoneurot- 
ICS.  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  tfie  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped  since  withdrawal  of  a "crutch" 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescnbed  Abrupt 
tiscontruance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  re- 
sultant slowing  of  reaction  time  and  impairment  of  lodgement 
and  coordination 

USAGE  IN  PREGNANCY  AND  LACTATION:  An  in- 
creased risk  of  congenital  malformations  associated  with 
the  use  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoxide.  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  In  several  studies.  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided.  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  institution  of 
therapy  should  be  considered  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  In  breast  milk  of  iactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspinn  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  tor  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuna  Very 
few  suicidal  attempts  were  fatal  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  b^n  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow 
and  slow.  CNS  stimulants,  e g . caffeine  Meirazoi.  or  am- 


phetamine. may  be  cautiously  administered  It  severe  hypo- 
tension develops  pressor  amines  should  be  used  parenteraliy 
to  restore  blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspmn  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate IS  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous. macuiopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae  ecchymoses.  penpherai  edema, 
and  fever  have  also  been  report^ 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
strtution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leuKopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  relumed  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE:  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
light-headedness,  with  uneventful  recovery  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appropriate  therapy  of 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication.  Observation 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration  watching  for  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprothrombinemia  which,  it 
It  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate. 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 
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MODERATE 

PAIN 


A therapeutic  dose 
of  acetaminophen 
in  one  tablet 


A therapeutic  dose.  # 
of  two  complementary 
analgesics 


The  convenience  and 
economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 


WHY  NOT  WYGESIC*^ 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC— Abbreviated  Summary 
INDICATION:  For  the  relief  of  mild-lo*moderale  pain. 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  aceiaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
those  patients  had  histones  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  m prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdoaagej 
DRUG  DEPENDENCE;  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantiiatively  less,  and  propoxyphene  should 
be  proscribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks,  eo.  driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  boon  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  bo  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards. 

USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosaoe  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadnne.  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol. 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomitir>g  These  seem  more  prominent  in  ambulatory 
than  in  nonambulalory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes,  light-headedness.  head- 
ache. weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  600  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  m combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics. and  other  CNS  depressants  has  an  aoditive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warninge) 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadnne 

management  of  OVEROOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosago  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
m respiratory  rate  and  or  tidal  volume.  Cheyno- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects. 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions. a prominent  feature  in  most  cases  of  severe 
poisoning.  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed.  After  the  initial  symptoms,  the  patient  may 
feel  less  ill.  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin. In  case  of  serious  hepatotoxicity.  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow.  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy.  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A i3-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan.  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV.  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repealed  as  necessary  until  the  patient  s 
condition  remains  satisfactory  in  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen.  IV  fluids,  vasopressors  and  other  suppor- 
tive measures  shouid  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetamir>ophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  (he  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
IS  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
rtophen  in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamine  (cys- 
teamine)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (6-tO 
hours)  N-acetyicy$teine  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamine.  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsirtess 
Appropriate  literature  should  be  consulted  lor  further 
information  (JAMA  237:2406-2407.  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxiciiy  may 
be  delayed  up  to  one  week  Acetamirtophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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An  added  compication... 
in  the  treatment  of  bacterial  bronchitis* 


Adverse  Reactions:  In  clinical  studies  in  1493 
patients,  adverse  effects  considered  related  to 
cefaclor  therapy  were  uncommon  and  are  listed 
below. 

Gaslroinleslinal  symptoms  occurred  In  about  2 5 
percent  of  patients  and  included  diarrhea  (1  in  70) 
and  nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  were  reported  in  about 
1 5 percent  of  patients  and  included  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and 
positive  Coombs  tests  each  occurred  in  less  than  1 
in  200  patients 

Other  effects  considered  related  to  therapy 
included  eosinophilia  (1  in  50  patients)  and  genital 
pruritus  or  vaginitis  (less  than  1 in  1 00  patients) 
Causal  Relationship  Uncertain — Transitory 
abnormalities  in  clinical  laboratory  tests  results 
have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  Information  tor  the  physician 
Hepatic — Slight  elevations  in  SCOT.  SGPT.  or 
alkaline  phosphatase  values  ( 1 in  40) 

Hematopoietic — Transient  fluctuations  in 
leukocyte  count,  predominantly  lymphocytosis 
occurring  in  infants  and  young  children  (1  in  40) 
Renal — Shght  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal 
urinalysis  (less  than  1 in  200)  [070379P] 


* tvlany  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either 
S pneumoniae  or  H influenzae  ’ 

Note:  Ceclor*  (cefaclor)  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the 
treatment  and  prevention  of  streptococcal 
infections,  including  the  prophylaxis  of  rheumatic 
fever  See  prescribing  information 
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Additional  inlormation  available  to 
the  profession  on  request  from 
Ell  Lilly  and  Company. 
Indianapolis.  Indiana  46285 
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Carolina,  Puerto  Rico  00630 


Brief  Summary. 

Consult  the  packoge  literature  tor  proscribing 
Inlormation. 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly) 

IS  indicated  in  the  treatment  of  the  following 
infections  when  caused  by  susceptible  strains  ot 
the  designated  microorganisms 
Lower  respiratory  infections,  including 
pneumonia  caused  by  Streptococcus 
pneumoniae  (Diplococcus  pneumoniae) . 
Haemophilus  influenzae,  and  S pyogenes 
(group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  ol 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporin 
group  of  antibiotics 

Warnings:  in  penicillin-sensitive  patients 
CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE 
ADMINISTERED  CAUTIOUSLY  THERE  IS  CLINICAL 
AND  LABORATORY  EVIDENCE  OF  PARTIAL 
cross-allergenicity  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN 
WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO  BOTH 
DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor.  should  be 
administered  cautiously  to  any  patient  who  has 
demonstrated  some  form  of  allergy,  particularly  to 
drugs 

Precautions:  It  an  allergic  reaction  to  cefaclor 
occurs,  the  drug  should  be  discontinued,  and.  if 
necessary,  the  patient  should  be  treated  with 
appropriate  agents,  eg,  pressor  amines, 
antihistamines,  or  corticosteroids 
Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If 
superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 
Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin 
antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side 
or  in  Coombs  testing  of  newborns  whose  mothers 
have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in 
the  presence  ol  markedly  impaired  renal  function 
Under  such  a condition,  careful  clinical  observation 
and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually 
recommended 

Usage  in  Pregnancy — Although  no  teratogenic  or 
antilertilily  effects  were  seen  in  reproduction 
studies  in  mice  and  rats  receiving  up  to  12  times  the 
maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this 
drug  tor  use  in  human  pregnancy  has  not  been 
established  The  benefits  of  the  drug  in  pregnant 
women  should  be  weighed  against  a possible  risk 
to  the  fetus 

Usage  in  Infancy — Safety  of  this  product  for  use 
in  infants  less  than  one  month  of  age  has  not  been 
established 


r 


cefaclor 


Pulvules®,  250  and  500  mg 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.'-^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae,  ^ pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinioal 
response  with  Ceclor.^ 


A Review  of  117  Partial  Nephrectomies  — 

C.  H.  Coleman  (Medical  College  of  Georgia 
School  of  Medicine,  Augusta,  GA  30901) 
and  R.  Witherington,  J Urol  122:11-13 
(July)  1979 

In  this  review  of  117  consecutive  partial 
nephrectomies,  calculi  associated  with  infec- 
tion was  the  most  common  indication  for  the 
operation.  Other  indications  included  con- 
genital anomalies,  trauma,  arteriovenous  mal- 
formations, and  tumor.  Partial  nephrectomy 
has  been  shown  to  be  a relatively  safe 
procedure,  with  a mortality  of  1.7%.  Con- 
siderable morbidity  occurred  when  stone 
and/or  infection  persisted  postoperatively. 
The  authors  emphasize  that  total  intraopera- 
tive removal  of  calcareous  debris,  appropriate 
treatment  of  associated  infection,  and  avoid- 
ance of  nephrostomy  tubes  are  important  to  a 
successful  postoperative  result.  Partial 
nephrectomy  to  remove  stones  confined  to  or 
originating  in  a diseased  calix  appears  unsur- 
passed. 

18-A  Nebraska  Medical  Journal  July  1980 


Quinamrri 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS:  For  the  prevention  and  treat- 
ment of  nocturnal  recumbency  leg  muscle 
cramps,  including  those  associated  with 
arthritis,  diabetes,  varicose  veins,  throm- 
bophlebitis, arteriosclerosis,  and  static  foot 
deformities, 

CONTRAINDICATIONS:  Because  of  the 
quinine  content,  Quinamm  is  contraindicated 
in  women  of  childbearing  potential,  in 
pregnancy,  in  patients  with  known  quinine 
sensitivity,  and  in  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency. 
Hemolysis  (with  the  potential  for  hemolytic 
anemia)  has  been  associated  with  a G-6-PD 
deficiency  in  patients  taking  quinine. 

PRECAUTIONS:  Thrombocytopenic  pur- 
pura may  follow  the  administration  of  quinine 
in  highly  sensitive  patients.  Recovery  will  fol- 
low withdrawal  of  the  medication. 

Cinchona  alkaloids,  including  quinine,  have 
the  potential  to  depress  the  hepatic  enzyme 
system  that  synthesizes  the  vitamin  K-de- 
pendent  factors.  The  resulting  hypopro- 
thrombinemic  effect  may  enhance  the  action 
of  warfarin  and  other  oral  anticoagulants. 

ADVERSE  REACTIONS:  Aminophylline 
may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizzi- 
ness, and  gastrointestinal  disturbance.  If 
ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur,  the  drug  should 
be  discontinued. 

DOSAGE  AND  ADMINISTRATION: 

1 tablet  upon  retiring.  When  necessary, 

1 additional  tablet  may  be  taken  following  the 
evening  meal. 

Product  Information  as  of  September,  1977 
U S,  Patent  2,985,558 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


STOP  USING  THE  FRENCH  SCALE 

Each  unit  in  the  French  catheter  or  sound 
scale  is  one  third  of  a millimeter  in  diameter. 
That  is  all;  there  is  no  such  thing  as  a French 
catheter.  This  leads  to  confusion,  and  I see  no 
reason  for  continuing  to  use  a system  that 
accomplishes  nothing. 

It  is  true,  the  millimeter  may  be  too  large  for 
measuring  the  diameter  of  endotracheal  tubes, 
but  the  word  French  does  not  suggest  size.  It 
prompts  people  to  order  French  catheters 
instead. 

Unfortunately,  I can  find  no  metric  sub- 
stitute for  a suitably  small  unit  of  length.  I am 
passionately  not  fond  of  the  metric  system, 
anyway;  and  I suggest  a new  unit,  a 64th  of  an 
inch,  to  be  called  the  Cole  unit,  of  course. 
There  would  be  64  of  these  units  to  the  inch, 
and  that  should  be  enough  for  measuring 
catheters. 

There  isn’t  such  a thing  as  a French  unit, 
anyway.  No  French  unit,  and  no  French 
catheter.  Give  it  up,  I say;  use  the  Cole  unit. 

F.C. 


DOCTOR  COLE’S  LITTLE  GEM 
T 4 2 BIRTH  CONTROL  SONG 

We  will  raise  a family 

A cat  for  you, 

A dog  for  me. 

F.C. 


WAS  MEDICAL  SCHOOL  A 
WASTE  OF  TIME? 

I have  spent  my  entire  professional  life  in 
anesthesiology.  And  in  four  years  in  medical 
school,  I did  not  give  or  see  anesthesia.  I 
delivered  six  babies,  and  I did  not  become  an 
obstetrician;  I delivered  200  more  during  my 
internship.  I think  I went  to  the  skin  clinic,  and 
I did  not  go  in  for  skin.  I learned  things  about 
pneumonia,  and  I never  treated  anybody  for 


pneumonia.  I took  out  hundreds  of  tonsils,  but 
none  after  I finished  training. 

I suggest  that  medical  students  and  pre- 
medics, too,  spend  a few  months  deciding  how 
they  want  to  live  their  adult  years;  I want  to  tell 
them  to  choose  their  specialties  when  they 
begin  medical  school,  not  when  it  is  over.  They 
have  all  the  evidence  they  need  then,  and 
above  all,  they  have  all  the  information  they 
are  ever  going  to  have,  in  settling  on  their 
specialties. 

The  Journal  has  for  some  time  published 
articles  by  specialists  in  various  fields,  telling 
other  doctors  what  their  professional  lives  are 
like. 

These  essays  are,  I think,  of  special  interest 
to  students. 

But  the  student  should  learn,  in  medical 
school,  what  he  needs  to  know  in  order  to 
choose  his  specialty.  There  should  be  courses 
in  this  regard,  and  he  should  talk  to  specialists 
in  all  fields,  and  he  ought  to  stay  with  them  for 
months  at  a time,  and  see  what  their  work  is 
like. 

There  is  medical  school,  and  there  is 
internship,  and  there  is  residency.  But  cannot 
specialty  training  begin  earlier,  years  earlier? 
Have  elective  courses  between  the  bachelor 
degree  and  the  doctorate.  Let  the  obstetrics- 
minded  student  watch  obstetrics  in  school,  and 
see  to  it  that  the  future  anesthesiologist 
observes  anesthesia  and  not  obstetrics.  There 
is  not  time  for  everything,  but  differentiating 
should  begin  earlier. 

It  was  a waste  of  my  time,  and  a waste  of  my 
teachers’  time  for  me  to  learn  the  little 
dermatology  I was  exposed  to.  As  an  intern,  it 
was  the  same  thing  all  over  again.  But 
residency  was  all  anesthesiology  and  nothing 
else. 

It  is  nice  to  know  everything,  but  we  cannot, 
and  today,  with  all  of  us  specializing,  we  do  not. 
It  did  me  no  good  to  deliver  200  babies;  I never 
delivered  another  one.  It  was  a waste  of  time. 

F.C. 
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WE’RE  NOT  SYMMETRICAL 

Our  outsides  may  be  symmetrical,  but  our 
insides  have  lefts  and  rights. 

Consider: 

Our  lungs  are  different. 

The  heart  is  not  quite  in  the  middle. 

And  the  left  and  right  sides  of  the  heart  are 
not  the  same. 

We  may  be  right-handed,  right-footed,  right- 
eyed, and  right-jawed;  or  left-handed,  and 
so  on. 

The  liver  is  off  to  one  side,  and  bigger  on  one 
side. 

The  spleen  is  far  from  the  midline. 

So  is  the  stomach. 

And  the  colon  takes  sides. 

The  kidneys  are  at  different  levels. 

The  brain  is  not  symmetrical.  Think  of  the 
speech  area,  and  of  being  left-handed. 
The  aortic  branches  lack  perfect  symmetry. 
Just  see  where  the  gallbladder  is. 

And  the  appendix. 

The  phrenic  nerves  may  be  not  exactly  the 
same.  The  vagus,  too. 

Then  there  are  hair  sworls,  and  fingerprints. 
And  the  cecum  is  not  in  the  middle. 

And  your  small  intestine  is  any  old  whichway. 

Nobody’s  perfect. 

F.C. 


A LAMINECTOMY  IS  NOT 
AN  OPERATION 

An  operation  on  the  front  of  you,  on  your 
belly,  that  is,  may  be  called  a laparotomy,  or  a 
celiotomy.  A surgical  procedure  on  your  back 
is  usually  a laminectomy.  But  laparotomy 
doesn’t  tell  you  what  the  surgeon  did  after  he 
got  in.  And  if  your  appendix  was  removed, 
there  is  no  need  to  say  laparotomy  and 
appendectomy;  appendectomy  will  do. 

Laminectomy  just  means  that  the  surgeon 
went  through  a lamina,  or  two  or  three  of  them; 
but  after  that,  he  may  have  removed  a disk  or  a 
spinal  cord  tumor,  or  he  may  have  done  some 
other  nasty  thing  to  you.  Laminectomy  means 
nothing,  nor  does  laparotomy  mean  anything; 
but  you  do  not  see  laparotomy  as  often  as 
laminectomy. 

Hospital  reports  commonly  list  laminectomy 
as  the  surgical  procedure  that  was  performed, 
and  the  patient  often  thinks  that  what  he  had 
was  a laminectomy;  and  the  answer  to  your 
question,  but  what  did  the  doctor  do  to  you?  is 
frequently,  I just  told  you,  he  did  a laminec- 
tomy. 

The  same  goes  for  craniotomy,  and  for 
thoracotomy;  they  don’t  tell  you  what  the 
surgeon  did.  Arthrotomy  doesn’t  either,  nor 
does  transurethral,  not  even  transurethral 
resection;  resection  of  what?  Exploratory  tells 
you  why;  it  doesn’t  say  what.  Cystoscopy  and 
endoscopy  tell  you  little.  Laminectomy  says 
less;  he  had  an  operation  on  his  back,  but  you 
don’t  know  what  the  operation  was. 

F.C. 
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IGINAL  ARTICLES 


Evaluation  of  Coronary  Hear  Disease 
Noninvasive  Methods 


The  evaluation  of  the  patient  with 
suspected  coronary  heart  dis- 
ease always  starts  with  the 
history  and  physical  examination,  the  bed- 
rock of  clinical  medicine.  Additional  nonin- 
vasive studies  in  these  patients  would  usu- 
ally include  the  chest  x-ray  and  resting 
electrocardiogram,  and  in  selected  instances 
might  include  treadmill  exercise  testing, 
ultrasound  studies,  radioisotope  studies, 
serum  enzymes  and  isoenzymes,  external 
pulse  wave  recordings,  and/or  systolic  time 
intervals.  Because  of  the  limitations  of  space, 
this  discussion  will  necessarily  be  limited  to 
a brief  review  of  three  of  these  noninvasive 
techniques  for  evaluation  of  coronary  heart 
disease:  treadmill  exercise  testing,  ultra- 
sound studies,  and  radioisotope  studies. 

ELECTROCARDIOGRAPHIC  TREAD- 
MILL EXERCISE  TEST:  The  maximal  multi- 
stage treadmill  exercise  test  involves  progressive 
stepwise  increase  in  work  load  as  determined 
by  treadmill  slope  and  speed,  using  one  of 
several  standard  protocols.  The  progression 
of  exercise  load  is  ultimately  limited  by  the 
patient’s  symptoms  such  as  chest  pain  or 
fatigue,  or  by  the  occurrence  of  potentially 
threatening  events  such  as  hypotension, 
arrhythmias,  or  significant  ischemic  ST  seg- 
ment changes  during  exercise.  Treadmill  test- 
ing provides  an  opportunity  for  an  objective 
evaluation  of  the  patient’s  exercise  tolerance, 
and  the  relationship  between  work  load  and 
symptoms,  if  any.  Other  observations  should 
include  heart  rate  and  blood  pressure  re- 
sponse to  exercise.  Coronary  heart  disease 
reduces  the  chronotropic  reserve  of  the 
heart,  which  is  the  difference  between 
maximum  and  minimum  heart  rates.  Exer- 
tional hypotension,  or  fall  in  systolic  blood 
pressure  with  progressive  exercise,  suggests 
transient  myocardial  decompensation  and 
may  reflect  global  left  ventricular  ischemia 
due  to  left  main  coronary  artery  disease  or 
severe  three  vessel  coronary  disease.  Ar- 
rhythmias such  as  atrial  or  ventricular 
premature  contractions  may  occur  during 
and  early  after  exercise  in  normals,  but  the 
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occurence  of  advanced  arrhythmias  such  as 
bursts  of  ventricular  tachycardia  correlates 
with  subsequent  risk  of  a serious  cardiac 
event  and  may  indicate  the  need  for  treat- 
ment. 

For  several  decades  there  has  been  con- 
siderable interest  in  the  value  of  exercise 
induced  ST  segment  changes  in  the  diagnosis 
of  coronary  heart  disease.  The  classic 
criteria  for  so  called  ischemic  response  has 
been  J point  depression  of  one  millimeter  or 
more,  with  flat  or  downsloping  ST  segment 
of  at  least  0.08  seconds  duration.  T wave 
changes  are  not  considered  diagnostic  for 
ischemia.  Other  criteria  have  been  proposed, 
and  some  authors  consider  a slowly  up- 
sloping  ST  segment  to  be  positive  for 
ischemia  if  it  is  still  two  millimeters  or  more 
below  the  baseline  at  0.08  seconds  after  the 
J point. 

The  correlation  between  the  ischemic  ST 
segment  response  and  the  presence  of 
underlying  coronary  heart  disease  is  not  a 
simple  one.  There  is  a disconcerting  fre- 
quency of  falsely  positive  and  falsely  nega- 
tive tests.  Adjusting  the  criteria  for  a 
positive  response  is  of  little  help,  since 
increasing  the  degree  of  ST  segment  de- 
pression required  for  a positive  test  will 
improve  specificity  but  reduce  sensitivity. 
The  converse  is  also  true.  Furthermore, 
factors  such  as  hypertension,  left  ventricular 
hypertrophy,  hypoxemia,  anemia,  hypokal- 
emia, and  drug  therapy  may  cause  or 
contribute  to  ST  segment  changes  and 
obscure  the  significance  of  a positive  test. 

There  have  been  conflicting  reports  re- 
garding the  sensitivity  and  specificity  of 
treadmill  testing  in  the  diagnosis  of  coronary 
heart  disease,  resulting  in  warring  camps  of 
proponents  and  critics.  Light  has  been  shed 
on  this  issue  lately  by  the  application  of  an 
old  principle  called  Bayes’  theorem  which 
states  that  although  the  reliability  of  a 
diagnostic  test  is  defined  by  sensitivity  and 
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specificity,  the  test  result  must  by  inter- 
preted with  reference  to  the  prevalence  of 
the  disease  in  the  population  being  studied. 
A recent  report  in  the  New  England  Journal 
of  Medicine  stirred  up  some  interest  in  the 
lay  press  by  suggesting  that  the  ischemic  ST 
segment  response  added  little  to  the  iden- 
tification of  the  coroneiry  heart  disease 
patient  beyond  what  could  have  been  pre- 
dicted on  the  basis  of  the  patient’s  sex  and 
history  of  characteristic  chest  pain.  That 
study  actually  confirmed  what  we  (and 
Bayes’  theorem)  would  have  predicted,  that  a 
positive  test  in  a person  who  has  classic 
angina  pectoris  is  probably  truly  positive,  and 
that  a positive  test  in  a person  who  has  very 
atypical  chest  pain  is  probably  falsely 
positive.  Although  the  ST  segment  response 
to  exercise  may  not  serve  as  a very  reliable 
tool  for  the  diagnosis  of  coronary  heart 
disease,  it  should  be  clearly  understood  that 
the  treadmill  test  is  still  a valuable  clinical 
tool  for  the  evaluation  of  exercise  tolerance, 
physiologic  response  to  exercise,  exercise 
induced  arrhythmias,  and  response  to 
medical  therapy. 

ECHOCARDIOGEAPHY:  The  echocardio- 
gram involves  a beam  of  ultrasound  waves 
directed  through  the  chest  wall  and  through 
the  heart,  recording  the  reflected  waves  to 
create  an  image  of  cardiac  structures.  The 
standard  M mode  study  uses  a focal  beam 
whereas  the  newer  two  dimensional  echo 
records  a cross  sectional  image  created  by 
rapid  sweeping  of  the  beam  through  an  arc 
(sector  scan).  These  studies  provide  nonin- 
vasive  visualization  of  left  ventricular  walls 
and  in  some  instances  can  demonstrate 
hypokinesis,  akinesis,  or  dyskinesis  of 
ischemic  or  infarcted  wall  segments.  Add- 
itional information  that  can  be  obtained 
noninvasively  with  .ultrasound  studies,  espe- 
cially the  two  dimensional  sector  scan, 
include  an  assessment  of  overall  left  vent- 
ricular function,  left  ventricular  aneurysm, 
left  ventricular  mural  thrombus,  and  disrup- 
tion of  mitral  valve  apparatus  by  ruptured 
papillary  muscle. 

CARDIAC  NUCLEAR  SCANNING:  Rapid 
advances  have  been  made  in  recent  years  in 
the  area  of  nuclear  scanning  techniques  in 
cardiovascular  disease.  There  are  three 
major  types  of  cardiac  nuclear  scans,  all  of 
which  involve  the  intravenous  injection  of 


radioactive  labeled  marker  followed  by 
scintillation  camera  scanning  over  the  heeurt 
to  pick  up  the  emitted  radioactivity. 

Blood  pool  scanning  involves  intravenous 
injection  of  a m£U"ker  such  as  technetium  99m 
— labeled  human  serum  albumin  or  red  blood 
cells.  The  scintillation  ceunera  detects  the 
radioactivity  being  emitted  from  the  “pool” 
of  radioactive  blood  in  the  left  ventricular 
chamber.  As  the  left  ventricular  chamber 
expands  and  contracts,  so  does  the  radio- 
active labeled  pool  of  blood  contained  in  it, 
which  is  recorded  by  the  camera  as  a moving 
image  similar  to  a dye  contrast  left  ventri- 
culogram obtained  at  cardiac  catheterization. 
This  allows  noninvasive  evaluation  of  global 
and  regional  myocardial  function,  identifi- 
cation of  left  ventricular  aneurysms,  and 
calculation  of  ejection  fraction. 

Cold  spot  scanning  uses  a radioactive 
potassium  analogue  (the  agent  of  choice  is 
currently  thallium  201)  which  is  taken  up  by 
normal  myocardial  cells  in  exchange  for 
intracellular  potassium.  A normal  scan 
therefore  shows  diffuse  and  uniform  uptake 
of  thallium  by  the  myocadium,  whereas  an 
abnormal  scan  shows  a defect  with  the  “cold 
spot”  representing  an  area  of  little  or  no 
coronary  flow.  A cold  spot  can  represent  an 
acute  myocardial  infarction,  an  old  infarction, 
or  ischemia.  In  general,  defects  on  resting 
scans  represent  infarction.  Defects  that 
appear  with  exercise  imaging  but  not  pre- 
sent at  rest  represent  ischemia.  Exercise 
thallium  scans  using  combined  electrocar- 
diographic and  nuclear  scan  criteria  have 
reportedly  improved  sensitivity  and  specific- 
ity compared  to  an  electrocardiographic  tread- 
mill test  alone.  However,  we  must  remember 
the  lesson  of  Bayes’  theorem  and  consider 
the  prevalence  of  the  disease  in  the  study 
group  in  evaluating  these  reports. 

Hot  spot  scanning  uses  a radioactive 
marker  with  an  affinity  for  damaged  myo- 
cardial cells.  The  majority  of  patients  with 
acute  myocardial  infarction  do  not  present 
diagnostic  problems  and  do  not  need  nuclear 
scanning.  However,  in  certain  circumstances 
where  electrocardiographic  and  enzyme 
studies  are  equivocal,  this  technique  can  be 
very  helpful.  The  current  favorite  agent  for 
hot  spot  scanning  is  technetium  99m 
stannous  pyrophosphate  which  is  apparently 
attached  to  mitochondrial  calcium  in  irrever- 
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sibly  damaged  cells.  A normal  technitium 
pyrophosphate  scan  therefore  shows  essent- 
ially no  myocardial  uptake  of  marker.  An 
acute  transmural  infarction  shows  heavy 
uptake  in  a localized  area  corresponding  to 
the  area  of  infarction.  A subendocardial 
infarction  shows  faint  and  diffuse  uptake  of 
marker.  It  should  be  noted  that  about  one 
third  of  patients  with  unstable  angina  with 
equivocal  or  negative  electrocardiogram  and 
enzyme  studies  also  show  faint  and  diffuse 
uptake  of  radioactive  marker.  It  is  not  clear 
at  this  point  whether  this  represents  a false 
positive  result,  or  whether  this  is  a true 
reflection  of  “subclinical”  myocardial  injury 
in  these  unstable  angina  patients.  If  tech- 
netium pyrophosphate  studies  are  done 
during  the  interval  from  twelve  hours  to  six 
days  postinfarction,  the  sensitivity  for  de- 
tection of  transmural  myocardial  infarction  is 
about  95  percent,  being  close  to  100  percent 
sensitive  for  anterior  infarcts  but  somewhat 


less  for  inferii  and  subendocardial  infarcts. 
Specificity  is  also  high  but  at  this  time  the 
exact  percentage  of  false  positive  scans  is 
uncertain.  Combined  hot  and  cold  spot 
scanning  for  detection  of  acute  myocardial 
infarction  has  been  reported  to  be  essentially 
100  percent  sensitive  (i.e.,  one  of  the  two 
was  positive  in  every  case),  but  either  of  the 
two  scanning  techniques  was  falsely  negative 
in  15  percent. 

Noninvasive  studies  of  patients  with 
coronary  heart  disease  can  provide  indirect 
evidence  of  coronary  artery  disease  (treadmill 
testing,  for  example),  and  can  demonstrate  the 
effect  of  coronary  artery  disease  on  myocardial 
perfusion  and  myocardial  function  (nuclear 
scanning  and  echocardiography  for  example). 
However,  at  this  time,  the  direct  definitive 
demonstration  and  quantification  of  coronary 
obstructive  disease  still  requires  invasive 
coronary  arteriography. 


My  Specialty;  Cordiology 


IT  is  somewhat  difficult  to  place 
the  exact  point  in  history  when 
the  specialty  of  cardiolog>' 
actually  began.  It  would  seem  that  Sir  James 
Mackenzie,  practicing  in  London,  was  the  first 
clinical  cardiologist  in  the  English  speaking 
world  around  the  turn  of  the  century.  With 
William  Einthoven’s  invention  of  the  electro- 
cardiograph at  about  the  same  time,  the 
marriage  of  clinical  cardiology  and  electrical 
technology  occurred.  This  relationship  has 
continued  to  its  present  state  where  cardiology 
interrelates  with  all  fields  of  medicine  and  also 
interdigitates  with  many  other  scientific  and 
technological  disciplines.  In  the  past  fifteen 
years,  the  by-products  of  space  age  technology 
have  caused  a virtual  explosion  of  new 
research,  knowledge,  and  data  in  cardiology. 
Our  concepts  of  many  physiologic  and  hemo- 
dynamic events  have  changed,  and  patient  care 
both  diagnostically  and  therapeutically  has 
changed  dramatically.  Because  of  this,  the 
nature  of  the  practice  of  cardiology  has 
changed  considerably,  an  example  being  the 
introduction  of  ultrasound  (echocardiography). 
It  is  noninvasive,  safe,  and  sometimes  obviates 
the  need  for  invasive  studies  (cardiac  cathe- 
terization) which  might  have  been  required  for 


WALT  F.  WEAVER,  M.D. 

a given  diagnostic  problem  in  the  past.  This 
tool  was  not  clinically  available  to  cardiologists 
until  the  late  1960s.  Yet  today  it  is  an  integral 
part  of  any  clinical  cardiologic  practice  on  a 
daily  basis. 

The  practical  availability  of  cardiac  cathe- 
terization in  the  late  1940s  offered  precise 
means  for  diagnosis  of  many  congenital  and 
acquired  cardiac  problems  in  the  living  patient 
and  hence,  ushered  in  new  surgical  techniques 
for  correction  of  these  problems.  In  the  early 
1960s,  coronary  care  units  were  developed  and 
became  a part  of  cardiac  care  across  the 
country.  Pacemakers  also  became  available 
about  the  same  time. 

Epidemiologic  studies  of  Americans  (The 
Framingham  Heart  Study)  and  across  the 
world  have  helped  to  identify  certain  risk 
factors  for  coronary  disease  — the  commonest 
cause  of  death  in  the  United  States. 

All  of  these  advances  have  had  major  impact 
on  cardiovascular  health  care  with  the  result 
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that  the  death  rate  from  cardiovascular  disease 
has  been  dropping  consistently  and  signifi- 
cantly in  recent  years. 

The  flood  of  new  research,  information, 
concepts,  and  technology  has  made  cardiology 
one  of  the  most  rapidly  advancing  and 
changing  subspecialties.  For  example,  the 
September  7,  1979,  issue  of  the  J.A.M.A. 
devoted  to  continuing  education  courses  for 
physicians,  lists  over  400  cardiovascular 
courses  annually  with  the  next  closest  sub- 
specialty having  approximately  115  courses. 
Similarly,  in  “A  Library  For  Internists 
Recommended  By  The  American  College  of 
Physicians”  (Annals  Internal  Medicine,  March, 
1976),  there  are  4V2  pages  of  recommended 
books  and  journals  devoted  to  cardiology 
whereas  each  of  the  other  subspecialties  has 
one  page  or  less  of  recommended  books  and 
journals. 

All  of  these  facts  indicate  that  there  is  much 
happening  in  this  dynamic  subspecialty.  There 
are  even  specialty  areas  within  cardiology  such 
as  echocardiography,  electrophysiology,  cor- 
onary angiography  and  other  catheterization 
studies,  nuclear  cardiology,  preventive  cardi- 
ology, and  cardiovascular  pharmacology.  All 
this  means  that  the  physician  who  elects  to 
practice  cardiology  in  depth  (as  a subspecialty) 
and  keep  abreast  of  the  advances  in  the  field, 
nearly  always  must  do  so  in  a consultant  role 
rather  than  participate  in  primary  care  because 
of  time  limitations. 

There  has  been  a Subspecialty  Certification 
Board  for  Cardiovascular  Diseases  since  1942. 
Standardized  and  certified  cardiovascular 
training  programs  have  been  available  in 
nearly  all  university  centers  since  approxi- 
mately 1960  although  fellowships  for  one  or 
more  years  had  been  available  for  many  years 
prior  to  that.  Nearly  all  cardiologists  who 


complete  the  five  year  cardiology  training 
programs  prefer  to  practice  the  skills  they 
learned  and  hence,  usually  gravitate  to  metro- 
politan areas  where  established  facilities  are 
available  for  invasive  as  well  as  noninvasive 
techniques.  This  limits  the  choice  of  practice 
opportunity  since  the  Inter-Society  Com- 
mission for  Heart  Disease  Resources  has  set 
down  rather  restrictive  rules  regarding  de- 
velopment of  new  catheterization  laboratories 
and/or  “free  standing”  catheterization  labs 
(those  without  associated  cardiovascular 
surgical  programs). 

I planned  and  designed  the  Cardiovascular 
Laboratory  at  Bryan  Memorial  Hospital  in 
Lincoln  starting  in  1961.  It  became  operational 
in  1963  and  since  that  time  approximately 
4,000  cardiac  catheterization  studies  have 
been  performed  at  Bryan  Memorial  Hospital. 
The  safety  record,  overall  experience,  and 
numerous  case  reports  have  been  subjects  of 
approximately  twenty  papers  appearing  in 
peer  review  cardiovascular  journals. 

A typical  day  for  clinical  cardiologists 
generally  is  divided  among  five  areas  of 
endeavor:  1)  Invasive  procedures,  2)  non- 
invasive procedures,  3)  hospital  care,  4)  office 
care,  5)  continuing  medical  education.  Thus, 
invasive  procedures  such  as  coronary  angiog- 
raphy and  cardiac  catheterizations  might  be 
done  in  the  morning.  Next,  noninvasive  pro- 
cedures such  as  treadmill  testing,  ultrasound 
studies,  and  Holter  monitor  studies  are  per- 
formed. Consultations  and  rounds  on  hos- 
pitalized patients  would  follow  or  be  done 
conjointly  depending  on  scheduling.  Part  or  all 
of  the  afternoon  is  devoted  to  office  cardiac 
evaluations.  However,  interspersed  in  the 
usual  rather  busy  day,  continuing  medical 
education  is  a necessary  and  essential  in- 
gredient of  this  dynamic,  exciting,  demanding, 
and  rewarding  subspecialty. 
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OB- GYN  Section:  Amtiiocentesis 


Definition:  Aspiration  of  amniotic  fluid  for 
diagnosis  and  therapy. 

Indications: 

A.  Diagnostic 

1.  Genetic  disorders:  antenatal  — at  16 
weeks  gestation  mothers  35  years  or 
older  should  be  counseled  regarding 
Down’s  Syndrome,  a)  Chromosomal, 

i.e.  Down’s,  Translocations  b)  Sex- 
linked,  i.e.  Hemophilia,  Muscular 
Dystrophy  c)  Alpha  feto  protein  - 
neural  defects  d)  Metabolic,  i.e. 
glycogen  storage;  Tey-Sachs  e)  Con- 
firm fetal  death  - color  of  fluid;  CPK 
levels 

2.  Fetal  Well-Being  — a)  Bilirubin  - Rh 
Disease  plus  hemolytic  anemias  b) 
Color:  presence  of  meconium  - poten- 
tial fetal  distress  c)  Volume:  Poly  or 
oligohydramnios. 

3.  Fetal  Maturity  - necessary  prior  to 
elective  induction  and  repeat  C-Sec- 
tion. 

a)  Phospholipids,  i.e.  L/S  ration 

b)  Creatinine  2 mg% 

4.  Amniography  - radio-opaque  dye. 

a)  Fetal  outline,  i.e.  goiter,  meningo- 
cele 

b)  Fetal  swallowing  - indicates  well- 
being; TE  fistula,  bowel  obstruc- 
tion and/or  artesia 

B.  Therapeutic 

1.  Relief  of  hydramnios 

2.  Intrauterine  transfusion  - Rh  Disease 

3.  Therapeutic  Abortion 

4.  Promote  labor  in  fetal  demise. 


Complications: 

A.  Maternal 

1.  Infection  - anterior  abdominal  wall; 
rarely  peritonitis. 


JOHN  W.  GOLDKRAND,  M.O. 

336  Regency  Parkway  Drive 
310  Regency  Parkway  Building 
Omaha,  Nebraska  68114 


2.  Hemorrhage  and/or  hematoma  forma- 
tion. 

a)  Intraperitoneal:  punchture  vessel 

b)  Puncture  site  bleeding 

c)  Abdominal  wall  hematoma 

3.  Premature  contractions 

4.  Amniotic  fluid  leak. 

5.  Syncope:  vasovagal  and  transient 

6.  Fetomaternal  bleeding:  potential  is- 
ioimmunizaton.  Rh  hyperimmune 
globulin  prophylaxis  in  ALL  Rh 
negative  mothers. 

B.  Fetal 

1.  Infection 

2.  Abortion 

3.  Hemorrhage:  puncture  of  fetal  vessels 

4.  Fetal  puncture 

Technique: 

1.  Explanation  and  informed  consent. 

2.  Site  selection  - ultrasound  localization 
of  fetus,  cord,  placenta,  and  amniotic 
fluid. 

3.  Sterile  amniocentesis. 

4.  Care  of  fluid. 

a)  Clean  container  (sterile  for  gene- 
tics) 

b)  Dark  container:  bilirubin  analysis 

c)  Maturity:  configuration  and  freezing 

d)  Genetics:  NO  centrifuge  - store 
and  transport  at  room  temperature. 

5.  Monitor  fetal  heart  before  and  after 
procedure. 
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Evaluation  of  the  Nuclear  Fuel  Cycle 

with  Respect  to  Evolution  of  National  Energy  Policy 

An  Analysis  of  Health  Impact 


OUR  purpose  in  this  analysis  is  to 
evaluate  the  impact  on  public 
health  related  to  the  evolution 
of  a national  energy  policy  and  the  role  of  the 
nuclear  fuel  cycle  in  such  a policy.  It  must  be 
appreciated  from  the  outset  that  nuclear 
power  and  its  role  in  the  development  of  a 
national  energy  policy  has  generated  an 
emotionally-charged  atmosphere  which  has 
made  rational  consideration  of  nuclear  power 
and/or  its  alternatives  most  difficult.  Rather 
than  a dispassionate  scientific  analysis  of  data 
bearing  on  the  alternate  possibilities,  we  face  a 
clouded  arena  filled  with  scientific,  quasi- 
scientific,  and  emotional,  unsupported  opinion. 
With  this  spectrum  of  information  it  is 
understandable  that  our  scientific  colleagues 
and  lay  people  alike  view  our  ruminations  with 
a jaundiced  eye.  Clearly,  one  basic  fact 
emerges  from  the  haze  of  rhetoric  and  that  is 
that  by  the  turn  of  the  century  we  will  be 
investing  immense  sums  of  money  in  the 
production  of  energy.  Likewise,  in  our  in- 
dustrialized society,  a significant  proportion  of 
the  energy  production  will  be  electricity.  The 
new  type  of  electric  power  plants  and  as- 
sociated equipment  will  have  costs  in  terms  of 
environmental,  economic,  and  societal  impact. 

In  this  context,  the  consideration  of  various 
fuel  cycles,  which  would  represent  the  input 
function  to  the  production  of  electricity, 
appears  a valid  approach  to  attempt  definition 
of  the  impact  or  cost  of  these  various 
alternatives.  The  nuclear  fuel  cycle  has  gen- 
erated the  majority  of  heat  in  this  controversy 
and  thus  appears  to  be  the  pivotal  point 
around  which  some  light  can  be  shed  on  the 
total  picture  of  energy  production.  In  per- 
spective, it  should  be  stated  that  while 
conservation  practices  are  an  integral  part  of 
the  energy  equation,  they  must  be  expected  to 
reach  a maximum  saving  to  30  to  40  percent  of 
energy  projections.  The  principal  obstacle  to 
conservation  is  the  attitude  of  people  coupled 
with  the  problem  of  enforcement.  The  Energy 
Research  and  Development  Administration’s 
National  Energy  Plan>  accords  conservation  a 
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significant  input  into  the  energy  problem  in  the 
next  decade.  However,  this  merely  changes  the 
time  frame  of  the  ultimate  decision-making 
with  the  energy  production  alternatives.  Esti- 
mates of  available  resources  taken  from  the 
National  Academy  of  Sciences’  COMRATE 
Study2  show  total  remaining  and  recoverable 
natural  gas  supplies  do  not  represent  viable 
options  for  the  next  century.  The  political 
uncertainty  of  foreign  petroleum  makes  this 
alternative  less  viable  and  even  under  the 
optimum  circumstances,  the  middle  eastern 
petroleum  resource  will  run  dry  early  in  the 
next  century.  Our  principal  alternatives  in  the 
forseeable  future,  then,  appear  to  be  solid 
fossil  fuel  and  nuclear  fission.  Any  choice 
between  or  combination  of  these  alternatives 
must  consider  the  total  comparative  environ- 
mental, societal,  and  economic  costs. 

It  has  become  fashionable  to  vacillate  from 
generalities  to  highly  specific  unanswerable 
detail,  in  the  controversy  over  nuclear  power 
and  its  impact  and  costs.  A prudent  approach 
appears  to  be  the  simple  assessment  of  where 
we  are  in  terms  of  research  and  development 
and  even  of  more  importance,  actual  ex- 
perience accumulated. 

All  human  activities  related  to  the  pro- 
duction, transmission,  and  use  of  energy 
involve  some  risk  of  accidental  injury  and 
death,  both  to  those  directly  engaged  in  those 
activities  as  well  as  to  the  public  at  large.  The 
rates  of  accidental  injury  and  death  related  to 
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the  nuclear  fuel  cycle  have  been  significantly 
lower  than  those  occurring  in  other  energy  fuel 
cycles  as  well  as  in  most  other  industrial 
activities.  The  Ignited  States  Department  of 
Labor  reports  that  both  the  frequency  and 
severity  of  accidents  in  nuclear  industry  are 
lower  than  the  national  average  for  manu- 
facturing. In  addition,  the  majority  of  human 
activities  and  in  particular  those  related  to 
energy  fuel  cycles  contain  an  associated  risk  of 
illness  and  premature  death.  For  the  nuclear 
fuel  cycle,  the  principal  identifiable  risk  is 
associated  with  exposure  to  radiations  emitted 
by  the  fuel  (uranium  or  plutonium)  and  by 
radioactive  products  of  the  fission  process. 

With  regard  to  our  knowledge  of  biologic 
effects  of  ionizing  radiation,  no  other  area  of 
scientific  endeavor  has  received  more  at- 
tention in  this  century.  This  attention  in  terms 
of  money  expended,  scientific  manhours 
applied,  and  the  production  of  voluminous 
literature,  represents  a good  base  for  decision 
making.  It  is,  of  course,  naive  to  suggest  that 
we  know  everything,  which  is  not  true. 
However,  on  balance,  we  have  a sufficient 
amount  of  data  to  draw  reasonable  con- 
clusions. These  data  have  been  reviewed  in  two 
standard  resources  in  radiation  effects,  the 
BEIR'*  report  and  the  LINSCEAR^  report.  As 
the  breadth  and  depth  of  information  on  the 
biologic  effects  of  ionizing  radiation  have 
accumulated,  continuing  surveillance  of  these 
data  by  the  International  Commission  on 
Radiologic  Protection  (ICRP)  and  the  National 
Council  on  Radiation  Protection  and  Measure- 
ments (NCRP)  has  resulted  in  the  evolution 
of  standards  designed  to  protect  individuals 
from  untoward  effects.  Generally,  the  biologic 
effects  of  ionizing  radiation  can  be  correlated 
with  the  dose  received.  These  effects  appear 
most  meaningful  when  considered  in  terms  of 
(1)  high  dose  levels  delivered  over  a relatively 
short  period  of  time  to  a major  portion  of  the 
body  and  (2)  low  level  partial  or  whole  body 
exposure  delivered  over  a more  protracted 
period  of  time.  High  level  exposures  can  and 
have  produced  directly  observable  effects. 
Low  levels  have  not  produced  detectable 
deleterious  effects  in  human  individuals  or 
populations.  However,  extrapolations  from 
observable  acute  effects  at  higher  exposures, 
assuming  a linear  relationship  between  dose 
and  effects,  have  formed  a basis  for  estimation 


of  lohg  term  effects.  This  latter  assumption  has 
been  the  fulcru...  of  the  principal  controversy 
relating  to  the  perception  of  hazard  from 
ionizing  radiation  and  in  particular  the  con- 
cerns relating  to  nuclear  power.  The  National 
Council  on  Radiation  Protection  and  Measure- 
ments (NCRP)  has  suggested  that  estimates  of 
quantitative  risks  are  not  useful: 

...  In  particular,  it  is  believed  that  while  exposures  of 
workers  and  the  general  population  should  be  kept  to 
the  lowest  practicable  level  at  all  times,  the  presently 
permitted  exposures  represent  a level  of  risk  .so  small 
compared  with  other  hazards  of  life,  that  such 
approbation  will  be  achieved  when  the  informed  public 
review  process  is  completed.'’ 

The  principal  factor  contributing  simul- 
taneously to  our  knowledge  and  concern  about 
the  effects  of  ionizing  radiation  is  the  visibility 
fostered  by  extremely  sensitive  means  of 
detection.  The  principal  problem  is  that  of 
achieving  a perspective  which  allows  realistic 
protection  of  public  welfare  concomitant  with 
the  understanding  of  the  existence  of  risks  in 
our  environment.  The  relationships  between  the 
level  of  a potentially  harmful  agent  and  its 
effects  are  paramount  factors  in  assessing  risks 
and  setting  standards.  Health  effects  range 
from  trivial  to  those  effects  causing  significant 
disability  and  early  death.  The  nuclear  fuel 
cycle  generates  potential  risk  for  the  general 
public  as  well  as  the  occupationally  exposed 
personnel.  These  potential  risks  are  better 
estimated  than  those  related  to  other  fuel 
cycles  because  (1)  the  causative  agent  of 
concern,  i.e.,  ionizing  radiation,  is  a single 
identifiable  culprit,  while  a large  variety  of 
agents  are  involved  in  the  single  fossil  fuel 
cycle;  (2)  since  the  advent  of  contemporary 
nuclear  fission  activities,  in  the  order  of  a 
billion  dollars  have  been  spent  in  research  on 
the  biologic  effects;  (3)  measurement  tech- 
nology allowing  quantitation  of  exposure  has 
advanced,  allowing  precise  assessment;  (4)  a 
significant  body  of  knowledge  from  natural 
background  (with  quantitative  variations) 
exists  along  with  accidental,  industrial,  and 
military  exposure  data  from  individuals  and 
populations.  In  addition,  a significant  body  of 
scientific  information  exists  from  medical 
applications,  at  low  levels  from  diagnostic 
utilization  and  at  high  levels  from  therapeutic 
applications  of  ionizing  radiation. 

Some  peculiar  problems  of  projection  with 
respect  to  the  nuclear  fuel  cycle  relate  to  the 
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uncertainties  in  (1)  validity  of  predictions  of 
effects  and  frequency  of  catastrophic  ac- 
cidents; (2)  the  long-range  management  of 
nuclear  wastes;  and  (3)  the  problems  of 
possible  criminal  or  terrorist  activity  relating 
to  nuclear  materials. 

Some  general  statement  as  to  the  nature  of 
radiation  effects  seems  appropriate  at  this 
juncture.  First,  acute  radiation  sickness  may 
be  expected  in  individuals  exposed  in  excess  of 
100  rads  whole  body  exposure.  The  cellular 
level  effects  of  ionizing  radiation  relate  to  the 
physical  factors  of  (1)  total  absorbed  dose,  (2) 
time  over  which  dose  is  received,  and  (3)  area 
exposed,  while  the  biologic  factors  of  relative 
radiosensitivity  of  cellular  renewal  systems, 
along  with  constitutional  factors  such  as  age, 
metabolic  rate,  etc.,  round  out  the  influences 
which  govern  the  impact.  In  the  final  analysis, 
the  relative  balance  between  injury  and  re- 
covery controls  the  ultimate  outcome  in  the 
cell  renewal  system.  In  terms  of  the  biological 
organizational  level  approach,  the  subcellular 
and  cellular  injury-recovery  equation  is  re- 
flected on  an  organ-system  basis  and  finally  in 
the  total  organism  as  the  clinical  manifesta- 
tions of  the  effects  of  ionizing  radiation. 

Beyond  the  acute  effects  of  radiation,  the 
primary  concerns  relate  to  long-term  effects. 
Induction  of  neoplasms  and  genetic  effects 
occupy  the  spotlight  in  this  arena.  A con- 
siderable body  of  scientific  information  directs 
attention  to  these  concerns.  Based  upon  the 
assumption  that  the  risk  is  proportional  to  the 
total  exposure,  this  linear  (no  threshold) 
hypothesis  utilized  extrapolation  from  data  at 
higher  acute  dosage  ranges  to  predict  in- 
dividual and  population  effects.  For  example, 
one  millirem  exposure  would  have  10-'’  times 
the  possibility  of  induction  of  an  effect  by  100 
rems. 

The  latter  dose  range  is  that  for  which  actual 
data  exists.  This  approach  grew  out  of  a 
conservative  philosophy  in  establishing  radia- 
tion safety  guidelines  to  insure  worker  safety. 
Thus,  by  assuming  linearity  of  effects,  we  are 
likely  to  overestimate  rather  than  under- 
estimate the  effects  at  lower  dosage  ranges.  In 
addition,  established  reparative  processes  are 
ignored  by  this  hypothesis  and  further  appear 
to  substantiate  the  conservative  nature  of  this 
approach  to  prediction  of  individual  and 
population  effects.  In  a similar  fashion,  the 


linear  (no  threshold)  hypothesis  greatly  simpli- 
fies calculation,  making  the  total  effects 
proportional  to  the  population  dose  under  the 
man-rem  concept,  i.e.,  the  sum  of  the  ex- 
posures in  rems  to  all  those  exposed.  Esti- 
mates so  derived  would  certainly  represent 
upper  limit  yields  for  radiation  effects.  In 
addition,  absence  of  dose  rate  effects  are 
implied  by  this  concept.  For  example,  the 
probability  of  dying  from  cancer  from  one  rem 
whole  body  radiation  translates  into  an  ex- 
ceedingly small  increase  (1.8  in  10,000)  above 
the  normal  probability  of  16.8  percent  for  a 
U.S.  citizen.6 

Genetic  effects  occur  against  a backdrop  of  a 
naturally  occurring  mutation  rate  which  is  in 
the  order  of  3 percent  of  all  live  births. 
Estimates  of  this  effect  extrapolated  from 
experimental  animal  data  yield  an  exceedingly 
small  increase  in  genetic  defects  per  man-rem 
of  exposure  to  the  entire  population."  Human 
data  available  at  this  time  suggests  that  this 
small  incremental  estimate  may  be  higher  than 
the  actual  case.^ 

Assessment  of  the  input  function  of  the 
nuclear  fuel  cycle  points  up  three  distinct 
areas  for  consideration;  mining,  milling,  and 
fuel  fabrication.  These  areas  have  been 
analyzed  in  considerable  detail  by  a number  of 
agencies  and  individuals.  Notable  reports  by 
ERDA,^  EPA,'"  and  UNSCEAR'*  serve  as 
excellent  resources.  The  initial  portion  of  the 
input  function  involves  naturally  occurring 
radioactive  materials  with  the  increase  in 
man’s  exposure  related  to  the  bringing  to  the 
surface  and  concentrating  of  the  radioactive 
portion  of  the  mined  material  by  separating  it 
from  a large  amount  of  inert  material  with 
which  it  is  naturally  associated.  Because  they 
are  natural  materials,  we  have  a considerable 
body  of  knowledge  of  their  behavior  in  the 
environment  and  their  kinetics  in  man.  It 
appears  that  the  greatest  radiation  exposure 
associated  with  the  early  steps  of  this  cycle 
results  from  radon  and  radon  daughters.  The 
world  releases  of  Rn-222  are  calculated  as  2.5- 
3.0  X 10-'  curies  per  year,  while  the  uranium 
millings  tailings  from  known,  probable  and 
speculated  uranium  reserves  woi’ldwide  would 
release  approximately  8 x Thus  the 

global  increase  in  concentration  and  in  prob- 
able effects  is  less  significant  than  possible 
local  effects  from  natural  background.  Corn- 
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parison  of  calculated  effects  resulting  from 
natural  radon  concentrates  with  the  spon- 
taneous instance  of  lung  cancer  raises  a ques- 
tion on  the  validity  of  many  of  the  presumed 
estimates  of  effects  from  this  portion  of  the 
nuclear  fuel  cycle.  With  this  introduction  to  the 
nuclear  fuel  cycle  and  the  finding  of  naturally 
occurring  phenomenon,  i.e.,  radon,  to  be 
evaluated  against  a naturally  occurring  back- 
ground of  released  activity,  it  is  appropriate  to 
ask,  “What  is  the  extent  of  the  health  hazard 
which  has  fueled  the  fires  of  controversy  in 
general,  relating  to  energy  alternatives  and 
particularly  relating  to  nuclear  power?”  Walsh 
has  succinctly  summarized  these  in  his 
thesis.*  ’ 

The  largest  number  of  fatalities  occur  as  a 
result  of  mining  and  milling  of  uranium  ore. 
The  etiology  in  the  main  relates  to  the  non- 
radiation related  category  rather  than  the 
radiation  induced  category.  The  principal 
radiation-related  deaths  result  from  the  re- 
actor operation  aspects  with  approximately 
one  fatality  for  every  9 years  attributed  to 
radiation  from  a plant.  Total  deaths  resulting 
from  the  existence  and  operation  of  the 
nuclear  power  plants  are  about  one  every  two 
years.  Lave  and  Freeburg'^  cite  0.12  fatalities 
per  100,000  Mw{e)  plant  years  from  mining 
and  milling,  while  Sagan*’  estimates  0.93 
fatalities  for  the  whole  system  per  plant  year. 

The  most  hotly  contested  item  in  the  nuclear 
power  controversy  is  the  probability  of  cat- 
astrophic nuclear  accidents.  The  Rasmussen 
report*'*  serves  as  the  fulcrum  for  this  debate. 
It  projects  a “prompt”  death  rate  of  .0004 
persons  per  reactor  year  of  operation.  Delayed 
death  from  induced  neoplasms  and  genetic 
abnormalities  are  estimated  to  raise  this 
number  by  a factor  no  greater  than  10. 
Evaluation  of  this  report  by  the  American 
Physical  Society*'  would  increase  the  Ras- 
mussen estimates  by  a factor  of  25  for  many  of 
the  accident  categories,  utilizing  the  latter, 
more  pessimistic,  estimate  of  death.  This 
appears  to  be  a relatively  small  contribution  to 
the  0.117  figure  for  total  operational  impact. 

Attention  to  the  plutonium  breeder  alter- 
native has  likewise  added  additional  fuel  to  the 
debate.  The  toxicity  of  plutonium  becomes 
the  central  theme  with  respect  to  accident 
and/or  criminal  activity  concerns.  The  plu- 
tonium hazards  as  judged  by  the  BEIR 


report"*  are  c-  -sidered  in  the  0.117  entry  for 
reactor  operati-  ■ and  all  maintenance. 

Theft  of  fissionable  materials  for  criminal 
purposes  and  sabotage  of  nuclear  power  plants 
and/or  fuel  reprocessing  facilities  represent 
possible  misuses  of  nuclear  technology,  which 
are  difficult  to  quantitate.  Willrich  and 
Taylor***  have  analyzed  a number  of  pos- 
sibilities and  conclude  that  while  the  present 
U.S.  security  standards  appear  adequate  to 
protect  a plant  and  the  public  against  a few 
saboteurs,  it  would  not  be  an  effective  barrier 
against  a large,  determined  group.  With 
appropriate  augmentation  of  security  and 
grouping  of  reactors  and  fuel  processing 
facilities  in  “nuclear  parks,”  a substantial 
reduction  in  risk  would  be  achieved.  Indeed, 
currently  significant  effort  as  well  as  funding  is 
being  directed  to  the  augmentation  of  security 
in  nuclear  power  plants. 

In  conclusion,  the  health  costs  and  societal 
impact  of  the  nuclear  fuel  cycle  have  been 
analyzed  in  the  light  of  numerous  published 
reports  and  assessments  by  a variety  of 
individuals  representing  the  spectrum  of 
opinion  relating  to  the  nuclear  fuel  cycle.  We 
have  critically  considered  these  data  in  the 
light  of  our  experience  in  the  radiological 
health  and  safety  aspects  of  applying  tech- 
nology involving  ionizing  radiation  to  a na- 
tional energy  policy.  In  terms  of  occupational 
health  risks,  we  conclude  that  they  are 
comparable  to  or  slightly  lower  than  those  of 
conventional  fossil  fuel  cycles.  In  contrast, 
however,  the  risk  to  the  general  public  from  the 
nuclear  fuel  cycle  is  significantly  lower  than 
from  the  fossil  fuel  cycles,  i.e.,  either  oil  or  coal. 
On  balance  after  conservation  and  more 
efficient  energy  use,  the  alternatives  by  the 
year  2000  rest  primarily  with  coal  and  nuclear 
power.  Nuclear  power  is  superior  to  coal  in 
terms  of  health  impact. 
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Identification  of  Pit  Vipers 
of  the  United  States 


IN  Nebraska  snake  venom  poison- 
ing has  not  been  a common 
medical  occurrence,  but  when 
it  happens  it  is  a medical  emergency  requiring 
immediate  attention  and  considerable  judg- 
ment. The  basic  question  is  whether  the 
patient  was  bitten  by  a venomous  snake.  The 
purpose  of  this  paper  is  to  give  some  idea  of 
the  relative  frequency  of  snakebite  in  the 
United  States,  and  to  provide  some  guidelines 
for  the  physician  so  that  he  may  correctly 
differentiate  the  venomous  reptile  from  its 
nonpoisonous  kin  when  he  is  presented  with  an 
entire  reptile  or  a portion  thereof. 

If  possible,  the  offending  reptile  should  be 
brought  in  with  the  patient  after  being 
dispatched  with  a sharp  blow  from  a stick  or 
other  available  weapon  without  mutilating  the 
animal.  This  may  have  benefit  in  that  by 
properly  identifying  the  snake  as  to  its 
poisonous  potential,  costly  and  possibly 
hazardous  antivenom  therapy  may  be  avoided 
if  the  snake  is  proved  to  be  of  a nonvenomous 
variety.  It  should  be  remembered  that  even  if 
bitten  by  a poisonous  snake  of  the  pit  viper 
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variety,  little  or  no  venenation  may  take  place 
due  to  the  reptile’s  complete  control  over  the 
amount  of  venom,  if  any,  injected.  It  is 
important  that  the  admitting  physician  note 
whether  the  bite  has  been  inflicted  by  a 
venomous  or  nonvenomous  snake  and  whether 
or  not  venenation  has  occurred.  The  identity  of 
the  offending  reptile  when  obtainable  should 
be  noted  on  the  hospital  record. 

Approximately  45,000  snakebites  occur 
each  year  in  the  United  States.'  About  7,000  of 
these  are  inflicted  by  venomous  snakes.  These 
bites  result  in  approximately  10  to  12  deaths 
per  year.  Most  bites  are  by  the  Family 
Crotalidae  (rattlesnakes,  copperheads,  and 
cottonmouths).  Venomous  snakes  are  more 
concentrated  in  the  southeast,  south,  and 
western  parts  of  the  United  States.  Venomous 
snakes  are  found  in  every  state  except  Hawaii, 
Alaska,  and  Maine. 
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Pit  vipers  rarely  inject  the  full  content  of 
their  poison  glands.  Most  rattlesnakes  dis- 
charge between  25  and  75%  of  their  venom 
when  they  bite  a human.^  About  20%  of  all 
bites  by  venomous  snakes  in  the  United  States 
show  no  evidence  of  venenation,  meaning  that 
the  offending  reptile  bites  but  does  not  inject 
venom.  Therefore,  snakebite  may  vary  mark- 
edly in  severity.  It  may  be  trivial  or  extremely 
grave  depending  upon  the  age,  the  size  of  the 
victim,  the  nature,  location,  depth  and  number 
of  bites,  the  length  of  time  the  snake  holds  on, 
the  extent  of  anger  or  fear  that  motivates  the 
snake  to  strike,  the  amount  of  venom  injected, 
the  species  and  size  of  the  snake  involved,  the 
condition  of  his  fangs  and  venom  glands,  the 
victim’s  sensitivity  to  venom,  and  the  patho- 
gens present  in  the  snake’s  mouth. 

Species  identification  of  the  offending  snake 
is  important  because  the  differences  in  venom 
lethality  greatly  influence  treatment  and  prog- 
nosis.^ Venom  toxicity  may  vary  even  between 
members  of  the  same  species,  however.  When- 
ever possible,  positive  identification  of  the 
snake  should  be  made  by  a trained  person. 


Proper  identification  of  venomous  species  is 
not  always  easy,  and  when  the  offending  snake 
is  not  captured  or  seen,  the  physician  will  need 
to  give  very  careful  attention  to  the  develop- 
ment of  symptoms  and  signs.  There  are  some 
distinguishing  features  that  are  very  useful  in 
the  proper  identification  of  the  pit  vipers 
found  in  the  United  States  (including  the 
pygmy  rattler  and  the  massasauga). 

Shape  of  head.  The  head  of  the  pit  viper  is 
lancet  shaped  or  arrowhead  shaped  in  outline. 
This  is  in  contrast  to  the  shape  of  the  head  of 
nonvenomous  snakes.  The  head  of  latter 
reptiles  is  ovoid  or  bullet  shaped.  (Figure  1). 
This  is  a feature  that  is  distinctive  for  the 
Crotalids  and  is  not  to  imply  that  a bullet 
shaped  headed  snake  is  necessarily  non- 
venomous, the  coral  snake  being  a noted 
exception. 

Pit.  All  of  the  pit  vipers  have  a clearly 
identifiable  pit  between  the  nostril  and  the 
eye,  posterior  and  inferior  to  the  nostril  and 
just  anterior  to  the  eye,  and  it  is  always  facing 
forward  (Figure  2).  In  the  grown  snake  the  pit 


Figure  1:  This  photograph  illustrates  the  bullet 
shaped  head  of  the  harmless  snake  at  the  top  and  the 
lancet  shaped  head  of  the  venomous  pit  viper  below. 
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Figure  2:  The  heat  sensor  pit  of  the  pit  viper  is  seen 
here  below  the  nostril  and  anterior  to  the  eye.  Note 
that  the  pupil  of  the  eye  is  elliptical  and  in  the 
vertical  position. 


is  about  5.0  mm  deep  and  several  millimeters 
in  diameter.  The  inner  cavity  of  the  pit  is  larger 
than  the  external  opening.  These  pits  are 
extremely  sensitive  heat  sensors  that  the  snake 
employs  to  seek  out  and  strike  warm-bodied 
prey  in  the  dark  or  to  seek  out  environments  of 
the  proper  temperature,  the  snake  being  a cold 
blooded  animal  unable  to  regulate  its  own 
temperature.  The  pit  may  also  be  of  value  in 
estimating  the  size  of  the  prey  and  the 
consequent  dose  of  venom  needed  to  in- 
capacitate the  victim. 

Pupil  of  the  eye.  The  eye  of  the  pit  viper  has 
an  elliptical  pupil  (Figure  2).  It  is  located  in  a 
vertical  position  as  in  a cat’s  eye.  This  is  a 
constant  finding,  but  it  must  be  remembered 
that  a few  nonvenomous  snakes  have  similar 
pupils.  Most  nonvenomous  snakes  have  round 
pupils  (Figure  3). 

Fangs.  Pit  vipers  are  distinguished  from 
nonvenomous  snakes  by  their  two  long  curved, 
hollow,  movable  anterior  maxillary  teeth 
(Figure  4).  These  are  covered  by  a mem- 


branous sheath  when  folded  back  at  rest  in  the 
roof  of  the  mouth.  Snakes  have  full  control 
over  the  fangs  and  can  raise  or  lower  them  at 
will  and  are  rotated  downward  in  the  acts  of 
striking  or  yawning.  These  fangs  may  vary  from 
8.0  to  20.0  mm  in  length  and  in  large  snakes 
are  capable  of  penetrating  rubber  or  leather 
boots.  These  are  the  hypodermic  syringes  that 
carry  the  venom  from  the  glands  and  venom 
ducts  into  the  tissues  of  the  victim.  They  have 
a slit-like  opening  at  the  anterior  end  of  the 
fang  near  the  tip. 

Rattle.  The  Genus  Crotalus  is  characterized 
by  hollow,  light-weight,  loosely  jointed  bell-like 
segments  located  at  the  tip  of  the  tail  (Figure 
5).  These  produce  a buzzing  sound  when 
vibrated.  A new  rattle  is  produced  each  time 
the  snake  sheds  its  skin,  and  he  may  shed  his 
skin  one  to  four  times  a year.  Older  snakes  may 
have  rattles  or  segments  missing  due  to  iryury. 

Undersurface  of  the  tail.  Even  if  the  head  of 
the  snake  has  been  destroyed  in  killing  it, 
identification  of  a pit  viper  may  still  be 
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Figure  3:  By  comparison  with  the  vertical  pupil  of 
the  pit  viper  the  pupil  of  this  harmless  snake  is  seen 
to  be  round. 


Figure  4:  The  retractable  curved  fang  of  this 
venomous  snake  is  partially  covered  here  by  its 
mucous  membrane  sheath. 


obtained  by  turning  the  snake  over  and 
examining  the  after-portion  of  the  tail.  From 
the  anal  opening  posterior  the  pit  vipers  have  a 
single  row  of  subcaudal  scales  or  scutes. 
Harmless  snakes  have  an  interlacing  double 
row  of  scales  caudad  to  the  anal  plate  (Figure 


6).  This  may  be  particularly  valuable  in 
identifying  copperheads  and  cottonmouth 
moccasins,  both  of  which  lack  rattles. 

Proper  identification  of  the  offending  snake 
is  helpful  to  the  physician  because  it  elimi- 
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Figure  5:  Only  the  rattlesnakes  possess  the  loosely 
connected,  hollow,  light-weight  segments  that  pro- 
duce an  ominous  buzzing  sound  when  rapidly 
vibrating.  Rattlesnakes  grow  a new  rattle  each  time 
the  skin  is  shed. 


Figure  6:  The  top  specimen  illustrates  the  inter- 
digitating  double  row  of  scales  posterior  to  the  anal 
plate  in  the  harmless  snake.  The  lower  venomous 
snake  shows  the  single  row  of  scales  posterior  to 
this  plate. 
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nates  the  potentially  dangerous  use  of  anti- 
venom therapy  in  nonpoisonous  snakebites.  It 
sometimes  helps  to  differentiate  between 
species  of  snakes,  the  venom  of  which  may 
have  different  modes  of  action  and  might 
require  closer  observation  of  one  system  or 
another  (respiratory  or  circulatoiy).  Identifica- 
tion is  of  great  aid  in  allaying  the  fears  of  the 
patient  and  his  family  when  a nonpoisonous 
snake  is  the  offending  reptile. 

Credit:  To  Bill  Strond,  M.A.,  B.A.,  H.T. 


(ASCP),  Univ  • sity  of  Nebraska  at  Omaha  for 
providing  som  of  the  specimens  for  photog- 
raphy. 
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The  Competencies  of  Professional 
Nurse  Graduates  at  Time  of  Licensure 


Introduction 

SOCIETAL  and  professional 

changes  have  influenced 

nursing  education  and  practice. 
Greater  numbers  of  auxiliary  personnel  have 
entered  the  health  care  system.  Many  tasks 
historically  assigned  to  the  registered  nurse 
were  delegated  to  others.  The  resulting 
division  of  responsibility  for  direct  patient  care 
often  makes  lines  of  accountability  obscure. 

In  a 1951  study,  Montag  advocated  the 
preparation  of  a technical  nurse  who  would 
function  under  the  supervision  of  the  pro- 
fessional nurse.'  The  Associate  Degree  pro- 
grams were  developed  to  provide  this  position. 
Diploma  and  baccalaureate  programs  identify 
their  graduates  as  professional  nurses.  The 
role  of  the  professional  nurse  has  been  defined 
by  many.  There  appear  to  be  more  similarities 
than  differences.  Studies  show  graduates  of  all 
three  programs  are  working  in  the  same 
positions  and  have  the  same  opportunities  for 
advancement.^''  All  graduates  write  the  same 
licensure  examination.  Nationally,  diploma 
graduates  score  highest  in  four  of  the  five  areas 
tested. ■*  In  1977,  638  Nebraska  graduates  were 
licensed;  14%  were  baccalaureate  graduates, 
31%,  associate  degree  and  55%,  diploma.^ 

A recent  publication  of  the  National  League 
for  Nursing  provides  a comparison  of  the  three 
knowledge  bases.  The  Associate  Degree  cur- 
riculum is  two  academic  years  with  cognate 
and  nursing  courses  equally  divided.  The 
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diploma,  three  academic  years,  has  33% 
cognate  and  67%  nursing  courses  while  the 
baccalaureate,  four  academic  years,  has  35- 
40%  cognate  compared  to  30-35%  nursing 
courses.® 

In  1965,  the  American  Nurses  Association 
proposed  that  two  levels  of  nurses  be  educated 
— the  technical  associate  degree  and  the 
professional  baccalaureate.  The  licensed 
practical  and  diploma  programs  were  to 
combine  with  the  associate  degree.'  This 
proposal  resulted  in  disagreement  about  the 
educational  program  best  able  to  produce 
competency  as  well  as  confusion  about  the 
present  role  of  the  nurse.  Employers  expect 
graduates  to  perform  competently  after 
reasonable  orientation.  Physicians  expect  a 
level  of  competency  related  to  the  care  needed 
by  the  patient. 

These  findings  summarize  the  need  to 
compile  a list  of  competencies  appropriate  to 
every  graduate. 

Method 

Based  on  the  study  objectives,  physicians, 
nurse  educators  and  nurses  in  Nebraska  were 
sampled  to  choose  behaviors  which  best 
describe  nursing  function.  Six  authorities  in 
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the  fields  of  nursing,  nursing  education  and 
medicine  participated  and  formulated  a list  of 
60  competencies.  This  method  of  question- 
naire development  reduces  survey  bias.  The 
items  were  categorized  into  6 divisions: 
Affective  Behavior,  Effective  Skills,  Com- 
munication, Interpretation  Based  on  Knowl- 
edge, Problem  Solving,  and  Continuity  of  Care 
Control.  Section  one  of  the  questionnaire 
elicited  demographic  information;  competency 
identification  became  section  two  and  personal 
comments,  section  three.  960  copies  were 
mailed.  523  or  54.5%  were  returned  with  502 
used  in  the  research. 

The  data  were  analyzed  statistically.  The 
null  hypotheses  were  supported  by  the  data. 
Physicians,  nurse  educators  and  nurses  do 
identify  the  same  competencies  for  the 
professional  nurse  at  time  of  licensure.  Of 
three  variables  studied  (sex,  profession  and 


residence),  only  residence  had  significant 
statistical  effect  on  the  responses.  A master 
list  of  competencies  was  formulated  using  a 
combination  of  the  answers  from  each  sample. 
Copies  of  the  list  as  well  as  reference 
information  are  available  from  the  author. 

Conclusions 

The  compilation  of  competencies  is  a vital 
result  of  the  research.  These  lists  should  be 
shared  with  educators,  employers,  other  health 
professionals,  and  the  consumer-public  to 
make  each  aware  of  the  role  of  the  nurse  today. 
Position  descriptions,  orientation  programs 
and  evaluation  criteria  should  be  competency- 
oriented  to  reflect  actual  abilities  of  employees 
and  expectations  of  employers.  Refresher 
classes  should  be  designed  to  supplement 
educational  or  experiential  deficits.  Compe- 
tency must  be  one  criterion  for  employment, 
evaluation  and  promotion. 


Down  Memory 

1.  The  literature  is  full  of  warnings  against 
operations  on  the  acute  gallbladder  unless 
empyema  or  gangrene  occur. 

2.  From  childhood  to  adulthood  healthy 
feet  make  for  a healthy  mental  state. 

3.  There  has  been  established  a deterrent 
for  instituting  lawsuits  through  the  unity  of 
Group  insurance  and  its  contingency  upon 
membership  in  the  State  Medical  Association 
which  makes  it  more  difficult  for  those  of  our 
profession  who  would  forget  responsibilities 
and  either  by  inference  or  action  cause  a 
lawsuit  to  be  launched  against  a colleague. 

4.  Constructive  legislation  by  the  House  of 
Delegates  at  the  recent  annual  session  created 
a medical  student  loan  fund. 

5.  Thirty-three  Nebraska  Motorists  killed 
in  two  weeks,  reports  the  press  — but  what’s 
the  use  of  moralizing! 

6.  There  is  a noticeable  trend  toward 
supplying  hospital  facilities  for  people  of 
moderate  means. 

7.  Infant  shoes  are  preposterous. 


Lane 

8.  Bartlett,  county  seat  of  Wheeler  county 
is  said  to  be  without  a physician.  The  only 
physician  in  Wheeler  county  is  located  at 
Ericson. 

9.  Instead  of  private  rooms  the  beds  will  be 
in  cubicles,  furnishing  ample  privacy  and 
avoiding  the  supposed  publicity  of  ward 
accommodations.  We  are  approaching  a saner 
age  in  devising  hospital  facilities.  The  com- 
parison of  hospitals  with  hotels  is  not  entirely 
unapt. 

10.  The  case  regarding  sexual  instruction  to 
young  women  seemed  to  be  the  most  hi- 
lariously received.  A rabbit  that  was  to  die  for 
us  merely  squealed  and  sat  still,  but  that  is 
usually  the  way  laboratory  animals  act.  The 
dog,  however,  showed  very  nicely  the  dilatation 
of  the  heart  when  the  oxygen  supply  was  cut 
off. 


The  Nebraska  State  Medical  Journal 
July,  1930 

F.C. 
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Picture  Gallery 

NMA  1980  Annual  Session 


Doctor  ('arivie  E.  Wilson,  Jr.  presiding  at  Board  of 
C'ouncilors  session 


Doctor  Harry  W.  .McFadden,  Jr.  presiding  at  House  of 
Delegates  session 


Mrs.  Betty  Hadley  presenting  AMA-ERF  check  to 
Doctor  Joseph  Holthaus 


Doctor  Louis  J.  Gogeia  presenting  Nebraska  Medical 
Foundation  scholarship  to  William  .Andrews 


House  of  Delegates 


Mrs.  Betty  Hadley  presenting  AMA-ERF  check  to 
Doctor  Alastair  Connell 


Doctor  Louis  J.  Gogeia  presenting  Nebraska  Medical 
Foundation  scholarship  to  Rodney  .Anderson 
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NMA  1980  Annual  Session 


Picture  Gallery 


Doctor  Louis  J.  Gogela  presenting  Nebraska  Medical 
Foundation  scholarship  to  Mr.  John  Bleicher 


House  of  Delegates  Reference  Committee 


House  of  Delegates  Reference  Committee 


House  of  Delegates  Reference  Committee 


Doctor  Dale  W.  Ebers  presiding  at  Annual  Recogni- 
tion and  Religion  Banquet 


Doctor  Russell  L.  (Jorthey  presenting  .'>0-year  cer- 
tificate to  D»)ctor  Raymond  (1.  Lewis 


Doctor  Russell  L.  Gorthey  presenting  50-year  cer- 
tificate to  Doctor  W.  W.  Waddell 
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Doctor  C.  Lee  Retelsdorf  presenting  Reference 
Committee  report 


Doctor  Russell  L.  Gorthey  presenting  50-year  cer- 
tificate to  Doctor  William  J.  Gentry 


Mr.  John  Erickson  addressing  Annual  Recognition 
and  Religion  Banquet.  JiS' 


— More  Picture  Gallery-  in  August  issue  — 


Books 

Handbook  of  obstetrics  & gynecology:  by  Ralph  C. 
Benson,  M.D.,;  808  pages;  limp  cover  S 10.00;  published 
May  1980  by  Lange  Medical  Publications,  Los  Altos. 
California. 

This  is  the  7th  edition  of  this  book,  which  first  appeared 
in  1964.  It  is  small,  but  full  of  figures,  and  indexed.  It  is 
up-to-date.  The  author  is  clinical  professor  and  emeritus 
chairman  of  the  department  at  the  L'niversity  of  Oregon. 

It  is  only  a handbook,  the  author  says,  but  it  is  what  we 
thought  was  a textbook  when  I was  in  school.  It’s  a good 
book. 

F.C. 

Books  received. 

Raising  the  young  blind  child;  by  S.  Kastein,  I. 
Spaulding,  & B.  Scharf;  208  pages;  published  1980  by 
Human  Sciences  Press,  72  Fifth  Ave.,  New  York,  N.Y. 


Improving  doctor  performance;  by  Steven  Kelman; 
349  pages;  hard  cover  .$24.95;  published  1980  by  Human 
Sciences  Press;  72  Fifth  Ave.,  New  York.  N.Y. 

Paraprofessionals  in  mental  health;  edited  by  Sam 
R.  Alley,  Ph.D.,  Judith  Blanton,  Ph.D.,  and  Ronald  E. 
Feldman,  Ph.D.;  336  pages;  hard  cover  $29.95;  published 
1979  bv  Human  Sciences  Press,  72  Fifth  Avenue,  N.Y. 
10011.’ 

Case  studies  of  mental  health  paraprofessionals, 
twelve  effective  programs;  by  Sam  R.  Alley,  Ph  D., 
Judith  Blanton,  Ph.D.,  Ronald  E.  Feldman,  Ph.D.,  Glenn 
David  Hunter,  Ph.D.,  and  Michael  Rolfson,  M.A.;  272 
pages;  hard  cover  $24.95;  published  by  Human  Sciences 
Press,  72  Fifth  Avenue,  N.Y.  10011. 

The  motherhood  mandate;  edited  by  Nancy  Felipe 
Russo;  146  pages;  published  1979  by  Human  Press,  72 
Fifth  Avenue,  New  York,  N.Y.  10011. 
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The 

Auxiliary 


At  their  annual  convention,  the  Nebraska 
Medical  Association  Auxiliary  awarded  the 
Woman  of  the  Year  to  Mrs.  Denham  Harman 
(Helen)  of  Omaha.  This  award  is  given  to  honor 
an  individual  who  has  been  an  active  member 
of  the  auxiliary  and  who  also  has  made  many 
contributions  of  service  to  her  community 

Mrs.  Harman  has  served  as  first  vice 
president  of  this  organization  and  also  served 
as  convention  chairman  in  1974.  She  has  been 
a director,  historian,  health  council  member, 
president  of  the  Omaha  Medical  Society 
Auxiliary  and  Chairman  of  the  Liaison  Com- 
mittee. 

She  has  been  active  in  many  organizations  in 
Omaha:  President  of  the  Junior  Theatre, 
Henry  Doorly  Zoo  Board,  Omaha  Symphony 
and  Symphony  Guild  Boards,  where  she 
initiated  Concerts  for  Youth,  Planned  Parent- 
hood and  Faculty  Wives  Club  Board  of  the 
University  of  Nebraska  College  of  Medicine, 
and  President  of  Art  Guild  VII. 

Helen  is  a graduate  of  the  University  of 
California  at  Berkeley,  where  she  majored  in 
Journalism.  She  is  a member  of  Phi  Mu 
sorority  and  Theta  Sigma  Phi,  honorary 
journalism  fraternity.  As  the  mother  of  four 
children,  Doug,  Dave,  Mark  (a  third  year 
Medical  Student)  and  Robin,  she  has  served  as 
both  a Brownie  and  Cub  Scout  leader,  on  PTA 
Boards,  Choir  Mother  and  sponsored  Senior 
High  Fellowship  Groups  at  Dundee  Presby- 
terian Church. 

Dr.  Harman  is  on  the  staff  of  the  University 
of  Nebraska  College  of  Medicine  as  a professor 
of  internal  medicine  and  biochemistry. 

Mrs.  Harry  Shaffer  (Dorothy)  of  Lincoln 
received  the  Merit  Award.  This  award  is  given 
for  service  to  the  Auxiliary  and  the  community. 
Dorothy  has  served  as  Lancaster  County 
President,  on  the  Budget  Committee,  or- 


Mrs. Shaffer 


ganized  the  first  Health  Career  Day,  serv’ed  as 
Corresponding  Secretary  of  the  Nebraska 
Medical  Association  Auxiliary,  Newsletter 
Chairman,  the  vice-presidential  offices  of  the 
Auxiliary  and  president  of  the  organization  in 
1979-1980. 

As  the  mother  of  five  children,  Dorothy 
served  in  various  capacities  of  the  PTA  for 
twelve  years  in  Lincoln.  She  has  been  active  in 
many  committees  within  the  First  Baptist 
Church,  the  Christian  Woman’s  Club  and 
Young  Life.  At  the  present  time,  she  is  serving 
as  President  of  the  Rotary  Anns,  an  organiza- 
tion of  which  she  has  been  a member  for  14 
years.  The  Shaffers  have  been  residents  of 
Lincoln  since  1950. 
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Between  Cases 

Lines  I Like. 

Dont’  speak  unless  you  can  improve  on  the 
silence. 

Words  I Can  Do  Without. 

Cohort,  circa,  the  name  of  the  game,  an  idea 
whose  time  has  come,  a whole  new  dimen- 
sion. 

Did  You  Know? 

Our  eye  teeth  are  so-called  because  they  lie 
under  the  eyes. 

All  my  teeth  lie  under  my  eyes. 

Department  Of  Psychology. 

If  you  ask  someone  to  name  a color,  it  will 
be  red. 

Clear  Days  Department. 

Left  side  weakness  both  legs. 

Left  side  of  each  leg? 

On  TV. 

What  do  you  think  of  the  TV  ads? 

They  are  dumb. 

Will  you  buy  what  the  TV  ads  recommend? 

No. 

Why? 

They  are  dumb. 

Do  they  really  expect  me  to  buy  a car 
because  people  are  singing,  or  a hamburger 
because  they  are  dancing? 


In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

Hook,  R.  L.,  M.D.,  born  March  3,  1905,  died 
April  14,  1980,  University  of  Nebraska 
College  of  Medicine,  graduated  1930,  prac- 
ticed in  Rushville,  Nebraska,  NMA  and 
AMA  member. 


Section  On  Camping. 

It’s  always  uphill  coming  back. 

Anon. 

Try  It. 

If  you  must  make  a decision,  delay  it. 
Same  anon. 

Quote  Unquote. 

Bad  weather  reports  are  more  often  right 
than  good  ones. 

Ibid. 

It  Hurts  Me  To  Type  This. 

His  pain  is  becoming  increasingly  painful. 

Read  It  Over. 

While  watching  TV  in  the  right  eye. 

Section  On  Drugs. 

The  best  of  all  medicines  are  rest  and 
fasting. 

Franklin. 

I Read  It. 

Lincoln  had  a mild  case  of  smallpox  when  he 
gave  the  Gettysburg  Address. 

Hurry. 

Although  they  were  not  very  close,  recently 
they  have  become  so  and  they  are  about  to 
get  married  in  the  next  few  hours. 

F.C. 


Peterson,  Paul  L.,  M.D.,  born  February  21, 

1915,  died  April  14,  1980,  University  of 
Nebraska  College  of  Medicine,  graduated 
1941,  practiced  in  Lincoln,  Nebraska,  NMA 
and  AMA  member.  He  was  my  friend. 

Zimmerer,  Charles  G.,  M.D.,  born  January  28, 
1892,  died  April  27,  1980,  Creighton  L^ni- 
versity  School  of  Medicine,  graduated  in 

1916,  practiced  in  Nebraska  City,  Nebraska, 
NMA  member. 
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Welcome  New 

Diana  Breslich,  M.D. 

211  West  39th 
Scottsbluff,  NE  69361 

J.  Paul  Glabasnia,  M.D. 

1217  Golden  Gate  Drive 
Papillion,  NE  68946 

William  H.  Reid,  M.D. 

Nebraska  Psychiatric  Institute 
Omaha,  NE  68106 


Members 

Susan  M.  Williams,  M.D. 

Department  of  Radiology 

University  of  Nebraska  Medical  Center 

Omaha,  NE  68105 


O.  Garland  Bare,  M.D. 
Student  Health  Center 
University  of  Nebraska 
Lincoln,  NE  68588 
(Reinstated) 


Our  Medical  Schools 


Sleepwalking. 

Psychiatrists  at  the  University  of  Nebraska 
Medical  Center  in  Omaha  are  attempting  to 
conduct  a study  of  a treatment  for  sleep- 
walking in  adults. 

Dr.  William  Reid  and  colleagues  at  the 
Nebraska  Psychiatric  Institute  are  investi- 
gating the  use  of  a simple  and  safe  medication 
for  people  with  frequent  sleepwalking  prob- 
lems. 

Dr.  Reid,  clinical  research  coordinator  at  the 
institute,  said  people  who  are  between  the  ages 
of  18  and  65  and  walk  in  their  sleep  at  least 
once  a week,  are  needed  for  the  study. 

If  acce[)ted  after  the  initial  interview,  par- 
ticipants will  be  scheduled  for  three  to  five 
clinic  visits  at  two  week  inteiwals  each.  An  oral 


medication,  which  has  few,  if  any,  side  effects, 
will  be  supplied. 

Dr.  Reid,  who  has  been  studying  sleep- 
walking treatment  for  the  past  six  years, 
demonstrated  the  benefits  of  another  form  of 
therapy,  hypnosis,  for  managing  sleepwalking 
during  a study  of  1 1 Omaha  sleepwalkers  in 
1978. 

During  that  initial  study.  Dr.  Reid  and  co- 
investigators found  that  by  conditioning  sub- 
jects during  hypnosis  to  associate  wakefulness 
with  a certain  physical  movement  or  position, 
many  improved  dramatically. 

Dr.  Reid  now  hopes  to  determine  if  certain 
medications  can  be  just  as,  if  not  more, 
effective.  Those  interested  in  participating  in 
his  current  study  may  contact  Dr.  Reid  at  NPI, 
602  South  45th  Street,  Omaha  (68106),  or  call 
(402)  541-4511. 
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WashingtoNotes 


Insurance. 

National  Health  Insurance  sparks  keep 
flickering.  The  Senate  Finance  Committee  has 
budgeted  six  days  of  sessions  this  summer  on 
the  issue. 

Committee  Chairman  Russell  Long  (D-LA) 
steered  the  panel  close  to  a vote  recently  but 
then  postponed  consideration  after  resistance 
surfaced  on  the  budget-breaking  aspects  of 
any  NHI  plan. 

The  hill  before  the  Committee  has  been 
chopped  back  in  an  effort  to  make  it  easier  to 
win  approval.  The  catastrophic  provision  was 
changed  to  a voluntary  plan  with  tax  incentives 
to  encourage  businesses  to  purchase  such 
coverage  for  their  workers. 

The  legislative  trip  through  committee, 
Senate  floor.  House  committees  and  House 
floor,  appears  far  too  lengthy  and  difficult  for  a 
NHI  bill  to  survive  this  year,  particularly  in  the 
light  of  the  growing  fight  for  a balanced 
budget. 

The  House-Senate  Conference  Agreement 
on  Congressional  Spending  Limitations  has 
directed  a $1.4  billion  reduction  in  Medicare- 
Medicaid  spending  next  fiscal  year.  House  and 
Senate  health  committees  are  trying  to  figure 
out  how  to  accomplish  this  and  squeeze  other 
health  programs  under  the  low  ceilings. 

Certificate  of  need,  & equipment. 

Facilities  planning  to  reduce  bed  capacity  or 
services  should  not  have  to  seek  certificate-of- 
need  approval  by  planning  authorities,  the 
AMA  has  told  the  Health  and  Human  Services 
Department. 

Commenting  on  proposed  regulations  to 
cany  out  changes  in  the  planning  law,  the 
AMA  said  “such  application  of  the  certificate- 
of-need  program  could  force  an  institution  to 
keep  beds  and  maintain  a service  even  though 
it  might  deem  it  inappropriate  and  infeasible 
to  do  so.  This  would  seem  to  be  holding  the 
institution  in  bondage.” 

Congress’  concern  in  the  planning  law  was 
increases,  not  decreases,  the  AMA  noted. 


Also  questioned  by  the  AMA  was  the 
wording  of  the  new  regulation  extending 
certificate-of-need  to  purchase  of  expensive 
equipment  (more  than  $150,000)  for  phy- 
sicians’ offices  if  the  equipment  is  designed  in 
large  part  for  use  by  hospital  inpatients.  The 
requirement  for  “irregular”  use  only  for 
inpatients  is  too  inflexible  since  it  would  apply 
to  such  cases  as  an  agreement  with  a hospital 
to  use  the  office  equipment  when  the  hospital 
equipment  is  undergoing  regularly  scheduled 
maintenance,  the  AMA  said. 

Too  many  beds? 

President  Carter  is  reported  ready  to  order  a 
stringent  clampdown  on  all  hospital  con- 
struction and  renovation  involving  federal 
funds.  Almost  $1  billion  of  building  and 
renovation  planned  for  federal  hospitals  might 
be  cancelled.  The  impact  on  nongovernment 
hospital  construction  would  be  far  greater. 

The  presidential  action  would  be  the  most 
dramatic  step  taken  by  President  Carter 
against  adding  hospital  beds.  The  administra- 
tion has  contended  there  are  130,000  un- 
needed beds  in  the  nation  and  that  adding  to 
the  supply  is  wasteful,  costing  the  country  $4 
billion  annually. 

The  government  estimates  there  are  too 
many  beds  at  present  in  196  of  the  nation’s 
213  health  service  areas.  Thus,  this  Adminis- 
tration policy  could  affect  construction  and 
renovation  in  most  areas  of  the  country.  The 
policy  would  not  hit  construction  in  areas 
found  to  need  beds. 

Federal  money  for  schools. 

In  trouble  on  Capitol  Hill  is  the  federal 
government’s  long-standing  program  of  money 
for  medical  schools  based  on  the  number  of 
students. 

A sharp  reduction  in  the  so-called  capitation 
aid  was  contained  in  the  Health  Manpower  bill 
approved  recently  by  the  House  Commerce 
Committee.  There  are  strong  pressures  in  the 
Senate  to  whittle  the  aid  program. 

The  Carter  Administration  wants  to  kill 
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capitation  aid,  arguing  that  the  number  of 
physicians  is  becoming  ample  and  that  it  is 
time  for  the  government  to  start  easing  back  on 
the  financial  aid  launched  more  than  a decade 
ago  to  expand  the  physician  supply.  There 
have  been  veto  threats  raised  if  Congress 
approves  legislation  providing  more  than  the 
$425  million  the  Administration  has  asked  for 
the  entire  medical  manpower  package. 

Medicare  & hospital-based  doctors. 

Ten  Senators  have  challenged  a government 
proposal  to  change  Medicare  reimbursement 
for  hospital-based  physicians. 

The  regulation  at  issue  would  require 
hospitals  to  contract  with  hospital-based  phy- 
sicians for  certain  services  rather  than  the 
present  practice  of  reimbursing  them  on  a 
reasonable  charge  basis  under  Medicare  Part 
B. 

The  HHS  Department  was  urged  to  with- 
draw the  proposal  “until  the  impact  of  the 
change  has  been  properly  evaluated.” 

The  proposed  rules  would  require  all  hos- 
pital-based physicians  to  be  reimbursed  under 
Medicare  Part  A unless  (1)  the  services  are 
personally  performed  by  the  physician,  and  (2) 


the  services  contribute  to  the  diagnosis  or 
treatment  of  the  patients. 

The  new  regulations  probably  will  not  result 
in  any  cost  savings  for  the  Medicare  program, 
the  Senators  said.  A cost  that  was  borne  by  the 
Part  B portion  of  Medicare  will  now  be  paid 
through  Part  A — the  hospital  portion. 
“Shifting  the  costs  of  these  services  to  the 
hospitals  could  lead  to  higher  hospital  ex- 
penses at  a time  when  the  Administration  is 
actively  attempting  to  reduce  hospital  costs,” 
they  said. 


Medicare  & the  gap. 

House-Senate  conferees  have  agreed  on  a 
proposal  to  set  voluntary  federal  standards  of 
“Medigap”  private  health  insurance  aimed  at 
meeting  the  gap  not  filled  by  Medicare 
coverage.  The  proposal  stemmed  from  Con- 
gressional hearings  earlier  this  year  on  abuses 
in  the  commercial  insurance  field.  The  stan- 
dard include  a minimum  loss  ratio,  the  amount 
of  premiums  paid  back.  In  states  that  do  not 
meet  terms  of  a proposed  model  law,  the 
federal  minimum  standards  would  apply. 
Companies  that  meet  the  standards  could 
advertise  the  fact. 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS  — 

July  12  — Chadron,  Elks  Lodge 
August  9 — Norfolk,  Elks  Lodge 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  House  of  Delegates,  July 
20-24,  1980,  Chicago  Mariott,  Chicago, 
Illinois. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  2-4,  1980,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Reception,  October  7,  1980,  in 
New  Orleans,  in  conjunction  with  American 
Academy  of  Family  Physicians  meeting. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Centennial  Gourmet  Dinner  and 


Dance,  Monday,  October  27,  1980,  at 
Holiday  Inn  High  Rise,  70th  and  Grover, 
Omaha;  in  conjunction  with  Omaha  Mid- 
West  Clinical  Society  Postgraduate 
Assembly. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 48th  Annual  Postgraduate  Assembly: 
October  27,  28,  and  29,  1980;  Omaha  Hilton 
Hotel;  write  to:  Lorraine  E.  Seibel,  Execu- 
tive Secretary,  7363  Pacific  Street,  #210-A, 
Omaha,  Nebraska  68114. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Interim  Session,  House  of  Delegates, 
December  7-10,  1980,  San  F’rancisco,  Cali- 
fornia. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  May  3-6,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska 
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REPORTS  OF  OFFICERS 
DELEGATES  AND  COMMISSIONS 

ANNUAL  SESSION 
April  27,  28  & 30,  1980 

(These  reports  appear  as  originally  submitted.  For  the 
House  of  Delegates  deliberations,  possible  changes,  and 
final  action,  refer  to  the  minutes  which  follow  these 
reports.) 

Charles  W l.andgrar.  Jr..  ,\I  I)..  Hastings,  ('hairman.  Kussell  L.  (lorthey, 
M I)..  iJiu'oln;  Orin  H Hayes,  M.I),.  Lincoln;  Houtz  (I.  SteenburK.  M I)  . 
Torrington,  Wyo.;  Herbert  K Keese.  M.I)..  Lincoln;  Allan  (’  Landers,  M.I) . 
Scottsblulf;  Frederick  F Faustian.  .M  I),.  Omaha;  Harr\  \V  .McFadden,  Jr.. 
M.D..  Omaha;  Alvin  A,  .Armstrong.  .M.I)..  Scottsbluff;  Carlyle  K.  Wilson.  Jr.. 
M.D..  Omaha. 

Since  the  last  report  to  the  House  by  the  Board, 
serx  ices  of  administrative  nature  have  been  increased  and 
the  Nebraska  Medical  Association  now  provides  such 
services  to  the  Nebraska  Society  of  Internal  Medicine  and 
the  Nebraska  Academy  of  Ophthalmology.  The  Nebraska 
Chapter  of  the  American  Academy  of  Pediatrics  is  also 
receiving  administrative  services.  A contract  is  in  develop- 
ment with  the  Nebraska  Radiological  Society.  .Specialty 
societies  have  expressed  an  interest  in  participation  in  our 
scientific  sessions,  and  the  Scientific  Sessions  Committee 
report  covers  that  matter. 

Annual  meetings  of  the  Nebraska  .Medical  .Association 
are  scheduled  through  1981  in  Lincoln  with  1982 
tentatively  scheduled  in  Omaha  at  the  planned  Omaha 
Mariott.  Future  meetings  at  locations  other  than  Lincoln 
and  Omaha  are  a matter  for  deliberation  since  attendance 
is  lower  at  out-state  meetings  and  expenses  are 
comparable. 

As  a result  of  information  received  in  the  summer  of 
1979  concerning  the  employment  of  physician  assistants 
in  a number  of  communities  in  the  state,  the  Board 
undertook  the  development  of  additional  information, 
appointed  an  Ad-Hoc  committee  to  study  the  matter,  and, 
after  considering  the  additional  information  and  report  of 
the  Ad-Hoc  committee,  referred  the  matter  to  the 
Commission  on  Association  Affairs.  The  matter  now  is  in 
the  hands  of  the  Board  of  Examiners  which  is  dealing  with 
the  problem  effectively.  The  Nebraska  Medical  Associa- 
tion plans  no  further  consideration  of  the  subject  at  this 
time. 

The  Nebraska  Medical  Association’s  position  with 
regard  to  the  American  Medical  Association’s  Code  of 
Medical  Ethics  is  that  there  should  be  no  substantive 
change,  and  this  position  has  been  made  known  to  the 
American  Medical  Association.  It  is  possible  that  the 
American  Medical  Association  will  take  definitive  action 
at  its  Annual  Session  this  summer,  but  it  is  more  likely 
that  such  action  will  be  deferred  until  the  interim  session. 

There  has  been  a number  of  developments  concerning 
the  Western  Physicians  Purchasing  Association.  Financial 
problems  developed  of  serious  nature  last  year  with  the 
result  that  a number  of  state  medical  associations  elected 
to  call  their  loans  no  later  than  the  expiration  dates  of  the 
loans.  WPPA  now  has  been  moved  to  Flagstaff,  Arizona, 
and  as  a result  of  a number  of  changes,  now  has  an 
improved  financial  condition.  Therefore,  the  above 
actions  have  been  deferred  upon  evidence  of  good  faith 
attempt  to  repay  the  loans.  Nevertheless,  the  Board  does 
not  believe  it  appropriate  at  this  time  to  endorse  this 


program  official!  7’he  potential  for  good  sei’vice  on  a 
.sound  financial  h does  appear  to  exist. 

I he  Nebraska  M;  ical  Association  continued  to  work 
with  the  Americaii  Medical  Association  accrediting 
.system  for  continuing  ledical  education,  and  there  is  no 
rea.son  to  anticipate  any  problems  in  connection  with  the 
American  Medical  Association’s  withdrawal  from  the 
Liaison  Committee  on  Continuing  Medical  Education. 

( arl  Cornelius,  Jr.,  M.D.,  of  Sidney,  has  been  appointed 
Chairman  ol  a Committee  on  Health  Planning  to  assure 
the  serious  consideration  of  the  physician’s  viewpoint  in 
health  [)lanning.  I'he  committee  consists  of  fifteen 
members,  five  from  each  health  planning  region  and  a first 
meeting  has  already  occurred. 

.•\  liaison  committee  has  been  appointed  under  the 
Chairmanship  of  Louis  J.  Gogela,  M.D.,  of  Lincoln,  which 
concerns  itself  primarily  with  the  responsibility  of 
improving  and  making  closer  the  relationship  between  the 
Nebraska  Medical  A.ssociation  and  medical  students  and 
House  Officers. 

Membership  in  organized  medicine  at  various  levels 
remains  a problem  in  Nebraska  and  the  rest  of  the  nation. 
There  has  been  no  significant  change  in  the  situation  in 
Nebraska  in  the  past  year.  More  than  one-fourth  of  the 
members  of  the  Nebraska  Medical  Association  do  not 
belong  to  the  American  Medical  Association;  16%  of  the 
Delegates  in  our  House  do  not  belong  to  the  American 
Medical  A.ssociation;  and  30%  of  the  Alternate  Delegates 
do  not  belong  to  the  American  Medical  Association.  The 
Board,  believing  that  organized  medicine  deserves  a 
strong  voice  in  the  support  of  all  physicians,  is  developing 
approaches  to  try  to  solve  the  membership  problem.  It 
should  be  pointed  out  that  only  in  those  states  where 
unified  membership  no  longer  exists  has  there  been 
significantly  declining  membership;  in  those  states  where 
unified  membership  still  exists,  the  line  has  been  held  or 
membership  has  expanded.  The  Board  makes  no  specific 
recommendation  at  this  time. 

Charles  W.  Landgraf,  Jr.,  M.D.,  President,  testified, 
with  many  others,  in  support  of  the  University  of 
Nebraska’s  budget  requests  before  the  Appropriations 
Committee  of  the  Legislature,  and  the  Board  is  pleased  to 
report  that,  because  of  the  overwhelming  support  by  those 
appearing  before  the  Committee,  the  University’s  budget 
requests  were  looked  upon  most  favorably  by  that 
Committee. 

The  Board  is  pleased  to  report  that  the  Nebraska 
Medical  Association  remains  in  good  financial  condition. 
Further,  it  is  pleased  to  report  that  the  seventy-five 
percent  reserve  level  established  by  the  House  of 
Delegates  has  been  reached  this  year.  To  accomplish  this 
goal,  the  Board  transferred  cash  from  the  operating  fund 
equal  to  $32.00  per  member  during  1979.  This  transfer 
considerably  reduced  the  amount  of  funds  available  to  the 
Nebraska  Medical  Association  for  operating  purposes. 

The  dues  increase  of  $20.00  effective  this  year  has 
assisted  in  rebuilding  the  reserves  to  a modest  level  in 
view  of  1980  anticipated  expenditures. 

In  general,  the  Association  remained  within  1979 
income  even  though  the  budget  figures  were  exceeded. 
This  is  due  primarily  to  inflation  which  exceeded 
expectations  for  1979,  and,  as  all  are  aware,  inflation  will 
have  a major  impact  in  1980. 

The  Board  has  changed  accounting  methods  to  the 
accrual  system  as  approved  by  the  House  and  this  new 
system  is  used  in  the  auditor’s  report.  It  is  felt  this  new 
approach  realistically  will  reflect  the  Association’s  fin- 
nancial  transactions  during  the  coming  years.  The  Board 
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regularly  reviews  the  financial  condition  of  the  Associa- 
tion at  each  meeting  and  will  continue,  as  directed  by  the 
House,  to  keep  the  House  informed  as  to  financial 
progress  and  needs  of  the  Association  for  the  future. 

Lastly,  the  Board  wishes  to  commend  most  highly  the 
Chairman  and  the  membeis  of  their  commissions  and 
committees,  the  American  Medical  Association  Delegates 
and  Alternates,  and  the  Executive  Director  and  the 


REPORT  OF  THE  DELEGATE  TO  THE  A.M.A.  - 
INTERIM  MEETING 

The  Interim  Meeting  of  the  AMA  held  in  Honolulu, 
December  2-5,  1979,  produced  the  following  discussions 
and  actions. 

In  addition  to  the  usual  list  of  legislative  happenings  of 
the  House  of  Delegates,  I have  added  my  own  interpre- 
tation of  a few  important  matters. 

Nebraska  with  a delegation  of  four,  even  with  the 
assistance  of  the  officers  and  the  staff,  has  a hard  time 
covering  all  the  activities  of  the  reference  committees  and 
the  House  of  Delegate  actions.  However,  let  me  start  by 
discussing  what  happened  to  the  two  resolutions  sent  to 
the  AMA  by  the  House  of  Delegates  of  the  NMA  at  their 
Interim  Session  in  Lincoln  last  fall. 

AMA  Resolution  9 was  the  Nebraska  resolution  passed 
at  the  Annual  Meeting,  which  read; 

RESOLVED  — that  the  AMA  express  its  opposition  to 
retroactive  denial  of  payment  by  Medicare  for  necessary 
pre-operative  evaluations  and  procedures,  which  is  an 
intrusion  by  government  into  the  practice  of  medicine. 

This  resolution  prompted  discussion  in  the  Reference 
Committee  and  it  was  judged  that  the  resolution  ask  the 
AMA  to  oppose  retroactive  denial  by  Medicare  of 
payment  for  necessary  procedures.  In  order  to  make  clear 
that  this  policy  applied  only  to  services  covered  by 
contracts  which  meet  professional  standards  of  appro- 
priateness, the  Committee  offered  the  following  sub- 
stitute resolution: 

RESOLVE,  that  the  AMA  express  its  opposition  to 
retroactive  denials  of  payment  for  appropriately  rendered 
service  by  Medicare  and  other  third-party  payers  for 
necessary  pre-operative  evaluations  and  procedures 
contractually  covered  by  the  payers. 

This  substitute  resolution  was  then  passed  by  the 
House  of  Delegates. 

The  second  Nebraska  resolution  which  was  passed  at 
the  annual  NMA  meeting  became  Resolution  10  of  the 
AMA.  This  resolution  was  offered  by  the  Metropolitan 
Omaha  Medical  Society. 

RESOLVED,  that  the  AMA  encourage  the  Public 
Relations  Committee  of  all  medical  societies  (county, 
state,  and  national)  to  make  timely  responses  to  mis- 
leading and  inaccurate  media  releases,  giving  the  general 
public  a more  accurate  and  balanced  prospective  of  the 
medical  issues. 

The  Reference  Committee  interpreted  the  resolution  as 
calling  on  the  AMA  to  encourage  public  relation  com- 
mittees of  all  medical  societies  to  make  timely  responses 
to  misleading  and  inaccurate  news  releases. 

They  also  felt  it  was  important  for  medical  societies  to 
initiate  positive  public  relation  |)rograms  as  well  as 


Assistant  Executive  Director  and  their  .staff  for  most 
highly  effective  attention  to  their  many,  often  difficult, 
responsibilities;  great  credit  is  due  every  one  of  these  men 
and  women. 

Respectfully  submitted, 

CHARLES  \V.  LANDGRAF,  JR.,  M.D. 

Chairman 


responding  to  misleading  and  inaccurate  information 
perpetrated  by  the  press.  The  Reference  Committee  also 
wished  to  acknowledge  the  many  public  relation  activities 
currently  being  implemented  by  the  AMA  and  the  other 
medical  societies  and  encouraged  that  the  AMA  continue 
to  encourage  these  programs  and  foster  a coordinated 
effort  between  all  the  societies. 

In  view  of  that,  they  recommended  that  the  following 
amended  resolution  be  adopted: 

RESOLVED,  that  the  AMA  continue  to  encourage  the 
public  relations  committees  of  all  county,  state  and 
national  medical  societies  to  initiate  positive  programs 
with  the  media  and  to  make  timely  responses  to 
misleading  and  inaccurate  media  releases,  giving  the 
general  public  a more  accurate  and  balanced  perspective 
of  the  medical  profession  and  medical  issues. 

This  was  adopted  as  amended. 

The  Nebraska  delegation  took  issue  with  a portion  of 
Report  E of  the  Board  of  Trustees.  This  report  is  a study 
and  review  of  the  Elderly  Health  Screening  Program. 
Before  offering  this  report,  the  Board  of  Trustees  asked 
the  Council  of  Medical  Service  to  review  the  subject,  and 
this  report  in  part  was  based  on  that  review. 

The  Elderly  Health  Screening  Program  is  financed  by 
the  Federal  Administration  on  Aging  and  also  state 
agencies  on  aging  responsible  for  administration  of  plans 
under  the  Older  Americans  Act  of  1965.  The  program  is 
conducted  through  local  health  fairs,  designed  to  mobilize 
community  resources  to  increase  awareness  of  health 
needs  and  problems  of  older  people  as  a group. 

In  this  connection,  the  physician  who  receives  un- 
solicited reports  on  laboratory  or  diagnostic  procedures  in 
conjunction  with  the  Elderly  Health  Screening  Program 
may  accept  or  not  accept  these  people  as  patients.  In 
addition,  some  of  these  reports  may  be  received  on 
persons  who  are  currently  the  doctor’s  patient. 

If  the  doctor  elects  not  to  accept  such  persons  as 
patients,  he  must  then  return  to  the  Board  the  screening 
information  and  notify  the  patient  that  he  does  not  wish  to 
provide  care  and  accept  responsibility. 

The  Reference  Committee  adopted  the  majority  of  the 
report  but  referred  this  matter  of  notification  to  the  Board 
of  Trustees  for  further  study.  They  noted  that  failure  to 
return  these  forms  or  to  communicate  with  the  patient 
might  result  in  the  physician’s  exposure  to  legal  liability, 
should  results  indicate  a need  for  prompt  medical 
attention. 

A resolution  was  also  offered  by  the  Nebraska 
delegation  in  memory  of  Dr.  Earl  F.  Leininger,  who  served 
in  the  House  of  Delegates  from  1959  to  1973.  This  was 
passed  unanimously. 

J’here  were  in  addition  four  major  items  of  con- 
sideration which  prompted  debate  and  consideration  of 
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the  House  of  Delegates.  The  first  of  these  was  the  issue 
involving  national  health  insurance.  I'here  was  a re- 
affirmation of  the  national  health  insurance  policy  which 
briefly  is  to  maintain  the  high  level  of  medical  care  within 
the  framework  of  private  insurance  and  within  the 
principles  as  outlined  by  the  Florida  Resolution  #62  in 
the  Interim  meeting  of  1978. 

National  health  insurance  was  not  a dominant  issue  at 
this  meeting.  My  feeling  was  that  the  trustees  somewhat 
reluctantly  adhered  to  this  idea  of  following  h’lorida 
Resolution  #62.  My  interpretation  was  that  there  was  a 
continuation  of  initiatives  by  the  AMA  trustees  but  they 
had  no  desire  to  support  an  AMA  NHI  bill  as  was 
previously  outlined  in  some  detail. 

I'he  second  item  had  to  do  with  medical  education.  I’he 
AMA  responded  at  this  meeting  to  the  uproar  over  the 
withdrawal  from  the  LCCMFl  (Liaison  Committee  of  the 
Continuing  Medical  Flducation)  at  the  1978  Annual 
Meeting. 

They  presented  a new  in-depth  report  (white  paper) 
entitled,  “Future  Directions  for  Medical  Kducation,” 
which  was  prepared  by  the  Council  on  Medical  Kducation. 
This  is  a lengthy  comprehensive  report  which  the 
Reference  Committee  and  the  House  declined  to  accept 
without  study.  The  parliamentary  maneuver  used  to 
accomplish  this  was  to  accept  it  as  an  “agenda  of  issues 
for  discussion"  which  was  an  euphemism  to  allow  it  only 
as  a reference  item. 

One  of  the  most  interesting  parts  of  this  report  was  the 
suggestion  that  the  first  year  of  training  out  of  medical 
school  be  a “comprehensive  residency”  for  all  first-year 
residents,  or  a return  to  the  rotating  internship,  in  my 
judgment.  It  seemed  to  me  that  this  report  will  be  a basic 
item  upon  which  many  judgments  over  a medical 
education  will  be  made  in  the  ensuing  years  and  should  be 
made  available  to  the  State  Committee  on  Medical 
Education  for  their  information  and  reference. 

There  were  resolutions  to  resolve  the  differences 
between  the  AMA  and  the  LCCME  but  none  of  these 
were  approved.  There  was  great  concern  over  the  fact  that 
there  were  to  be  two  accrediting  bodies  and  there  were 
suggestions  at  re-approachment.  All  of  these  were 
resisted.  Dr.  Fisher,  Chairman  of  the  Council  on  Medical 
Education,  said  that  some  of  the  states  which  had  resisted 
the  LCCME  now  want  accreditation  only  by  the  AMA.  It 
is  my  judgment  that  this  matter  is  not  entirely  resolved.  It 
will  probably  leave  a few  wounds  which  will  never  heal  and 
it  is  something  that  the  State  Medical  Association  should 
be  appraised  of  and  stay  current  on. 

Another  major  item  discussed  was  foreign  medical 
graduates,  and  I was  amazed  to  find  that  there  are  85,000 
foreign  medical  graduates  in  the  I’nited  States,  only 
23,000  of  which  are  members  of  the  AMA.  Mohammed  N. 
Akhter,  Chairman  of  the  Ad-Hoc  Committee  who  pre- 
pared this  report,  urged  their  welcome  and  acceptance. 

He  pointed  out  that  the  majority  of  members  on  the  Ad- 
Hoc  Committee  were  foreign  medical  graduates.  I might 
add  this  caused  some  concern  among  several  of  the 
members,  who  felt  the  committee  was  loaded.  He  referred 
to  the  trustees’  concern  of  foreign  medical  graduates  who 
are  not  licensed  or  certified  by  the  Educational  Com- 
mission on  Foreign  Medical  Graduates. 

There  was  concern  about  the  few  foreign  graduates  who 
actually  return  home.  There  was  also  concern  about 
continuing  language  difficulties  — less  than  thirty  percent 
of  these  graduates  speak  English  well.  It  was  apparent  in 
the  discussion  that  the  eastern  seaboard  hospitals 
continue  to  support  and  encourage  foreign  medical 


graduates  becaus  they  need  them  to  staff  theii’ hos[)itals. 

Another  major  ■ ncern  was  AMA  membcrshi|),  and  a 
great  plea  was  made  :or  more  recruiting  activities.  It  was 
pointed  out  that  the  percentage  of  AMA  members  against 
total  physicians  continues  to  decline.  There  is,  however,  a 
modest  increase  in  the  total  number  of  AMA  members. 
Medical  students  and  residents  now  total  over  20,01)0  in 
each  category. 

Forty-two  percent  of  the  state  and  sixty-three  percent 
of  county  medical  societies  have  no  recruiting  activities 
whatsoever.  Dr.  Sammons  mentioned  that  inflation  has 
negatively  influenced  the  budget,  and  in  the  absence  of 
substantial  numbers  of  new  members,  a dues  increase  will 
become  necessary  by  1981. 

Following  are  the  official  actions  of  the  1979  Interim 
Session  of  the  AMA  House  of  Delegates. 


REFERENCE  COMMITTEE  ON  AMENDMENTS 
TO  CONSTITUTION  & BYLAWS 
Report  B,  Com.  Const.  & Bylaws  - 
Resolution  #2,  Resolution  #75 

The  authority  of  judicial  counsel  with  reference  to 
“establishment  of  principles”  of  medical  ethics  and 
Resolution  #2  amendments  to  the  Bylaws  of  the  AMA, 
and  Resolution  #75,  council  jurisdiciton.  'Fhe  action  of 
this  was  to  remove  the  words  “establishment  of  prin- 
ciples” from  the  section  of  Bylaws  dealing  with  the 
authority  of  the  Judicial  Council.  Report  B of  the  Council 
was  adopted.  Resolution  #2  was  not  adopted. 

Report  of  Ad-Hoc  Committee  on  the  Principles 
of  Medical  Ethics  which  was  a Progress 
Report  and  Resolution  #1 

Resolution  #1  which  had  to  do  with  the  revision  of  the 
principles  of  medical  ethics.  This  matter  of  the  progress 
report  was  filed  and  Resolution  #1  was  referred  to  this 
Ad-Hoc  Committee. 

Report  AA,  Board  of  Trustees  having  to  do  with 
Bio-Ethics  Resolution  #61  (-79) 

Had  to  do  with  the  establishment  of  a panel  of  medical 
experts  dealing  with  bio-ethics.  This  matter  was  filed  and 
the  Resolution  in  regard  to  bio-ethics  was  referred  to  the 
Board  of  Trustees. 

Resolution  #58,  AMA  Chiropractic  Policy 

Had  to  do  with  the  opposition  of  chiropractic  intrusion 
into  medicine.  W’as  not  adopted. 

Report  BB,  Board  of  Trustees, 

Guidelines  for  Due  Process 

This  was  done  in  response  to  Resolution  #38  (T78) 
which  requested  model  guidelines  for  physicians.  BB  was 
referred  to  the  Board  of  Trustees. 

Resolution  #13 

Proposed  that  members  of  all  councils  of  the  American 
Medical  Association  be  elected  by  the  House  of  Dele- 
gates. The  resolution  was  not  adopted. 

Resolution  #94,  Composition  of  the  Student 
Business  Section  Governing  Council  and 
Report  C of  the  Council  on  Constitution  and  Bylaws, 
Composition  of  Student  Business  Section  Governing 
Council 

Resolution  #94  was  adopted  and  Report  C of  the 
Council  on  Constitution  was  adopted  and  the  Bylaws  were 
amended  accordingly. 

Report  A,  Council  on  Constitution  and  Bylaws  - 
Voting  Privileges  for  Medical  Students  who  are 
Members  of  Council  of  the  AMA 

This  right  would  be  allowed  with  permission  of  the 
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Council  on  which  they  served.  This  Report  A was  adopted 
and  the  Bylaws  were  amended  accordingly. 

Report  S,  Board  of  Trustees  - Restatement  of 
Purpose  (Resolution  #109,  A-79) 

This  set  forth  six  missions  identified  in  a formal 
planning  process  utilized  by  the  AMA  and  contained  a 
detailed  description  of  the  programs  and  projects.  This 
report  was  adopted. 

Report  V,  Board  of  Trustees  - 
Medical  Ethics  and  Chiropractic 

Having  to  do  with  medical  ethics  and  chiropractics. 
This  results  from  Resolution  #35  (A-79).  This  pointed 
out  that  the  Judicial  Council  opinion  3.70  was  amended 
by  Report  A of  the  Judicial  Council  which  thus 
accomplished  the  intent  of  Resolution  #35.  Report  B was 
adopted. 

Resolution  #83  - FTC  Ruling  on  Physicians 
Advertising  Commended  the  Board  of  Trustees  for 
its  Conduct  in  Defending  the  Association 

This  resolution  was  adopted. 

Resolution  #76  - Laboratory  Tests  in  the 
Cognitive  Skills  of  a Physician 

This  asked  that  the  AMA  explore  alternate  methods  of 
reimbursement  for  laboratory  tests.  It  was  referred  to  the 
Board  of  Trustees  for  further  study. 


REFERENCE  COMMITTEE  A 

Report  E,  Council  on  Medical  Service  - Medicare 
and  Third  Party  Co-Payment  Modification. 

This  was  in  response  to  Resolution  #156  (A-79). 
Suggested  that  hospital  peer  review  is  a better  way  of 
avoiding  unnecessary  seivices  for  in-patient,  and  Report 
E was  adopted  in  lieu  of  the  resolution. 

Report  G of  the  Council  on  Medical  Service  - 
Explanation  of  Medicare  Benefits  Form 

This  described  tbe  Council’s  efforts  to  obtain  revisions 
in  the  explanation  to  correct  misrepresentation  of 
payment  rates.  This  matter  was  filed. 

Resolution  #53  - Medicare  “Reasonable  Charges” 

The  substitute  resolution  condemned  the  use  of 
reasonable  charge  when  the  use  of  the  phrase  misleads  the 
patients.  It  also  advised  the  .AMA  to  investigate  the  HEW 
publication  to  determine  the  accuracy  of  the  use  of  the 
phrase  in  that  publication.  It  was  adopted. 

Resolution  #61  - Reasonable  Charge 
Determination  at  the  25th  Percentile 

Asked  for  AMA  continued  opposition.  This  resolution 
was  adopted. 

Resolution  #9  - Medicare  Regulation  - 
The  Nebraska  Resolution 

1 discussed  in  detail  in  my  preliminary  remarks.  The 
substitute  resolution  was  adopted. 

Resolution  #69  - Interest  for  Delayed  Medicare 
Payments 

A substitute  resolution  was  [>repared  which  in  essence 
reported  [irompt  payment  and  was  looking  into  incentives 
to  accomplish  this.  This  substitute  Resolution  #69  was 
adoftted. 

Report  I,  Council  on  Medical  Service 
Having  to  do  with  AMA  activities  and  health  i)lanning, 
including  legislative  changes  and  AMA  monitoring  in 
liaison  activity.  J’his  was  adopted. 


Resolution  #48  - Health  Planning  Study 

This  had  to  do  with  health  planning  .study.  The  House 
of  Delegates  considered  the  substitute  resolution  which 
resolved  that  the  American  Medical  Association  Council 
on  Medical  Service  be  requested  to  conduct  a study  of  the 
various  programs  which  monitor  and  analyze  the  activities 
of  health  system  agencies  developed  by  state  and 
component  medical  societies  and  include  the  results  of 
such  study  in  communications  to  the  Federation  and  to 
physicians  of  the  health  system  agencies  when  appropri- 
ate. This  substitute  Resolution  #48  was  adopted. 

Resolution  #14  - Physician  Disability 

Having  to  do  with  physician  disability.  They  requested 
adequate  coverage  for  psychiatric  impairment,  including 
alcohol  and  drug  dependence.  This  resolution  was  not 
adopted. 

Resolution  #27  - Health  Insurance  Coverage 
for  Medical  Students 

A substitute  resolution  was  constructed  which  resolved 
that  the  American  Medical  Association  encourage  medical 
schools  and  I'esidency  training  programs  to  offer  students 
and  house  staff  adequate  health  insurance  programs, 
including  free  choice  of  physicians.  This  was  adopted. 

Resolution  #18  - Care  of  Children  Under 
Health  Insurance  Programs 
A substitute  resolution  suggested  that  a significant 
effort  be  made  by  organized  medicine  to  encourage  the 
health  insurance  industry  to  make  coverage  available  for 
children.  This  was  adopted. 

Resolution  #72  - Medical  Necessity 
and  Peer  Review 

The  resolution  asked  that  the  AMA  oppose  any  third- 
party  determining  medical  necessity  except  through  peer 
review  and  the  substitute  resolution  in  effect  did  that. 
This  matter  was  referred  to  the  Board  of  Trustees. 

Resolution  #68  - Medical  Necessity  in 
Third-Party  Contracts 

The  AMA  opposed  provisions  in  contracts  which  permit 
a third-party  payer  to  make  decisions  as  to  the  medical 
necessity  of  services.  This  Resolution  #68  was  referred  to 
the  Board  of  Trustees. 

Report  D,  Council  on  Medical  Service  - 
Pre-Hospital  Admission  Workups 
(Resolution  #127,  A-79) 

Having  to  do  with  pre-hospital  admission  workups  and 
was  stimulated  by  Resolution  #127  (A-79)  and  the  report 
suggested  continuing  the  investigation  of  the  use  of  pre- 
admission workups.  Report  D was  adopted  in  lieu  of 
Resolution  #127. 

Report  L,  Board  of  Trustees  - 
National  Policy  on  Social  Programs 
This  is  in  response  to  Resolution  #89  (A-79).  Recom- 
mended that  the  AMA  urge  Congress  to  in.s^re  that 
government  programs  to  finance  health  seivices  are 
limited  in  scope  and  not  used  to  finance  social  service. 
Report  L of  the  Board  of  Trustees  was  adopted  in  lieu  of 
Resolution  #89. 

Report  B,  Council  on  Medical  Service  - - 

Physician  Guide  to  Home  Health  Care 
This  informed  the  House  of  Delegates  that  the 
Physician  Guide  to  Home  Health  Care  is  now  being  made 
available. 

Report  J,  (’ouncil  on  Medical  Service  - 
AMA  Policy  on  Physicians  Assistants 

AMA  policy  on  physicians  assistants.  This  informed  the 
House  that  a task  force  had  been  established  to  re- 
evaluate the  imposition  on  physicians  assistants.  The 
report  was  filed. 
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Report  (),  Board  of  Trustees: 

Separate  Department  of  Health  (Resolution 
#58.  A-79) 

Resolution  41  - Separate  Department  of  Health 

Report  O,  Board  of  Trustees,  suggested  an  evaluation 
of  the  splitting  of  the  Department  of  HEW  into 
departments  of  education  and  health  and  human  services 
before  reconsidering  AMA  policy  calling  for  a cabinet 
level  department  of  health.  Resolution  #41  asks  that  the 
AM.A  give  high  priority  to  ongoing  legislative  efforts  to 
establish  a separate  department  of  health  with  full  cabinet 
status.  Report  O of  the  Board  of  Trustees  was  adopted  in 
lieu  of  Resolution  #58  (A-79)  and  Resolution  #40  (1-79) 
and  requested  report  to  the  House  of  Delegates  at  the 
1980  .Annual  Meeting.  The  results  of  the  monitoring  with 
some  recommendation  as  to  whether  to  reaffirm  existing 
policy. 

Resolution  #20  - Cigarette  Safety  Act 

Resolution  #20  called  upon  the  AMA  to  publically 
endorse  HR  5504  and  to  inform  Congress  as  well  as  its 
own  members  of  its  support.  This  was  referred  to  the 
Board  of  Trustees  for  study. 

Resolution  #29  - Legal  Regulation 
and  Medical  Practice 

Resolution  #29  requested  the  AMA  develop  and 
disseminate  educational  materials  which  would  inform 
patients  as  to  how  legal  regulations  have  adversely 
impacted  upon  medical  care.  Resolution  #29  was  referred 
to  the  Board  of  Trustees  for  study. 

Resolution  #24  - Opposition  to  Legislation  that 
would  Define  House  Officers  as  Employees  under 
the  National  Labor  Relations  Act,  HR  2222 

Resolution  #24  called  upon  the  .AMA  to  reverse  its 
position  and  oppose  enactment  of  HR  2222.  The  sponsor 
granted  leave  to  withdraw  this  motion. 

Report  Q of  the  Board  of  Trustees  - 
Federal  Trade  Commission  Actions 
(Resolutions  #130  and  #140,  A-79) 

Report  R of  Board  of  Trustees  - HR  3313,  AMA 
Non-Profit  Status  and  Government  Control 
(Resolutions  #42;  #81,  Second  Resolve; 
and  #129,  A-79) 

Resolution  #45  - Commendaton  of  AMA 
Leadership  in  its  Efforts  to  Respond  to 
Actions  by  the  FTC 

Resolution  #60  - Support  of  Legislation 
Exempting  Learned  Professions  from 
Rulings  of  the  FTC 
Resolution  #84  - FTC  Action 
Resolution  #95  - Exclusion  from  FTC 

Report  Q of  the  Board  of  Trustees  recommended  the 
adoption  of  substitute  Resolution  #140  in  lieu  of 
Resolutions  #130  and  #140  which  call  for  continued 
AMA  opposition  to  restrictive  proposals  that  curtail 
communication  or  effective  participation  on  the  part  of 
the  medical  profession  with  governing  boards  of  health 
care  plans. 

Report  R of  the  Board  of  Trustees  recommended  the 
adoption  of  a substitute  Resolution  #129  which  called  on 
the  Board  to  monitor  Federal  Trade  Commission  activi- 
ties in  health  and  to  work  for  remedial  legislation  where 
advisable. 

Resolution  #45  commended  AMA  leadership  for  its 
response  to  Federal  Trade  Commission  activities  af- 
fecting medicine  and  Resolution  #60  commended  the 
Board  of  Trustees  and  the  Executive  Staff  for  voicing 
AMA  support  of  the  McClure-Melcher  amendment  to 
S 1991. 


Resolution  T;  1 called  upon  the  AMA  to  support 
congressional  le;  ition  to  make  the  FTC  accountable  to 
an  elected  body  id  oppose  recommendations  wbicb 
would  limit  physii  ians’  representation  on  governing 
bodies  of  major  health  care  organizations. 

Report  Q and  Report  R of  the  Board  of  Trustees  were 
adopted  in  lieu  of  Resolutions  #84  and  #85  (1-79) 
Substitute  Resolution  #140  (A-79)  was  adopted  in  lieu  of 
Resolutions  #130  and  #140  (A-79).  Substitute  Resolu- 
tion #129  (A-79)  was  adopted  in  lieu  of  Resolutions  #42; 
#81,  Second  Resolve;  and  #129  (A-79).  Resolution  #45 
(1-79)  was  adopted.  Resolution  #60  (1-79)  was  referred  to 
the  Board  of  Trustees. 

Report  EE,  Board  of  Trustees  - Health 
Insurance  for  Legislation  - December,  1979 
Resolution  #16  - National  Health  Insurance  and 
Catastrophic  National  Insurance  Proposals 
Resolution  #26  - State-Wide  Catastrophic 
Illness  and  Injury  Coverage 
Resolution  #46  - National  Health  Insurance  - 
Pilot  Program 

Resolution  #70  - Tax  Credit  for  Catastrophic 
Health  Insurance  Premiums 

Resolution  #71  - Catastrophic  Health  Insurance 

Report  F)E  of  the  Board  of  Trustees  informed  the 
House  of  Delegates  of  the  activities  of  the  AMA  in 
responding  to  national  health  insurance  issues  since  the 
1979  annual  meeting  and  reviewed  current  proposals 
pending  before  the  Congress  and  the  likelihood  of  action 
on  health  insurance  issues  in  the  closing  days  of  the 
Ninety-Sixth  Congress  and  during  1980. 

Resolution  #16  requested  the  AMA  not  involve  itself  or 
promote  catastrophic  health  insurance  proposals  tied  to 
federal  agencies  or  restricted  government  control.  In 
essence,  all  of  these  issues  were  discussed  somewhat 
together  and  finally  the  House  of  Delgates  proposed  the 
following  substitute  Re.solution  #16: 

RESOLVED,  that  the  American  Medical  Association 
continue  to  advocate  in  a- positive  manner  the  superiority 
of  a voluntary,  free-choice  method  of  medical  and  health 
care  delivery  compared  to  a system  dominated  and 
controlled  by  the  Federal  Government. 

Report  EE  of  the  Board  of  Trustees  was  adopted  in  lieu 
of  Resolutions  #26,  #46,  #70  and  #71.  Substitute 
Resolution  #16  was  adopted. 

Resolution  #88  - AMA  Support  for  Hand-Gun 
Control 

The  House  of  Delegates  offered  the  following  substitute 
Resolution  #8: 

RESOLVED,  that  while  the  increasing  number  of 
homicides  by  use  of  hand-guns  is  a depressing  reality  and 
there  is  little  evidence  that  new  federal  gun-control 
legislation  will  ameliorate  this  situation,  the  American 
Medical  Association  urges  the  enforcement  of  strict 
penalties  for  the  use  of  firearms  in  the  commission  of 
crimes. 

This  substitute  resolution  was  adopted. 


REFERENCE  COMMITTEE  C 

Resolution  #79  - Support  for  Careers  in  Research 

This  resolution  called  upon  the  AMA  to  recognize  the 
serious  decline  in  the  number  of  physicians  seeking  to 
prepare  for  a career  in  research  and  to  support  policies  in 
legislation  designed  to  increase  the  number  of  physician 
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investigators.  After  several  attempts  to  handle  this 
matter,  they  finally  resolved  to  support  training  of 
physicians  in  careers  in  bio-medical  reserach  and  for 
supportive  legislation  to  make  physician  investigators 
eligible  for  forgiveness  in  certain  government  scholarship 
and  loan  programs.  This  substitute  resolution  was 
adopted. 

Report  I,  Council  on  Medical  Education  - 
Minority  Under-Representation  in  Medicine 
Resolution  #33  - Minority  Faculty  Scholars  Program 
Resolution  #34  - Affirmative  Action 
Resolution  #35  - Support  for  Minority  and 
Disadvantaged  Medical  Students’ 

Recruitment  and  Retention  Programs 

Report  I of  the  Council  on  Medical  Education  provided 
the  House  of  Delegates  with  information  regarding  the 
under-representation  of  minorities  in  medicine.  Resolu- 
tion #33  asked  the  AMA  proposed  federal  legislation  to 
encourage  private  philanthropic  foundations  to  create 
minority  faculty  scholars  program.  Resolution  #34  called 
on  the  AMA  to  encourage  medical  schools  to  adopt 
broadened  criteria  for  defining  students  who  are  minori- 
ties, and  Resolution  #35  requested  the  AMA  to  en- 
courage medical  schools  to  continue  to  develop  special 
programs  for  minority  and  economically  disadvantaged 
students.  Report  I of  the  Council  on  Medical  Education 
was  adopted  in  lieu  of  Resolutions  #33,  #34  and  #35. 

Resolution  #36  - Psychological  Testing 
Without  Informed  Consent 

This  resolution  asked  the  AMA  to  encourage  medical 
schools  to  discontinue  psychological  testing  of  medical 
students’  bodies  for  purposes  of  evaluation  or  grouping  in 
the  absence  of  informed  consent.  This  resolution  was 
referred  to  the  Board  of  Trustees  for  study. 

Resolution  #89  - Maternity  Leave  for  House  Staff 

This  called  for  more  flexibility  in  residency  programs  to 
accommodate  maternity  leave  for  house  staff.  A sub- 
stitute resolution  was  designed: 

RESOLVED,  that  the  American  Medical  Association 
encourage  flexibility  in  residence  training  programs, 
incorporating  maternity  leave  and  alternative  schedules 
for  pregnant  house  staff. 

This  substitute  resolution  was  adopted. 

Report  G,  Council  on  Medical  Education  - 
National  Board  Examination  (Resolution  #110,  1-78) 
Proposed  Federation  Licensing  Exam  (FLEX) 
(Resolution  #48,  A-79)  and  Acceptance  of  NBME 
or  FLEX  for  State  Licensure  (Resolution  #132,  A-79) 

Report  G of  the  Council  on  Medical  Education  made  a 
recommendation  to  the  House  of  Delegates  regarding  use 
of  national  board  examinations  for  licensure  and  by 
medical  school  faculties  for  measures  of  performance  of 
students.  Because  of  the  changing  nature  and  rapid  new 
developments  in  these  matters,  this  was  referred  to  the 
Board  of  Trustees  for  continued  study. 

Resolution  #91  - Incorporation  of  Environmental 
Health  Into  the  Medical  School  Curriculum 

Re.solution  #91  encouraged  medical  schools  to  include 
in  medical  school  curricula  a course  on  human  illness 
resulting  from  environmental  causes.  A substitute  resolu- 
tion was  prepared; 

RESOLVED,  that  the  American  Medical  Association 
encourage  medical  schools  to  continue  to  include  in- 
formation in  medical  school  curricula  on  human  illnesses 
associated  with  and  resulting  from  environmental  causes. 

'I'his  substitute  resolution  was  ado()ted. 


Resolution  #42  - Nuclear  Regulatory  Commission 
Standards  for  Nuclear  Cardiology  Licensure 

Resolution  called  upon  the  Nuclear  Regulatory  Com- 
mission to  reconsider  its  proposed  criteria  for  training  and 
experience  for  diagnostic  studies  limited  to  nuclear 
cardiology  and  to  adopt  standards  developed  by  the 
American  Board  of  Nuclear  Medicine.  A substitute 
resolution  was  proposed  which  stated  that  the  American 
Medical  Association  support  the  contention  that  the 
current  statements  of  the  U.S.  Nuclear  Regulatory 
Commission  defining  minimum  requirements  for  phy- 
sicians to  be  eligible  to  administer  radio-nucleides  to 
patients  are  unsatisfactory.  The  substitute  resolution  was 
adopted. 

Resolution  #43  - National  Standards  for 
Qualifications  of  Medical  Radiation  Technologists 

Resolution  #43  requested  the  AMA  to  urge  the  FDA  to 
withdraw  its  proposed  standards  for  medical  radiation 
technologists  and  oppose  the  proposal  published  in  the 
Federal  Register  on  the  development  of  national  qualify- 
ing standards.  They  felt  the  AMA  should  oppose  the  Food 
and  Drug  Administration’s  thirteen  proposals  (Federal 
Register,  March  13,  1979)  to  develop  recommendations 
on  national  standards  for  qualification.  A substitute 
resolution  was  adopted. 

Resolution  #15  - Restricted  Medical  Licensure 

Resolution  requested  that  the  AMA  Board  of  Trustees 
inform  councils,  especially  boards  in  American  Board  of 
Medical  Specialties  of  the  trend  among  state  licensing 
boards  to  issue  licenses  in  medical  practice  for  a narrow- 
specialty  area  and  to  ask  to  study  and  revise  this  situation. 
This  resolution  was  referred  to  the  Board  of  Trustees  for 
study. 

Report  A,  Council  on  Medical  Education  - Future 
Directions  for  Medical  Education  (Council  on 
Medical  Education  Report  K,  1-77; 

Resolution  #120,  A-79) 

The  Report  A contained  a series  of  recommendations 
having  to  do  with  medical  education,  admission  to  medical 
schools,  construction  of  medical  specialty  board,  uni- 
versity and  university  hospitals.  The  Report  A of  the 
Council  was  filed  with  the  directive  that  the  recom- 
mendations become  an  agenda  of  issues  for  discussion.  I 
mentioned  this  in  some  detail  in  my  preliminary  remarks. 

Report  G,  Board  of  Trustees  - Final  Report  to  the 
Ad-Hoc  Committee  on  Foreign  Medical 
Graduate  Affairs 

This  report  was  referred  to  the  Board  of  Trustees  for 
further  studies.  I mentioned  this  in  some  detail  in  my 
preliminary  report. 

Report  H,  Council  on  Medical  Education  - 
Continuing  Medical  Education 
Accreditation  (Resolutions  #66,  #68  and  #145, 
A-79) 

Resolution  #63  - AMA  Withdrawal  from  LCCME 
Resolution  #67  - National  CME  Accrediting 
Authority 

The  Report  H of  the  Council  on  Medical  Education 
described  the  resumption  of  the  accreditation  of  con- 
tinuing medical  education  by  the  AMA  in  response  to  the 
adoption  of  Report  I of  the  Council  on  Medical  Education 
(A-79). 

Resolutions  #63  and  #67  call  for  resolutions  of 
differences  between  and  the  reciprocity  with  the  LCCME 
and  for  the  elimination  of  due  accreditation. 

Report  H of  the  Council  on  Medical  Education  was 
adopted  in  lieu  of  Resolutions  #66,  #68  and  #145  (A-79) 
and  Resolutions  #63  and  #67  (1-79). 
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Resolution  #4  - AMA  Accreditation  of  Continuing 
Medical  Education  for  Non-Physicians 

There  was  some  discussion  about  who  was  to  he 
accredited  and  finally  there  was  an  amendment  to  the  first 
portion  of  Resolution  #4  stating  that  the  American 
Medical  Association  authorize  accreditation  and  certifica- 
tion of  continuing  medical  education,  only  to  medical  and 
osteopathic  physicians.  This  was  referred  to  the  Board  of 
Tmstees  for  study  and  report. 

Resolution  #78  - Physician-Patient, 

Non-Physician  Health  Care,  Practitioner 
Relationship 

It  requested  the  AMA  to  study  special  new  problems 
caused  by  independent  practice  of  non-physician  health 
care  practitioners.  This  matter  was  referred  to  the  Board 
of  Trustees. 

Report  B,  Council  on  Medical  Education  - 
Legislation  to  Assess  Health  Care  TechnoIog>- 
(Substitute  Resolution  #14,  A-79) 

Report  B of  the  Council  on  Medical  Education  outlined 
the  scope  of  Public  Law  95-623  as  it  relates  to  medical 
care  and  its  impact  on  undergraduate,  graduate  and 
continuing  medical  education.  Report  B of  the  Council  on 
Medical  Education  was  adopted  and  referred  to  the  Board 
of  Trustees. 

Report  C,  Council  on  Medical  Education  - 
Recommendation  #37  of  the  National  Commission 
on  the  Cost  of  Medical  Care  - Family  Practice 

The  report  urged  efforts  to  increase  a portion  of 
primary  care  physicians.  Report  C was  adopted. 

Report  F,  Council  on  Medical  Education  - 
Medical  Student  Loan  Repayment 
(Substitute  Resolution  #172,  A-79) 

The  Report  F of  the  Council  on  Medical  Education 
recommended  the  adoption  of  the  substitute  Resolution 
#172  which  called  for  AMA  support  of  the  concept  of 
deferral  of  repayment  of  principal  for  medical  education 
loans  until  after  graduate  medical  training.  Report  F of 
the  Council  on  Medical  Education  was  adopted  and 
substitute  Resolution  #172  (A-79)  was  adopted. 

Resolution  #93  - Residency  Interview  Schedule 

The  Resolution  asked  that  the  AMA  encourage 
residency  programs  to  increase  flexibility  whenever 
possible  to  accommodate  applicants’  schedules.  Resolu- 
tion #93  was  adopted. 

Report  D,  Council  on  Medical  Education  - 
Special  Requirements  for  the  Accreditation  of 
Residency  Programs 

The  Council  on  Medical  Education  informed  the  House 
that  the  action  taken  by  the  Council  improving  revisions 
and  the  special  requirements  for  the  accreditation  of 
residency  programs  in  plastic  and  colon  and  rectal 
surgery.  This  report  of  the  Council  on  Medical  Education 
was  filed. 

Report  E,  Council  on  Medical  Education  - 
Retention  Rates  of  Physicians  Trained  in  Primary 
Care,  Graduate  and  Medical  Education,  1979 

The  report  merely  informed  the  House  of  the  con- 
tinuing study  of  retention  rates  of  physicians  trained  in 
primary  care  and  graduate  medical  education  programs. 
This  report  was  filed. 

Report  J,  Council  on  Medical  Education  - Physicians 
Recognition  Award  Credit  for  Teaching 
(Resolution  #159,  A-79) 

It  mentioned  that  the  categories  of  credit  under  the 
Physicians  Recognition  Award  were  being  reviewed  and 
as  requested  the  recognition  of  teaching  activity  of  part- 
time  or  voluntary  clinical  faculty  will  be  included.  This 
report  was  filed. 


Report  of  AMA  c’ducation  and  Research  Foundation 

The  rej)ort  'Miilined  the  accomplishments  of  the 
Foundation  for  the  first  nine  months  of  1979.  'I'his  was 
filed. 

Resolution  #23  - Continuing  Medical 
Education  Credits 

This  item  asked  that  the  AMA  recognize  the  im- 
portance of  teaching  by  part-time  and  voluntary  clinical 
faculty  in  the  changing  credits  earned  in  medical 
education  teaching  activities.  This  was  referred  to  the 
Board  of  Trustees. 


REFERENCE  COMMITTEE  D 

Report  Z,  Board  of  Trustees  - JCAH  Standards 

for  Categorization  of  Hospital  Emergency  Services 

This  conveyed  the  concern  of  the  House  of  Delegates  to 
evaluate  the  appropriateness  of  emergency  services 
categorization  as  part  of  the  national  accreditation 
process.  A progress  report  will  be  submitted  in  1980.  This 
Report  Z was  adopted. 

Resolution  #54  - Hospital  Emergency  Service 
Categorization 

This  recommended  against  inclusion  of  physicians  who 
are  neither  board  eligible  or  board  certified  and 
I)hysiciuns-in-training  for  purposes  of  categorization  in 
hospital  emergency  services.  This  resolution  was  referred 
to  the  Board  of  Trustees. 

Resolution  #47  - Accreditation  of 
Health  Data  Banks 

This  requested  the  AMA  establish  health  data  banks, 
having  to  do  with  confidentiality  and  privacy,  and  this  was 
referred  to  the  Board  of  Trustees. 

Resolution  #52  - Elected  Medical  Staff 
Representation  on  Hospital  Boards 

This  to  me  is  an  important  item.  The  Resolution  #52 
asked  that  the  AMA  adopt  a policy  statement  that 
physicians  who  are  members  of  a medical  staff  in  a 
hospital  be  included  in  significant  numbers  as  full 
members  of  the  governing  board  of  the  hospital  and  that 
these  physicians  be  elected  by  the  medical  staff.  They 
went  on  to  re-affirm  their  previous  position  in  that  they 
felt  the  hospital  medical  staff  should  have  the  right  of 
representation  at  all  meetings  of  the  governing  body  by 
medical  staff  members  elected  by  the  medical  staff, 
having  the  right  to  attend  this  common  voice  and  if 
appropriate,  vote.  This  existing  policy  was  re-affirmed. 

Resolution  #62  - Responsibility  for  Written 
Statements  on  Physicians  on  Hospital  Medical  Staff 

This  just  asked  the  AMA  to  inform  the  JCAH  their 
intent  of  providing  periodic  written  statements  of  per- 
formance, judgment  and  technical  skills.  This  was 
adopted. 

Resolution  #65  - JCAH  Requirements  for 
Mandatory  Continuing  Medical  Education 

This  item  asked  that  the  Joint  Commission  be  asked  to 
withdraw  its  requirements  for  mandatory  continuing 
medical  education  as  a condition  for  medical  staff 
membership  and  they  proposed  a substitute  resolution 
which  said  that  the  American  Medical  Association  request 
the  Joint  Commission  on  Accreditation  of  Hospitals  to 
accept  voluntary  continuing  medical  education  as  a 
condition  for  medical  staff  membership.  This  substitute 
resolution  was  adopted. 

Report  F,  Council  on  Medical  Service  Spector: 
Computer-Based  Hospital  and  Order  System 
(Resolution  #169,  A-79) 

This  was  an  item  which  had  suggested  that  the  AMA 
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support  the  concept  of  early  involvement  and  participa- 
tion by  the  hospital  medical  staff  in  decisions  as  to 
installation  of  hospital  information  systems  and  the 
development  of  policies  governing  the  use  of  such  a 
system  in  the  institution.  This  Report  F was  adopted  as 
amended. 

Report  U,  Board  of  Trustees  - Amendment  to 
Subrogation  Provision  in  Hospital  Insurance 
Policies  (Resolution  #55,  A-79) 

This  had  to  do  with  a modification  of  existing  insurance 
contracts  between  hospital  and  carriers  regarding  the 
subrogation  rights  of  carriers.  This  report  referred  to  the 
Board  of  Trustees  for  further  in-depth  study  and  to 
establish  a formal  dialogue  with  the  Board  of  American 
Hospital  Association  to  explore  this  mutual  malpractice 
litigation  problem. 

Resolution  #8  - Hill-Burton  Regulation 

This  in  essence  called  on  the  AMA  to  oppose  efforts  on 
the  part  of  federal  and  state  agencies  and  certain  hospital 
boards  of  trustees  to  create  new  and  arbitrary  require- 
ments for  hospital  compliance  with  the  Hill-Burton  Act 
and  to  resist  shifting  responsibility  for  these  requirements 
to  the  hospital  medical  staff.  This  substitute  resolution 
which  they  prepared  was  adopted. 

Resolution  #90  - Child-Care  Facilities  in 
Medical  Centers 

The  amended  resolution  stated  that  the  AMA  en- 
courage the  availability  of  child-care  facilities  in  or  near 
medical  centers  and  hospitals.  This  resolution  was 
adopted  as  amended. 

Resolution  # 73  - Application  of  Podiatrist  for 
Hospital  Privileges 

This  asked  that  information  be  made  available  to  state 
medical  associations  for  their  use  in  assisting  local 
hospital  staffs  to  make  informed  decisions  regarding 
applications  of  podiatrists  to  hospital  privileges.  This 
resolution  was  referred  to  the  Board  of  Trustees. 

Report  T,  Board  of  Trustees  - Medical  Liability 
Insurance  Coverage  as  Mandatory  Requirement  for 
Hospital  Staff  Appointment  (Resolution  #78,  1-78) 

This  resolution  had  urged  that  medical  liability  in- 
surance not  be  a mandatory  requirement  for  hospital 
medical  staff  appointment  and  it  was  the  opinion  of  the 
Board  that  each  hospital  staff  should  determine  for  itself 
whether  to  require  professional  liability  insurance 
coverage.  Report  T of  the  Board  of  Trustees  was  adopted 
in  lieu  of  Resolution  #78  (T78). 

Report  H,  Council  on  Medical  Services  - 
Relationship  of  Hospital  Cost  and  Hospital 
Charges  (Resolution  #116,  1-78) 

This  report  had  to  do  with  prices  of  hospital  rates  and 
was  rather  involved.  The  report  was  adopted. 

Resolution  #74  - Hospital  Cost  Containment: 
Diagnostically  Related  Group  Project 

The  resolution  requested  that  the  AMA  study  and 
evaluate  the  diagnostically  related  group  project  being 
implemented  as  a reimbursement  mechanism  in  New 
Jersey  and  that  the  report  be  submitted  to  the  198t) 
meeting.  The  resolution  was  adopted  and  referred  to  the 
Board  of  I'rustees  for  report  to  the  House  at  the  1980 
meeting. 


REFERENCE  COMMITTEE  E 
Report  J,  Board  of  Trustees  - Smoking  on 
Commercial  Aircraft  (Resolution  #162,  A-79) 
Resolution  #86  - AMA  Support  for  Banning  or 
Restricting  Smoking  in  Public  Places 
'Phis  Re[)ort  J sup|)orts  a ban  for  smoking  on  all 


commercial  aircraft  and  Resolution  #86  asked  the 
AMA  to  support  a ban  in  other  public  places.  Report  J of 
the  Board  of  Trustees  was  adopted  as  amended  in  lieu  of 
Resolution  #162  (A-79)  and  Resolution  #86  was  referred 
to  the  Board  of  Trustees  for  further  study. 

Report  M,  Board  of  Trustees  - Government 
Assistance  to  Tobacco  Grow'ers 
(Resolutions  #12  and  #28,  A-79) 

The  Report  M of  the  Board  of  Trustees  was  in  response 
to  these  two  resolutions  calling  for  opposition  to 
continuation  of  government  programs  of  financial  sub- 
sidies to  tobacco  growers.  The  Reitort  M of  the  Board  of 
Trustees  was  adopted  in  lieu  of  Resolutions  #12  and  #28 
(A-79). 

Resolution  #85  - AMA  Support  for 
Banning  Cigarette  Advertising 

This  resolution  asked  to  ban  cigarette  advertising  and  it 
was  referred  to  the  Board  of  Trustees. 

Resolution  #87  - Smoking  as  a Disease 

This  resolution  requested  the  AMA  support  of  activi- 
ties designed  to  designate  as  tax  deductions  those 
expenses  incurred  in  medically  sujtervised  programs  for 
smoking  cesation.  This  resolution  was  not  adopted. 

Report  P,  Board  of  Trustees  - Uniform 
Brain  Death  Act  (Resolution  #53,  A-79) 

This  Report  P recommended  endorsement  of  the  AMA 
model  state  legislation  on  brain  death  that  assures  the 
physician  the  ability  to  exercise  medical  judgment  in 
diagnosing  death.  The  Report  P of  the  Board  of  Trustees 
was  adopted  in  lieu  of  Resolution  #58  (A-79). 

Resolution  #97  - Model  Program  for  Maintaining 
Occupational  Radiation  Exposure  at  Medical 
Institutions  as  Low  as  Reasonably 
Achievable  (ALARA)  by  U.S.  Nuclear 
Regulatory  Commission 

The  Resolution  #97  was  setting  absolute  limits  for  the 
amount  of  I'adiation  that  would  he  permitted  for  workers 
in  medical  institutions.  A substitute  resolution  was 
proposed  that  the  American  Medical  Association  recom- 
mend to  the  U.S.  Nuclear  Regulatory  Commission  that  in 
view  of  the  great  increase  in  medical-radio  nucleide  usage 
in  the  past  five  years  it  seeked  the  advice  and  council  of 
its  advisory  committee  for  medical  use  of  isotopes,  in 
formulating  and  accomplishing  a new  survey  of  oc- 
cupational radiation  ex|)osure  at  medical  institutions  prior 
to  revising  current  limitations  on  such  occupational 
radiation  exposures.  This  resolution  was  adopted. 

Report  A,  Council  on  Scientific  Affairs  - 
Food  Safety  and  Food,  Drug  and  Cosmetic  Act 
(Delaney  Clause) 

Report  A of  the  ('ouncil  on  Scientific  .Affairs  recom- 
mended that  the  .4MA  develop  alternative  pro])osals  to 
substitute  for  the  Delaney  (’lause  ol  the  Food.  Drug  and 
Cosmetic  Act  regarding  potential  cai'cinogens  used  as 
food  additives.  This  is  an  involved  repoit  hut  in  essence  it 
asks  that  the  Drug  Act  should  he  amended  to  retiuire 
consideration  of  the  concept  of  alternative  risks  before 
retiuiring  the  banning  of  substances  suspected  of  being 
carcinogenic.  Report  A of  the  (^ouncil  on  Scientific  Affairs 
was  adopted  as  amended. 

Report  B,  f’ouncil  on  Scientific  Affairs  - 
Saccharin  Availability 

This  ie|)oi'(  recommetided  continued  AMA  support  for 
the  extension  of  the  moratorium  on  the  ban  of  sacchariTi 
and  the  AMA  effoits  to  keej)  saccharin  available  as  a food 
additive.  Report  B of  the  Council  on  Scientific  Affairs  was 
adopted  as  amended. 
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Report  K.  Council  on  Scientific  Affairs  - 
Commentary  on  the  Final  Report  of  the 
President's  Commission  on  Mental  Health 

'I’his  merely  recommended  endorsement  of  the  final 
report  of  the  President's  Commission  and  this  Hei)ort  K 
of  the  Council  on  Scientific  Affairs  was  referred  to  the 
Board  of  Trustees. 

Report  F,  Council  on  Scientific  Affairs  - 
Sentinel  Deaths 

This  Report  F was  amended  to  read:  "Following  the 
pattern  of  the  maternal  mortality  and  neo-natal  mortality 
statistics,  the  number  of  sentinel  deaths  would  provide  for 
unit  of  population  in  negative  measure  of  the  quality  of 
health  care.”  This  report  was  adopted  as  amended. 

Report  1,  Council  on  Scientific  .Affairs  - 
Marijuana  Re-Examined:  Pulmonary  Risks  and 
Therapeutic  Potentials 

This  merely  stated  that  marijuana  has  a potential  for 
harm  as  well  as  good  and  this  report  of  the  Council  was 
adopted,  suggesting  that  a subsequent  report  to  address 
the  problems  of  head-shops,  increased  used  of  marijuana 
by  youth  and  the  subverting  of  law  that  legalizes 
marijuana  use  for  medical  purposes. 

Report  J,  Council  on  Scientific  .Affairs  - 
The  Chronic  .Mental  Patient 

This  had  to  do  with  a workshop  which  was  held  to 
increase  physician  awareness  of  the  chronically  mentally 
ill  and  was  suggested  the  resident  physician  section 
should  be  encouraged  to  adopt  the  chronically  mentally  ill 
as  a subject  for  educational  activity.  This  Report  -I  of  the 
Council  was  adopted  as  amended. 

Resolution  #3  - Safety  and  Effectiveness  of 
Intra-Occular  Lense  Implantation 

This  is  a rather  involved  resolution  in  which  the  .AMA 
endorsed  the  FD.A  study  of  lense  im|)lants  and  also 
endorsed  the  prerogative  of  withholding  dissemination  of 
information  until  final  results  are  made,  and  third,  the 
thing  they  most  seriously  objected  to  was  the  recom- 
mendation of  any  consumer  groups  that  federal  regula- 
tions be  established,  specifying  minimal  training  re- 
quirements for  ophthalmologists  implanting  intra-ocular 
lenses.  This  Resolution  #3  as  amended  was  referred  to 
the  Board  of  Trustees. 

Resolution  #22  - Dual  Disease  Classification 
of  .Alcoholism 

This  asked  that  alcoholism  be  classified  under  both 
psychiatric  and  medical  sections  of  the  international 
classification  of  diseases.  Resolution  #22  was  adopted. 

Resolution  #31  - Referral  of  Patients  to  Chemical 
Dependency  Programs 

Merely  asked  that  physicians  acquaint  themselves  with 
the  chemical  dependency  programs  and  refer  their 
patients  there  for  care.  This  Resolution  #31  was  adopted 
as  amended. 

Resolution  #49  - Repository  of  Information 
on  Physician  Suicide 
Resolution  #50  - Data  Collection  on 
Physician  Suicide 

This  asked  that  the  AMA  along  with  the  .American 
Psychiatric  Association  establish  a national  network  of 
voluntary  psychiatrists  who  will  gather  data  on  physician 
suicide.  Resolutions  #49  and  #50  were  referred  to  the 
Board  of  Trustees. 

Resolution  #80  - Public  Marketing  for 

AMA  Drug  Evaluation  #4 

Resolution  #82  - Provisions  of  “AMA  Drug 

Evaluations”  to  Medical  Students  and  Residents 

These  resolutions  asked  that  the  drug  evaluations  be 


made  available  ohysicians  and  to  their  publications  and 
to  be  given  free  : medical  students  and  half-price  to 

residents.  Resolut i.j.is  #80  and  #82  were  referred  to  the 
Board  of  Trustees. 

Report  C,  Board  of  Trustees  - DEA  Guidelines 
for  Prescribers  of  Controlled  Substances 

I his  resolution  endorsed  the  guidelines  which  have  to 
do  with  voluntary  common-sense  approach  for  physicians 
to  follow  in  helping  to  prevent  illegal  diversion  of 
controlled  substances  for  abuse  purposes.  Report  C of  the 
Board  of  Trustees  was  adopted. 

Report  E,  Board  of  Trustees  - Elderly  Health 
Screening  Program  (Resolution  #35,  1-78) 

I his  item  was  discussed  in  my  first  remarks  as  regards 
the  Nebraska  participation  and  the  report  commended 
the  Council  on  Medical  Services  studying  the  elderly 
health  screening  program,  stating  that  it  does  not  affect 
adversely  [jhysician-patient  relationships.  There  was 
.some  concern  about  the  legal  responsibilities  outlined 
previously. 

Report  1,  Board  of  Trustees  - Drug  Usage 
Among  .Amateur  Athletes  (Resolution  #97,  A-79) 

It  said  it  noted  that  it  was  economically  infeasible  to 
conduct  laboratoiy  tests  in  all  amateur  athletic  events  to 
make  sure  about  drugs  and  that  instead  an  educational 
communication  to  public  be  made  with  the  object  of 
discouraging  drug  use  in  athletes.  Report  I of  the  Board  of 
Trustees  was  adopted  in  lieu  of  Resolution  #97  (A-79). 

Report  X,  Board  of  Trustees  - Public  Relations 
Campaign  Discouraging  Acceptability  of 
Drunkenness  (Resolution  #74,  A-79) 

This  report  merely  detailed  the  ongoing  activities  of  the 
.A.M.A  to  discouiage  alcoholism.  Report  .\  of  the  Board  of 
Trustees  was  adopted. 

Report  DD,  Board  of  Trustees  - Nuclear  Waste 
Disposal  (Resolutions  #166  and  #171,  A-79) 

.Merely  desci'ibed  current  activities  of  the  AMA  to  cope 
with  the  problem  of  finding  sites  for  disposal  of  low-level 
radio-active  waste  for  medical  purposes.  Report  DD  of  the 
Board  of  Trustees  was  adopted. 

Resolution  #44  - Disposal  of  Low-Level 
Nuclear  Waste  in  the  United  States 

This  resolution  encouraged  the  AMA  to  urge  the 
Nuclear  Regulatory  Commission  to  allow  separation  of 
low-level  wastes  of  low-toxicity  and  radio-activity  and  to 
encourage  establishment  of  disposal  facilities  in  various 
states.  Resolution  #44  was  adopted. 

Report  C,  Council  on  Scientific  Affairs  - 
Evaluation  of  Community  Mental  Health  Centers 

The  report  in  essence  said  that  most  of  the  mental 
health  centers  haven’t  provided  the  quality  of  medical 
care  needed  by  mentally  ill  patients  and  that  they  have 
failed  to  meet  the  mandates  set  upon  them  by  Congress. 
The  report  further  contained  a recommendation  for 
correcting  deficiencies.  Report  C of  the  Council  on 
Scientific  Affairs  was  adopted. 

Report  D,  Council  on  Scientific  Affairs  - 
Guidelines  for  Hypoglycemic  Treatment  in  the 
Maturity  Onset  TVpe  of  Diabetic 

Proposed  guidelines  for  hypoglycemic  treatment  in  the 
maturity  onset  type  diabetic.  Report  D of  the  Council  on 
Scientific  Affairs  was  adopted. 

Report  E,  Council  on  Scientific  Affairs  - 
Dietary  Sodium  and  Potassium 
(Resolution  #44,  A-79) 

This  report  recommended  that  the  sodium  and  po- 
tassium content  of  foods  be  labeled  or  that  an  alternative 
method  of  informing  about  their  concentration  be 
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effected.  Report  E of  the  Council  on  Scientific  Affairs  was 
adopted. 

Report  H,  Council  on  Scientific  Affairs  - 
Chymopapain  (Resolution  #137,  A-79) 

This  report  pointed  out  the  equivocal  nature  of  some  of 
the  studies  reported  to  date  on  this  drug  and  emphasized 
the  need  for  further  controlled  investigation.  Report  H of 
the  Council  on  Scientific  Affairs  was  adopted  in  lieu  of 
Resolution  #137  (A-79). 

Resolution  #5  - Health  Hazards  from 
Galvanized  Steel  Pipe 
Resolution  #55  - Health  Standards  for 
Galvanized  Pipe 

This  resolution  suggested  setting  standards  to  develop 
galvanized  steel  pipes  used  for  plumbing  purposes  that 
would  include  health  aspects  as  well  as  physical  and 
chemical  properties.  Resolutions  #5  and  #55  were 
adopted. 

Resolution  #66  - Opposition  to  Federal  Drug 
Administration  Proposal  Requiring  Drug 
Labeling  and  Patient  Package  Inserts 

The  resolution  continued  the  AMA  opposition  to 
federal  proposal  for  patient  package  inserts.  Resolution 
#66  was  adopted. 

Report  H,  Board  of  Trustees  - Physical 
Well-Being  (Resolution  #68,  A-79) 

This  resolution  described  ongoing  educational  projects 
having  to  do  with  impaired  physicians  and  model  AMA 
legislations  to  allow  states  to  provide  for  treatment  and 
rehabilitation  of  impaired  physicians.  Report  H of  the 
Board  of  Trustees  was  filed. 

Report  G,  Council  on  Scientific  Affairs  - 
Hypnotic  Drugs  and  Treatment  of  Insomnia 

This  has  to  do  with  the  report  of  the  National  Institute 
of  Drug  Abuse,  having  to  do  with  hypnotic  sedative  drugs, 
and  it  points  out  that  in  the  management  of  insomnia  and 
certain  organic  diseases,  any  effort  to  curtail  such  drugs  in 
the  name  of  drug  abuse  should  be  resisted.  Report  G of 
the  Council  on  Scientific  Affairs  was  filed. 


REFERENCE  COMMITTEE  F 
Report  A,  Board  of  Trustees  - 
AMA  Budget,  Fiscal  1980 

Report  A of  the  Board  of  Trustees  adopted  the  Board 
of  Trustees’  finance  committee  and  executive  vice- 
president  commended  for  the  responsible  fiscal  leader- 
ship enjoyed  by  the  Association,  and  the  Board  of 
Trustees  directed  to  make  every  effort  to  bring  into  the 
Association  an  increasing  number  of  full  dues-paying 
members. 

Report  A,  Council  on  Long-Range  Planning  and 
Development  - The  AMA’s  Membership  Situation 

This  had  to  do  with  the  membership  problem.  They 
suggested  pilot  study  of  direct  recruitment,  stronger 
incentives  for  state  recruitment,  special  assistance  to 
state  and  county  societies  that  have  no  recruitment 
programs  and  billing  and  promotional  activities.  This 
report  was  adopted. 

Report  B,  Council  on  Long-Range  Planning 
and  Development  - Strengthening  the  Federation 

'I’his  probably  is  an  important  report  and  the  Council 
Informed  the  House  of  the  Council’s  progress  in  its  study 
of  the  concept  of  the  AMA  as  an  organization  of  American 
medical  associations  and  invited  the  comments  of  state, 
county  and  specialty  medical  societies  before  the  spring  of 


1980  when  its  final  report  to  the  House  will  be  completed. 
This  of  course  changes  from  the  individual  concept  of 
being  members  of  the  AMA  to  the  state  medical 
associations  being  members  of  the  AMA  which  then  would 
relieve  the  AMA  of  the  responsibility  of  individual 
recruitment.  Report  B of  the  Council  on  Long-Range 
Planning  and  Development  was  filed. 

Report  D,  Council  on  Long-Range  Planning  and 
Development  - Specialty  Society  Representation 
in  AMA 

The  Council  reviewed  the  current  status  of  specialty 
society  representation  in  the  House  of  Delegates  and 
recommended  no  changes  in  the  existing  mechanism. 
Report  D of  the  Council  was  adopted. 

Resolution  #7  - AMA  Membership  as  a 
Fringe  Benefit 

This  suggested  that  the  American  Hospital  Association 
pay  for  their  physician  employees’  membership  in  the 
AMA.  Resolution  #7  was  not  adopted. 

Resolution  #12  - Need  for  Improving 
Communications  to  State  Medical  Associations 
on  Federal  Legislation 

This  merely  requested  that  the  information  be  provided 
on  a more  timely  basis  than  present  procedures  allow. 
This  resolution  was  not  adopted. 

Resolution  #21  - Reimbursement  for 

Member  Recruitment 

Resolution  #64  - Membership  Incentive 

The  first  of  these  resolutions  asked  that  a fifty  percent 
of  any  net  gain  in  AMA  dues  be  remitted  by  a county  or 
state  medical  society  to  help  defray  the  local  costs  of 
member  recruitment.  The  second  portion  recommended  a 
reduced  dues  rate  be  extended  for  the  initial  year  of  full 
active  membership.  Resolutions  #21  and  #64  were 
referred  to  the  Board  of  Trustees. 

Resolution  #30  - Impact  of  Legal  Advice  on 
AMA  Policy-Making  Decisions 

This  resolution  recommended  that  issues  to  be  con- 
sidered by  AMA  reference  committees  be  reviewed  by 
legal  counsel  before  the  open  hearings,  and  that  the 
reference  committee  and  those  testifying  before  it  be 
informed  of  any  potential  legal  impact  of  the  issue.  This 
resolution  was  altered  somewhat  again  so  that  all  business 
could  be  reviewed  by  legal  counsel  prior  to  an  open 
hearing  and  that  any  potential  legal  problems  be  brought 
to  the  attention  of  the  reference  committee  and  that  at  the 
discretion  of  the  speaker,  testimony  involving  legal 
problems  could  be  given  during  closed  sessions  of  the 
House  of  Delegates,  and  also  that  when  testimony  involves 
legal  problems  that  result  from  discussion  on  the  floor  of 
the  House,  the  speaker  with  concurrence  of  the  House  may 
call  upon  legal  consultant  to  present  an  opinion  in  open 
session.  This  whole  matter  was  referred  to  the  Board  of 
Trustees  and  the  Board  of  Trustees  directed  to  send  an 
inquiry  to  the  state  and  other  associations  as  to  how  they 
want  to  react  to  this  matter  and  to  report  to  the  House  of 
Delegates. 

Resolution  #51  - The  Crisis  in  Membership 
in  the  American  Medical  Association 

This  resolution  encouraged  unified  membership  by 
offering  a limited  period,  a forty  percent  return  of  AMA 
dues  to  the  state.  This  resolution  was  referred  to  the 
Council  on  Long-Range  Planning. 

Resolution  #77  - Meeting  of  the  House  of  Delegates 

This  requested  that  the  AMA  Board  of  Trustees 
consider  scheduling  the  1983  or  subsequent  annual  or 
interim  meetings  of  the  House  of  Delegates  in  Washing- 
ton, D.C.  I’his  resolution  was  referred  to  the  Board  of 
Trustees. 
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Resolution  #92  - Membership  to  the 
State  Medical  Societies 

This  resolution  encouraged  student  membership  and 
participation  in  state  and  county  medical  societies.  This 
was  referred  to  the  Board  of  Trustees. 

Report  of  the  Executive  V'ice-President 
This  was  filed. 

■Address  of  the  President 

Dr.  Hoyt  (lardner  called  on  each  physician  to  act  as  a 
prime  communicator  for  the  profession  on  a one-on-one 
relation  with  the  patients.  The  address  was  filed  and  he 
was  commended  for  his  inspiring  leadership. 

Report  C,  Council  on  Long-Range  Planning  and 
Development  - AMA  Institutional  Members 
(Resolutions  #70  and  #87,  A-79) 

This  stated  that  hospital  medical  staff  and  other  groups 
of  physicians  that  wish  to  relate  to  the  Federation  through 
an  institutional  membership  mechanism  might  do  so 
presently  with  representation  on  the  local  medical  society 
level.  This  is  rather  an  involved  request  and  the  Report  C 
of  the  Council  on  Long-Range  Planning  was  adopted  in 
lieu  of  Resolutions  #70  and  #87. 

Report  B,  Board  of  Trustees  - AMA  Contracts 
This  was  merely  a laundry  list  of  contracts  that  exist 
between  the  AMA  and  the  Department  of  HEW.  Report  B 
was  filed. 

Report  K.  Board  of  Trustees  - Public  Relations 
Programming  (Resolution  #51,  A-79) 

This  merely  listed  a variety  of  programs  in  public- 
relations  being  done  by  the  AMA.  Report  K of  the  Board 
of  Trustees  was  adopted  in  lieu  of  Resolution  #51  (A-79). 


REFERENCE  COMMITTEE  G 
Report  K,  Council  on  Medical  Service  - 
Professional  Standards  Review  Organization 
(Status  Report) 

Resolution  #39  - Professional  Standards  Review 
Organization 

Resolution  #96  - Confidentiality  of  PSRO  Data 
Report  K of  the  Council  called  for  re-affirmation  of 
AMA  support  for  continuation  of  the  PSRO  program  and 
asked  for  adequate  funding.  Resolution  #39  called  for  the 
AMA  to  request  that  Congress  either  adequately  fund 
PSRO  and  exempt  them  from  Freedom  of  Information 
Act  or  bring  an  immediate  end  to  the  program.  Report  K 
of  the  Council  on  Medical  Sercice  was  adopted  in  lieu  of 
Resolutions  #39  and  #96. 

Report  Y,  Board  of  Trustees  - AMA  Surgical 
Criteria  Project:  Final  Report 
This  was  a status  report  on  the  AMA’s  contract  with 
HEW  for  the  development  of  sample  sets  of  criteria  for 
reviewing  the  medical  necessity  and  appropriateness  of 
selected  surgical  procedures.  Report  Y of  the  Board  of 
Trustees  was  filed. 

Report  A,  Council  on  Medical  Service  - 
Study  of  Health  Maintenance  Organization 
Resolution  #17  - Importance  of  Direct  Access 
to  Primary-  Physicians 

This  was  a status  report  on  the  Council’s  continuing 
study  of  HMO’s  and  Resolution  #17  emphasized  the  fact 
of  health  financing  and  delivery  systems  such  as  large 
capitation  plans  that  do  not  provide  continuity  of  care. 
Report  A of  the  Council  on  Medical  Service  was  adopted. 
Resolution  #17  was  referred  to  the  Board  of  Trustees. 


Resolution  #98  - Surgeon  General’s  Report 
on  Health  for  M ition  Disease  Prevention 

I'his  was  merel;.  a commending  resolution  to  the 
Surgeon  General  for  his  outstanding  efforts  to  encourage 
health  promotion.  Substitute  resolution  was  adopted. 

Report  N,  Board  of  Trustees  - Medical  Record 
('onfidentiality  (Resolution  #173,  A-79) 

The  report  was  in  response  to  Resolution  #173  calling 
for  the  AMA  safeguards  for  the  physician’s  right  of 
privacy  in  aitplying  for  licensure.  Report  N of  the  Board  of 
Trustees  was  referred  to  the  Board  of  Trustees. 

Resolution  #11-  Confidentiality 

This  ie(|ue^ted  the  AMA  establish  an  intra-i)rofessional 
taskforce  for  evaluating  requests  of  access  to  patient 
information  and  establishing  legal  authority  for  such 
access  by  third  jjarties.  Resolution  #11  was  referred  to 
the  Board  of  rrustees. 

Report  (’,  Council  on  Medical  Service  - 
Patients’  .Access  to  Information  Contained  in 
Medical  Records  (Resolution  #48,  1-78) 

This  had  to  do  with  the  impact  ol  state  legislation 
allowing  patients  access  to  their  medical  records  on  such 
factors  as  professional  liability  litigation  and  physician- 
patient  relationships.  This  Report  (’  of  the  (’ouncil  on 
Medical  Service  was  leferred  to  the  Board  of  Trustees. 

Resolution  #28  — Confidentiality 
This  encouraged  an  amendment  of  state  legislation 
having  to  do  with  physician-patient  communication  and  to 
extend  the  same  communication  between  patient  and 
non-physician  health  providers.  This  resolution  was 
referred  to  the  Board  of  Trustees. 

Resolution  #40  - The  Voluntary  Effort 

This  re-affirmed  its  confidence  in  the  support  of  the 
voluntary  effort  and  encouraged  physicians  to  show 
proper  restraint  in  the  adjustment  of  fees.  This  resolution 
was  adopted. 

Report  FF,  Board  of  Trustees  - 
Voluntary  Effort:  Status  Report 

This  merely  lists  what  has  been  done  and  commends 
physician  medical  educators  and  hospital  officials  for  the 
success  of  the  voluntary  effort.  Report  FF  of  the  Board  of 
Trustees  was  filed. 


REFERENCE  COMMITTEE  H 

Report  W,  Board  of  Trustees  - AMA  Program  to 

Assist  Indo-Chinese  Refugees 

(Resolution  #176,  A-79) 

The  report  was  in  response  to  a resolution  to  respond  to 
the  medical  emergencies  that  refugees  known  as  “boat 
people”  and  asked  the  National  Council  for  international 
help  to  develop  the  capability  to  coordinate  the  activities 
of  U.S.  private  and  voluntary  organizations  wishing  to 
provide  assistance.  This  Report  W of  the  Board  of 
Trustees  was  adopted  with  the  request  that  follow-up 
reports  continue  to  be  submitted  to  the  House  of 
Delegates  as  appropriate. 

Resolution  #56  - Establishment 
of  a Medical  Peace  Corps 

This  wished  to  have  a medical  peace  corps  formed.  The 
Resolution  #56  was  not  adopted. 

Resolution  #6  - Deadline  Date  for  Submission 
of  Board  of  Trustees  and  Council  Reports  to 
House  of  Delegates 

Resolution  #6  requested  that  the  AMA  Board  of 
Trustees  and  Council  submit  reports  for  distribution  not 
later  than  thirty  days  prior  to  the  meetings  of  the  House  of 
Delegates  and  that  the  only  exceptions  be  those  reports 
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which  are  deemed  urgent  by  the  Board.  Resolution  #6 
was  referred  to  the  Board  of  Trustees. 

Resolution  #10  - Responses  to 
News  Reports  and  Articles 

This  is  a routine  resolution  requesting  all  stages  of 
medicine  to  respond  with  positive  programs  to  the  media 
and  to  make  timely  responses  to  misleading  and  in- 
accurate information.  Resolution  #10  was  adopted  as 
amended. 

Resolution  #25  - Playground  Equipment  Labeling 

This  requested  that  manufacturers  of  playground 
equipment  display  a warning  against  installation  on 
asphalt,  concrete  or  other  hard  surfaces.  Resolution  #25 
was  amended  and  referred  to  the  Board  of  Trustees  for 
study  and  report  in  the  1980  Interim  meeting. 

Resolution  #32  - Volunteer  Service 
by  Physicians 

This  called  for  a committee  to  be  established  for  the 
development  of  programs  to  encourage,  monitor  and 
publicize  voluntary  service.  This  resolution  was  referred 
to  the  Board  of  Trustees  to  return  to  the  Delegates  in 
1980. 

Resolution  #37  - Immunization  Programs 
for  Children 

This  was  a resolution  to  support  efforts  toward  better 
immunization  and  development  of  more  sophisticated 
vaccines.  Substitute  Resolution  #37  was  adopted. 

Resolution  #38  - Strip  Search  of  Inmates 

This  had  to  do  with  whether  or  not  body  orifices  of 
inmates  could  be  searched  and  determine  the  proper  role 
for  physicians  in  this  regard.  It  was  adopted  as  amended. 

Resolution  #57  - AMA  WATS  Line 

This  requested  that  the  AMA  establish  an  incoming 
WATS  line  to  be  used  by  members  for  information 
requests.  This  was  referred  to  the  Board  of  Trustees  for 
study. 

Resolution  #81  - Southeast  Asia 
Resident  Volunteer  System 

This  requested  that  volunteer  physicians  for  service  in 
southeast  Asia  be  identified  and  residency  program  credit 
given  for  this  activity.  Resolution  #81  was  not  adopted. 

Report  D,  Board  of  Trustees  - Reaffirmation  of 
Existing  Policy  (Resolution  #45,  A-79) 

Report  D of  the  Board  of  Trustees  in  response  to  this 
Resolution  #45  recommended  that  the  House  of  Dele- 
gates continue  to  comply  with  the  Sturgis  Standard  Code 
of  parliamentary  procedure  by  taking  definite  action  on 
resolution  rather  than  to  take  “no  action”  or  “file”  them. 
Report  D of  the  Board  of  Trustees  was  adopted  in  lieu  of 
Resolution  #45. 

Resolution  #19  - American  Association  of  Medical 
Assistants 

This  merely  called  for  the  AMA  to  strengthen  its  ties 
with  the  American  Association  of  Medical  Assistants  and 
was  adopted. 

Report  F,  Board  of  Trustees  - Professional 
Liability  Coverage  for  Residents 
(Resolution  #61,  1-78) 

Pointed  out  there  was  little  if  any  problem  existing  in 
the  area  of  professional  liability  insurance  coverage  for 
resident  physicians.  Report  F of  the  Board  of  Trustees 
was  filed. 

Report  CC,  Board  of  Trustees  - Infant 
Nutrition  (Resolution  #111,  1-78) 

'I’his  resolution  called  for  steps  to  be  taken  to  halt 


inappropriate  promotion  of  infant  formula  to  consumers. 
The  final  report  will  be  submitted  to  the  1980  Annual 
Meeting. 

Respectfully  submitted, 

JOHN  D.  COE,  M.D. 

Delegate  to  the  A.M.A. 


REPORT  OF  A.M.A.  DELEGATE, 
RESIDENT  PHYSICIAN  SECTION 

The  third  interim  business  meeting  of  the  American 
Medical  Association  Resident  Physicians  Section  took 
place  November  30  - December  1,  1979,  in  Honolulu, 
Hawaii.  Approximately  60  delegates  from  17  states  were 
in  attendance. 

The  meeting  began  with  a workshop  on  organizing  local 
housestaff  associations.  This  session  covered  information 
ranging  from  sample  housestaff  contracts  and  newsletters 
to  tangible  benefits  to  housestaff  from  AMA  membership. 

All  housestaff  delegates  agreed  that  participation  in 
organized  medicine  should  be  encouraged,  and  the  best 
way  to  involve  young  physicians  was  to  start  very  locally 
with  active  housestaff  associations.  However,  the  recent 
defeat  of  HR  2222,  a Bill  to  Define  House  Officers  as 
Employees  under  the  National  Labor  Relations  Act,  with 
opposition  having  come  from  some  branches  of  organized 
medicine,  made  several  delegates  feel  that  organizing  at 
some  hospitals  would  be  made  more  difficult  and  might 
continue  the  trend  of  physicians  away  from  AMA 
membership. 

During  the  business  meeting,  a number  of  interesting 
resolutions  were  discussed.  It  was  resolved,  “that  the 
AMA  - RPS  support  and  work  towards  the  goal  of 
proportional  representation  for  young  physicians  (in- 
cluding medical  students,  residents,  and  physicians 
entering  practice)  in  the  goverance  of  organized  medicine 
at  all  levels  including  county,  state,  national,  and  specialty 
groups.”  Other  resolutions  were  adopted  which  would 
support  the  AMA  positions  in  regard  to  the  FTC  and  to 
challenges  to  physicians’  establishment  of  professional 
standards. 

A report  was  filed  concerning  nuclear  radiation  educa- 
tion. The  major  resource  for  nuclear  radiation  information 
was  found  to  be  the  National  Council  on  Radiation 
Protection  (NCRP).  Specifically  recommended  were 
NCRP  Report  Nos.  37,  40,  42,  48,  59  and  61,  which  can  all 
be  ordered  from: 

NCRP  Publications 
P.O.  Box  30175 
Washington,  D.C.  20014 

Two  major  AMA-RPS  publications  were  presented  at 
the  meeting.  One  is  “Beyond  Survival:  A book  prepared 
by  and  for  resident  physicians  to  meet  the  challenge  of  the 
impaired  physician  and  to  promote  well-being  through 
medical  education.”  The  second  is  “Cost  - Effective 
Medical  Care:  A guide  on  cost  consciousness  for 
physicians  in  training.”  Both  of  these  comprehensive 
resources  are  available  through  the  AMA-RPS. 

Marie  G.  Kuffner,  M.D.,  was  elected  to  the  new  office  of 
Chairman-Elect.  Dr.  Kuffner  is  a resident  in  Anesthesi- 
ology at  the  University  of  Texas  Affiliated  Hospitals  in 
Houston,  and  serves  as  a member  of  the  Council  on 
Scientific  Affairs,  American  Medical  Association. 

Finally,  I am  honored  to  report  that  1 was  appointed  to 
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be  a member  of  the  Council  on  Continuing  Physician 
Education,  AMA,  for  1979-1980,  completing  the  un- 
expired term  of  the  previous  resident  member  and  serving 
as  the  only  Nebraskan  on  an  AMA  Council. 

Respectfully  submitted, 

DONALD  C.  KERN,  M.D. 

Delegate 


UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE 

I am  pleased  to  have  an  opportunity  to  share  with  the 
House  of  Delegates  some  very  significant  news  from  the 
College  of  Medicine.  This  past  year  has  been  eventful  for 
us,  and  we  feel  a number  of  things  which  have  occurred 
will  be  of  interest  to  you. 

Of  special  significance  to  the  outreach  efforts  of  the 
College  is  the  recent  appointment  of  Dr.  William  Long  as 
Rural  Health  Coordinator.  Dr.  Long  brings  to  this  role  a 
valuable  background  of  experience  from  both  private 
practice  in  Nebraska  and  from  his  faculty  roles  within  the 
Department  of  Family  Practice  and  the  College  of 
Medicine.  It  is  our  hope  that  his  work  with  the  various 
agencies,  associations  and  communities  within  the  state 
will  foster  communication  and  understanding  of  the  issues 
pertinent  to  rural  health.  Additionally,  the  improved 
communication  should  enable  the  College  to  define  more 
clearly  the  most  appropriate  ways  in  which  our  efforts  can 
be  channeled  to  assist  with  the  problems  thus  identified. 

During  recent  months  the  College  of  Medicine  has 
made  a careful  assessment  of  the  apparent  long  term 
health  manpower  needs  of  Nebraska.  As  a result  of  this 
assessment,  a reduction  has  been  made  in  the  number  of 
residents  who  will  be  trained  in  some  of  the  specialties. 
These  reductions  are  being  made  in  order  to  coordinate 
our  residency  training  with  the  needs  of  the  communities. 
No  reductions  have  been  made  in  Family  Practice. 

As  a further  effort  to  address  the  needs  of  outstate 
Nebraska,  a coordinating  council  is  being  formed  which 
will  include  representation  from  each  of  the  districts  in  the 
Nebraska  Medical  Association.  Dr.  Dwaine  Peetz  has 
been  instrumental  in  bringing  the  organization  into 
existance  and  we  welcome  and  support  his  efforts. 

Two  very  significant  personnel  appointments  have  been 
made  recently.  Dr.  David  McCall  has  been  appointed  as 
Director  of  Cardiology,  Department  of  Internal  Medicine. 
Dr.  McCall  comes  to  us  from  the  University  of  Con- 
necticut and  will  assume  his  responsibilities  in  June.  A 
second  appointment  is  that  of  Dr.  Robert  Hodges,  who 
comes  to  the  University  of  Nebraska  Medical  Center  from 
the  University  of  Califomia-Davis.  Dr.  Hodges  will  be 
Director  of  Clinical  Nutrition  and  will  work  closely  with 
the  Swanson  Foundation  in  expanding  our  joint  efforts  in 
research  and  patient  care. 

It  is  with  regret  that  I advise  you  of  the  resignations  of 
two  of  our  department  chairmen.  Dr.  Glenn  Rosenquist 
has  accepted  a position  as  Scientific  Director  of  the 
Research  Foundation  at  the  Children’s  Hospital  National 
Medical  Center  in  Washington,  D.C.  and  will  be  leaving  in 
late  summer.  Dr.  Carol  Angle  has  assumed  respon- 
sibilities as  Interim  Chairman  of  Pediatrics  effective  April 
1,  1980.  A second  resignation  is  from  Dr.  Paul  Young  who 
is  leaving  the  Department  of  Family  Practice  to  become 
Chairman  of  Family  Medicine  at  the  University  of  Texas- 
Galveston.  We  extend  our  sincere  appreciation  to  both  of 
these  men  for  the  many  contributions  they  have  made 
during  their  years  at  the  University  of  Nebraska  Medical 


Center  and  wish  them  well  in  their  new  endeavors.  Search 
committees  have  been  formed  to  seek  replacements  for 
both  men.  A third  search  committee  was  recently 
appointed  to  select  a new  chairman  for  Internal  Medicine. 

At  this  time  the  College  is  looking  forward  to  its 
Centennial  celebration.  Many  of  you  are  aware  of  plans 
which  are  being  made,  and  we  ask  that  you  share  with  us 
in  this  very  important  series  of  events.  We  look  forward  to 
the  new  century  with  enthusiasm  and  confidence  as  we 
expand  our  efforts  to  meet  health  care  needs  of  the  state 
through  programs  of  excellence. 

Respectfully  submitted, 

ALASTAIR  M.  CONNELL,  M.D. 
Dean 


REPORT  OF  THE  NEBRASKA  MEDICAL 
FOUNDATION,  INC. 

The  Nebraska  Medical  Foundation  is  an  activity  of  long 
standing  in  Nebraska,  having  been  organized  in  1948  by  a 
group  of  interested  physicians.  Because  they  were  able  to 
foresee  a need,  the  Foundation  has  been  able  to  plan  an 
important  role  in  medical  education,  research  and  student 
support. 

The  Medical  Auxiliary  has  for  a number  of  years 
supported  the  Nebraska  Medical  Foundation  through 
projects  and  contributions  making  them  a vital  part  of  the 
continued  success  of  this  endeavor. 

Hundreds  of  medical  students  in  our  state  have  been 
assisted  through  the  loan  program  and  more  recently  with 
the  establishment  of  the  scholarship  program.  Both  of 
these  projects  are  evidence  of  strong  support  from  the 
family  of  medicine.  The  Foundation  is  proud  to  be 
responsible  for  providing  more  than  a million  dollars  to 
medical  students  through  the  loan  program.  This  activity 
continues  on  a smooth  basis  with  approximately  $175,000 
in  loans  now  in  the  payout  status.  There  were  two  loan 
defaults  in  the  past  year,  these  were  pursued  by  the 
Foundation  and  are  now  in  the  payout  process.  These 
instances  have  been  rare  which  speaks  well  for  both  the 
students  and  fiscal  management  by  our  trustee. 

The  Foundation  plans  to  continue  and  hopefully 
expand  the  $1,500  scholarship  program  to  students  at  the 
two  medical  schools  in  the  future  as  we  feel  this  approach 
will  be  an  additional  avenue  of  financial  support. 

The  investments  of  the  Foundation  have  been  modified 
in  the  past  year  to  take  advantage  of  greater  earning 
potential  which  we  feel  is  a positive  step  in  expanding  the 
scope  of  our  current  programs  and  those  which  may  be 
developed  in  the  future. 

The  support  of  medicine  and  its  Auxiliary  continue  with 
receipt  of  over  $5,100  in  contributions  since  our  last 
report.  We  owe  it  all  to  you  and  the  Foundation 
commends  and  thanks  each  one  who  has  given  so 
generously  in  support  of  the  Nebraska  Medical  Founda- 
tion. 

Respectfully  submitted, 

LOUIS  J.  GOGELA,  M.D. 

President 
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CREIGHTON  UNIVERSITY  SCHOOL 
OF  MEDICINE 

I owe  the  House  of  Delegates  an  apology  for  delaying 
the  wi'iting  of  this  report  too  long  to  permit  its  inclusion  in 
the  delegates’  manual.  Perhaps  a word  of  explanation  is  in 
order.  Since  the  accreditation  survey  of  the  Liaison 
Committee  on  Medical  Education  was  scheduled  for  the 
week  of  April  14-18,  and  because  this  is  such  a significant 
event  for  any  medical  school,  I elected  to  delay 
preparation  of  this  report  until  the  site  survey  had  been 
completed  and  the  survey  team  had  announced  its 
I)re  1 i m i n ai’y  findings. 

I am  pleased  to  report  that  the  survey  team  will 
recommend  full  and  unrestricted  accreditation  for  the 
('reighton  University  School  of  Medicine  for  a period  of 
five  years  from  the  date  the  LCME  acts  on  these 
recommendations.  It  should  be  noted  that  these  are  the 
recommendations  of  the  survey  team,  and  they  do  not 
become  official  until  acted  upon  by  the  full  Liaison 
Committee  on  Medical  Education.  Nevertheless,  we  are 
extremely  pleased  with  the  results  of  the  survey,  and 
proud  of  the  achievement  of  our  students,  faculty,  and 
administrators. 

A great  many  people  deserve  to  be  recognized  for  their 
contributions  for  this  successful  outcome.  So  many  in  fact, 
that  it  would  be  unfair  to  single  out  any  for  special 
recognition.  During  their  three  and  a half  days  on  our 
campus,  the  survey  team,  which  consisted  of  two  deans,  an 
associate  dean,  and  a medical  school  faculty  member 
interviewed  neai'ly  sixty  members  of  our  faculty,  students, 
and  officers  of  administration,  including  each  of  the 
departments.  Their  questions  were  informed,  skillful  and 
penetrating.  It  was  obvious  to  all  of  us  even  before  the 
conclusion  of  the  visit  that  the  team  members  had 
carefully  analyzed  the  volumes  of  data  pi’ovided  them  in 
advance  and  formulated  questions  intended  to  provide 
more  information  on  troublesome  areas. 

For  those  of  us  at  Creighton,  the  site  survey  was  the 
culmination  of  fourteen  months  of  planning  and  prepai’a- 
tion  for  the  first  accreditation  survey  at  Creighton 
since  1974.  The  process  included  generation  of  three 
manuals  of  baseline  data  including  depaitmental  self 
evaluations,  a period  of  self  study  in  which  the  entire 
faculty  and  a number  of  students,  alums,  administrators 
and  community  leadei's  paiticipated,  and  the  develop- 
ment of  a self  study  report.  This  entire  process  is 
relatively  new  to  the  LCME,  and  is  designed  to 
cori'esi^ond  more  closely  to  the  procedures  of  other 
accreditating  agencies  of  higher  education. 

One  of  the  program  areas  that  has  been  troublesome  for 
us  at  Creighton  for  some  time  — and  also  for  accreditation 
survey  teams  — has  been  the  relatively  modest  research 
effort  at  (’reighton.  We  have  long  been  aware  that  the 
research  effort  and  training  is  not  at  the  same  level  as  our 
clinical  service  and  training.  In  preparation  for  the 
accreditation  survey,  we  generated  some  information  that 
I find  somewhat  encouiaging  and  that  I would  like  to  pass 
on  to  you.  During  the  last  two  years  we  have  made  a 
concerted  elToit  to  initate  a long-term  program  designed 
to  impi'ove  our  research  posture.  I’m  pleased  to  report 
that  this  effort  is  now  l)eginning  to  show  results.  Research 
expenditures  for  the  last  full  fiscal  year  were  12'(  greater 
than  for  the  preceding  fiscal  year,  and  nearly  double 
research  expenditures  at  the  time  of  the  last  accieditation 
survey  iti  1974.  Among  the  steps  taken  are  [jublication  of 
an  annual  bibliogra|)hy  of  faculty  publications,  the 
assignment  of  greater  importance  to  research  pioductivity 
in  rank  and  tenure  considerations,  and  the  establisliment 
of  an  office  for  research  assistance. 


The  results  of  these  endeavors  have  been  an  increase  in 
the  number  of  active  investigators,  and  increase  in  the 
rate  of  application  filing,  and  increase  in  the  award  rate, 
and  an  increase  in  research  expenditures. 

These  developments,  and  indeed  the  future  growth  of 
our  research  program  have  been  and  will  continue  to  be 
accomplished  without  increased  “hard  dollar’’  .support. 
For  us  as  an  institution,  as  is  true  with  many  of  us  as 
individuals,  hard  dollar  .support  is  becoming  increasingly 
difficult  to  sustain  and  allocate.  The  signs  in  evidence  a 
year  ago  from  Washington  that  capitation  support  of 
medical  education  would  soon  be  withdrawn  by  the 
federal  government  now  appears  to  be  all  but  accomp- 
lished. Indeed,  strenuous  efforts  were  necessary  earlier 
this  spring  to  retain  funds  already  appropriated  for 
capitation  support  during  fiscal  1980.  This  means  that 
Creighton,  like  mo.st  other  medical  schools,  must  find 
alternative  sources  of  dollars  to  replace  those  to  be 
withdrawn  by  Washington.  For  us  these  sources  include 
increased  tuition  charges.  The  Board  of  Directors  of  the 
University  has  approved  increasing  tuition  at  our  medical 
school  for  the  1980-81  academic  years  to  -$6296.  and  has 
at  least  acknowledged  the  possibility  that  it  might  have  to 
be  raised  even  more  if  the  already-appropriated  capita- 
tion funds  are  rescinded.  Even  though  the  figure  seems 
large  to  many  people,  it  should  be  noted  that  Creighton’s 
tuition  is  amongst  the  lowest  of  America’s  private  medical 
schools.  A part  of  our  purpose  in  attempting  to  keep  that 
figure  as  low  as  possible  is  so  that  we  may  continue  to 
attract  our  own  undergraduate  students  to  our  program 
and  not  price  the  medical  education  at  Creighton  beyond 
their  means  of  financing  it. 

We  are  also  pleased  to  announce  that  the  agreement 
with  the  State  of  Wyoming  for  education  of  qualified 
Wyoming  citizens  at  Creighton  was  recently  extended  for 
another  five  years  by  action  of  the  Governor  of  Wyoming 
and  the  f^resident  of  Creighton  Ihiiversity.  W’e  believe 
both  parties  to  this  agreement  have  profitted  from  the 
most  rewarding  relationships  established  during  the  last 
five  years. 

Next  month  we  will  graduate  the  class  of  1980.  The 
class  consists  of  1 1 1 new  physicians,  90  of  them  men  and 
21  of  them  women.  Of  these  graduates  25  will  enter  post 
graduate  training  at  Creighton,  1 at  the  University  of 
Nebraska  Medical  Center,  and  17  will  begin  their 
specialty  training  at  designated  military  facilities  through- 
out the  United  States. 

Finally,  I would  like  to  report  some  administrative 
changes  at  our  school.  Dr.  Drank  Dowd  has  been  named 
Chairman  of  the  Department  of  Pharmacology  effective 
•lune  1.  and  Dr.  William  Hunter  was  aitpointed  Acting 
Chairman  of  the  Department  of  Pathology  in  January.  I 
am  also  pleased  to  announce  that  Dr.  Beverley  Mead  has 
joined  my  staff  as  Associate  Dean  for  Faculty  and 
Academic  Affairs.  As  a part  of  a general  reorganization  of 
my  staff,  I will  soon  announce  the  promotion  of  Dr. 
Matthew  Severin  to  the  rank  of  Associate  Dean  for 
Student  Affairs  and  Mr.  Frank  Evans  as  Assistant  Dean 
for  Financial  Affairs.  Also  on  June  1,  Mr.  John  Hermann 
will  leave  his  position  as  Flxecutive  Assistant  Dean  to 
assume  full  time  responsiltilities  with  Creighton’s 
emerging  Japanese  Program. 


Hespectfullv  submitted 
JOSEPH  lioLTHAUS,  M.D. 
Dean 


204  Nebraska  Medical  Journal  July  1980 


KKPOKT  OF  THE  COMMISSION  ON 
(JOVERNMENTAL  AFFAIRS 

l'  .1  Ciirnflius,  .li  M 1)  . Suliiev,  Chairman;  .lohii  I)  Co*“,  M l)  . Omaha; 
U ilham  Dimrmt;,  Ml).  Kraiikhn.  .lohn  K I'ortarfield.  M I)  . I.iiuoln;  Donald 
K 1‘nm  iv  M D . Mmdim.  liMiild  1<  Schimken.  M I)  . Omaha.  R F .Sicvers. 
MI).  Rian 

The  ('oinmi.ssion  on  (iovernmental  Affairs  met  via 
conference  call  on  :f/7/8().  with  all  commission  members 
in  attendance,  plus  President  Landgraf,  President-Elect 
(lorthey,  and  Secretai'y-Treasurer  Hayes.  HR  6405,  The 
Medical  Expense  Protection  Act,  sponsored  l)y  dim 
Martin  (H-NT)  which  listed  Doug  Bereuter  (R-NE)  as  a 
co-sponsor,  was  discussed.  It  was  agreed  that  Representa- 
tive Bereuter  would  be  contacted  by  Association  officers, 
and  that  the  position  of  the  N'MA  with  regard  to  N'HI 
(including  catastrophic)  would  be  discussed  and  an 
opportunity  to  discuss  HR  6405  and  other  NHI  propo,sals 
at  such  time  as  they  are  being  actively  considered  would 
be  requested. 

The  status  of  the  Obey-Railsback  bill,  recently  passed 
by  the  House  of  Representatives  was  discussed.  This 
legislation  would  further  reduce  the  amount  of  money  that 
could  legally  be  given  to  a candidate  by  a political  action 
committee  (such  as  NEB  PAD  from  .$5,000. 00  to 
$2,500.00.  It  was  agreed  that  the  President  of  the  NMA, 
Dr.  Landgraf,  would  write  a letter  to  Senators  Exon  and 
Zorinsky  stating  our  opposition  to  the  bill.  It  is  our  belief 
that  F’.AC’s  have  been  beneficial  to  the  election  process  in 
this  country,  and  that  PAC  activities  tend  to  ensure  a 
measure  of  accountability  of  elected  officials. 

PL  96-679,  Amendments  to  the  Health  Planning  Laws 
(PL  96-641)  were  discussed  briefly,  but  will  be  examined 
in  some  detail  by  the  commission  at  a later  time  when  a 
comi)lete  digest  of  these  amendments  is  available  for 
study. 

Your  commission  would  like  to  report  that  there  is  no 
current  activity  to  set  up  a PSRO  for  Nebraska  and  there 
has  been  no  indication  that  HEW  is  any  more  inclined  to 
accept  our  offer  to  act  as  a control  state  for  the  I^SRO 
program  at  this  time  than  they  were  when  we  made  our 
original  offer  to  do  so  several  years  ago.  We  see  no  reason 
to  recommend  any  change  in  the  NM.A's  position  on 
PSRO  at  this  time. 

Your  commission  would  recommend  no  change  in  the 
N'MA’s  position  on  National  Health  Insurance  as  alluded 
to  in  the  first  part  of  this  report,  but  we  plan  to  examine 
HR  6405  in  detail  when  specifics  are  available  to 
determine  if  this  legislation  is  consistent  with  Resolution 
#62  adopted  by  the  AM  A House  of  Delegates  in  1978 
regarding  National  Health  Insurance.  The  provisions  of 
Resolution  #62  are  as  follow: 

1.  Requiring  minimum  standards  of  adequate  benefits 
in  all  health  insurance  policies  sold  in  the  I'nited 
States  with  appropriate  deductible  and  co-insurance. 

2.  A simple  system  of  uniform  benefits  provided  by  the 
federal,  state,  and  local  governments  for  those 
individuals  who  are  unfortunate  enough  (through  no 
fault  of  their  own,  i.e.,  age,  disability,  financial 
hardship,  etc.)  not  to  be  able  to  provide  for  their  own 
medical  care. 

6.  A nationwide  program  by  the  private  insurance 
industry  of  America  (and  government  if  necessary  for 
reinsurance)  to  make  available  catastrophic  in- 
surance coverage  for  those  illnesses  and  individuals 
where  the  economic  impact  of  a catastrophic  illness 
could  be  tragic.  All  catastrophic  coverage  should 
have  an  appropriate  deductible  and  co-insurance  to 
make  it  economically  feasible  and  to  avoid  abuse. 
4.  A program  developed  pursuant  to  these  principles 


should  be  Iministered  at  the  state  level  with 
national  sta,  .iardization  through  federal  guidelines. 

Your  commission  plans  to  continue  to  monitor  National 
legislation  which  affects  health  and  medical  services  and 
to  report  on  these  issues  as  they  develop. 

Respectfully  submitted, 

C,  J.  CORNELIUS,  JR..  M.D. 
('hairman 


REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  LEGAL  AFFAIRS 

Merberl  F^.  Reese,  M I)  , l.incoln.  Chairman;  .lohn  M Bancrofl,  M l)  , 
Kearney;  -lames  H.  Dunlap.  M.D..  Norfolk;  Blaine  Y.  Roffman,  .M.D., 
Omaha;  Robert  F.  .Shapiro,  .M  I)..  l.incoln;  Arthur  I..  .Smith,  .)r.,  M I)., 
Lincoln;  R.  L.  Tollefson.  M.D,,  Wausa;  Stanley  .M.  'I’ruhlsen,  .M.D..  Omaha. 

State  Legislation 

The  second  half  of  the  86th  Legislature  adjourned  on 
April  18,  1980,  after  a 60-day  session. 

During  this  time,  the  Commission  monitored  approxi- 
mately twenty-five  legislative  bills  of  interest  to  this 
organization.  In  general,  the  Association  position  on  those 
bills  of  interest  was  sustained.  A number  of  physicians 
were  asked  to  either  testify  on  a bill  or  contact  their 
Senator  for  a specific  purpose.  Each  of  them  responded 
willingly,  and  we  express  our  appreciation  for  their 
assistance. 

This  is  election  year  and  candidates  will  be  vying  for  a 
seat  in  all  of  the  odd  numbered  districts  when  the  primary 
and  general  elections  are  held.  Four  Senators  will  not  seek 
re-election  and  it  appears  that  some  incumbents  face  a 
tough  battle  for  re-election.  This  means  we  will  see  a 
number  of  new  Senators  plus  a re-organization  of  all 
legislative  committees  with  the  opening  of  the  1981 
.Session.  In  a 90-day.  session,  we  can  expect  a largei’ 
number  of  bills  and  correspondingly  anticipate  a greater 
level  of  legislative  activity  than  in  the  past  session. 

While  the  1980  session  was  more  moderate  as  far  as 
health  issues  are  concerned,  we  again  call  attention  to  the 
importance  of  and  need  for  grass  roots  contact  with  your 
local  Senator.  Such  activity  becomes  more  important  with 
each  passing  year. 

We  appreciate  your  past  interest  and  participation  and 
look  forward  to  your  continued  support  for  the  1981 
legislative  session. 

Below  is  a resume  of  the  final  standing  of  bills  followed 
by  the  NMA  this  year.  All  bills,  not  acted  upon  by  the 
Legislature,  will  automatically  die  with  the  close  of  the 
Session. 

LB  222  - Provides  for  establishing  an  office  of  .State 
Coroner.  The  bill  is  on  Select  File  and  failed  to  move  to 
Engrossment  by  two  votes. 

LB  256  - This  bill  establishes  criteria  for  hospitals  to 
report  their  financial  operations  to  the  public  through 
local  newspapers.  The  Public  Health  Committee  has 
killed  the  bill. 

LB  .382  - Provides  for  administration  and  transportation 
of  laetrile.  The  bill  remains  on  .Select  File  with  no 
indication  of  further  action. 

LB  664  - Provides  that  children  four  and  undei’  must 
be  in  seat  restraints  when  riding  in  a car.  The  bill 
was  placed  on  General  File. 

LB  667  - Provides  the  Department  of  Health  be 
accountable  to  the  Governor  with  the  Director  being 
appointed  by  the  Governor.  The  bill  was  advanced  to 
General  File. 
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LB  763  - Provides  for  establishing  an  Emergency  Medical 
Service  Systems  Act.  The  bill  was  killed  by  the  Public 
Health  Committee. 

LB  847  - Provides  for  the  transfer  of  the  Department 
of  Nursing  to  the  Department  of  Health  with  the  Bureau 
of  Examining  Boards  handling  the  administrative 
matters  relating  to  licensure  of  nurses.  The  bill  was 
passed  by  the  Legislature. 

LB  919  - Provides  for  investigating  complaints  involving 
mentally  ill  patients.  There  are  questions  of  constitu- 
tionality and  the  bill  will  be  held  for  study. 

LB  937  - Provides  for  licensing  of  acupuncturists  and 
their  assistants.  The  bill  would  also  allow  the  approval 
of  chiropractors  to  perform  such  service.  The  bill 
was  killed  by  the  Public  Health  Committee. 

LB  938  - Provides  for  a Therapeutic  Research  Act  to 
determine  the  validity  of  Marijuana  in  relieving  pain 
in  patients  with  cancer  and  glaucoma.  The  bill  was 
killed  by  the  Public  Health  Committee. 

LB  975  - Provides  for  certain  changes  within  the 
Department  of  Institutions  and  its  internal  operation. 
The  bill  was  killed  by  the  Government  Committee. 

Respectfully  submitted, 

HERBERT  E.  REESE,  M.D. 

Chairman 


ADDENDUM  TO  THE  REPORT  OF  THE 
COMMISSION  ON  LEGISLATION  AND 
LEGAL  AFFAIRS 

The  House  of  Delegates,  at  the  1979  Fall  Meeting, 
noted  the  fact  that  this  Commission  was  in  the  process  of 
reviewing  the  current  status  of  Medical  Liability  Mutual 
Insurance  Company  of  Nebraska.  The  House  also  referred 
a resolution  (#6)  on  the  subject  to  the  Commission. 

Immediately  after  the  Fall  Meeting,  the  company  was 
contacted, with  the  request  certain  items  be  submitted  for 
review  in  * preparation  for  a joint  meeting.  Satistical 
information  was  also  solicited  from  the  State  Department 
of  Insurance. 

A meeting  involving  interested  parties  including  MLM 
representatives  took  place  on  April  17,  1980. 

Eight  companies  currently  provide  professional  liability 
insurance  to  Nebraska  physicians. 

There  are  several  measurements  which  can  be  applied 
to  companies  providing  professional  liability  insurance 
coverage. 

All  companies  with  the  exception  of  Medical  Liability 
Mutual  and  one  other  are  organized  or  authorized  under  a 
statute  which  provides  a pool  of  coverage  by  all  other 
similar  companies  should  a company  become  financially 
insolvent.  This  statute  requires  a larger  number  of 
insureds  to  begin  operation  (four  hundred  as  compared  to 
two  hundred)  and  a larger  capital  reserve.  It  is  much 
easier  to  analyze  stability  and  measure  potential  success 
of  a company  organized  under  this  statute.  Medical 
Liability  Mutual  is  organized  under  recent  legislation 
which  does  not  mandate  the  same  level  of  requirements, 
i.e.,  less  capital  reserve  (letters  of  credit),  less  insureds, 
and  no  provision  for  pooling  the  risk  by  other  companies. 

Companies  in  the  field  of  professional  liability  his- 
torically require  seven  or  eight  years  of  successful 
ex{)erience  to  determine  stability  with  no  regard  to  how 
they  are  legally  organized.  Medical  Liability  Mutual  has 
been  operational  for  two  years. 


We  acknowledge  the  intent  and  effort  of  the  physicians 
who  are  active  in  the  operation  of  the  company.  Their 
involvement  and  dedication  is  commendable.  Commit- 
ment by  individuals  in  a business  venture  is  a personal 
decision,  and  an  important  trait  of  our  free  enterprise 
system.  Commitment  or  endorsement  by  an  organization, 
in  comparison,  implies  approval  and  assures  a degree  of 
pre-determined  protection  for  the  members  of  the 
organization. 

Recognition,  endorsement,  or  another  classification  of 
status  by  the  Association  of  this  company  at  this  time  is 
not  advisable. 

The  Commission  will  continue  to  monitor  the  avail- 
ability of  coverage  in  Nebraska  and  apprise  the  House  of 
its  findings. 

Respectfully  submitted, 

HERBERT  E.  REESE,  M.D. 

Chairman 


REPORT  OF  THE  COMMISSION  ON 
PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Omaha,  Chairman;  Leonard  J.  Chadek,  M.D., 
West  Point;  Donald  E.  Matthews.  M.D.,  Lincoln;  Craig  R.  Nolte,  M.D.. 
Lincoln;  Frederick  F.  Paustian.  M.D.,  Omaha;  Warren  Richard,  M.D., 
Hastings;  C.  N.  Sorensen,  M.D.,  Scottsbluff;  .James  R.  Adwers,  M.D., 
Omaha;  Donald  T.  Glow.  M.D.,  Omaha. 

The  Commission  on  Public  Affairs  presents  this  interim 
report  to  the  House  of  Delegates.  We  feel  there  are 
several  activities  underway  or  about  to  commence  with 
which  the  House  should  be  familiar. 

The  Commission  continues  to  distribute  health 
information  to  Nebraska  media  in  the  form  of  health  tips. 
Eight  subjects  are  sent  Nebraska  newspapers  each 
month,  and  the  same  number  of  scripts  for  spot 
announcements  are  sent  Nebraska  radio  stations.  Tele- 
vision stations  receive  four  spot  announcement  scripts 
along  with  color  slides. 

News  releases  are  also  distributed  to  Nebraska  media 
periodically  throughout  the  year. 

The  Commission  has  been  supplying  billing  inserts  to 
Nebraska  physicians  for  over  two  years.  We  distribute  in 
excess  of  13,000  each  month.  The  format  and  appearance 
of  the  insert  has  been  redesigned  in  an  effort  to  continue 
and  enhance  the  interest  of  Association  members  in 
utilizing  the  inserts.  These  items  are  made  available  at 
cost  and  the  Commission  encourages  increased  use  of  the 
items  by  Association  members.  A copy  of  the  most  recent 
insert  is  attached  to  this  report. 

The  Commission  has  continued  to  prepare  spot 
announcements  which  are  recorded  by  the  Association 
President  and  distributed  to  Nebraska  radio  stations.  The 
popularity  of  these  recorded  messages  has  remained 
constant  and  we  anticipate  continued  use  of  this 
mechanism  to  disseminate  health  information  to  Ne- 
braskans. 

The  Commission  considered  the  matter  referred  to  it  by 
the  House  of  Delegates  relating  to  ophthalmology  and 
decided  the  approach  should  be  positive  in  nature  by 
presenting  to  the  public  information  regarding  the  eye  and 
its  care.  Several  of  the  items  recently  distributed  by  the 
Commission  to  the  media  reflect  that  attitude.  The 
Nebraska  Medical  Association  also  provides  administra- 
tive services  to  the  Nebraska  Academy  of  Ophthalmology 
and  information  is  distributed  to  the  public  as  a result  of 
that  organizational  association. 

The  Chairman  of  the  Commission  and  staff  attended  a 
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regional  meeting  of  similar  association  representatives 
held  in  Denver,  Colorado.  It  was  apparent  to  your 
Chairman  that  Nebraska  has  one  of  the  strongest  public 
relations  programs  of  the  six  states  represented. 

In  an  effort  to  continually  expand  our  effort  and 
ultimate  effect,  the  Commission  is  undertaking  another 
avenue  of  activity.  The  Commission  is  preparing  to  meet 
with  selected  representatives  of  Nebraska  business  and 
industry.  The  intent  of  our  Commission  in  scheduling 
these  meetings  is  primarily  to  solicit  from  these  representa- 
tives what  they  see  as  concerns  and  problems  in  medicine. 
Hopefully,  this  may  open  a channel  of  communication 
betw'een  business  and  organized  medicine.  A definite 
structured  format  for  the  meetings  is  in  the  final  stages  of 
development.  Further  information  regarding  this  effort 
will  be  carried  in  the  Commission’s  next  report  to  the 
House  of  Delegates. 

Governor  Thone  submitted  to  the  Commission  for 
comment  a packet  of  proposed  health  education  media 
materials  being  considered  by  the  Old  West  Regional 
Commission  for  distribution.  The  materials  were  reviewed 
and  inasmuch  as  the  activity  fit  with  the  Association’s 
effort,  the  project  was  given  the  endorsement  of  our 
organization  with  the  exception  of  one  item  which  related 
to  the  HEW-sponsored  Second  Surgical  Opinion  Pro- 
gram. The  Association’s  position  on  that  subject  was 
provided  to  Governor  Thone  along  with  our  statement 
endorsing  the  balance  of  the  project. 

The  Commission  presents  this  interim  report  to  the 
House  for  approval  and  stands  ready  to  consider  matters 
which  might  be  referred  to  it  at  this  Session. 

Respectfullv  submitted, 

C.  LEE  RETELSDORF,  M.D. 

Chairman 


REPORT  OF  THE  STUDY  COMMITTEE 
ON  COST  AWARENESS 

Arnold  W.  Lempka.  M.D..  Omaha.  Chairman;  .John  Bancroft.  M.D.. 
Kearney;  Rex  Haberman.  Omaha;  Roger  P.  Massie.  .M.D..  Plainview;  .John 
T.  McGreer.  III.  M.D.,  Lincoln;  Robert  S.  Wigton.  .Jr..  M.D..  Omaha. 

The  Study  Committee  on  Cost  Awareness  this  past  year 
met  first  by  themselves  and  later  with  representatives  of 
the  Nebraska  Hospital  Association. 

The  first  committee  meeting  was  held  with  active 
participation  and  enthusiasm  by  the  members.  This 
generated  many  ideas  regarding  control  of  costs  of 
medical  care. 

Ideas  proposed  included  the  plan  to  educate  the 
committee  on  the  costs  of  medical  care  and  the  reasons 
for  these  high  costs.  This  was  then  to  expand  to  include 
the  education  of  our  peers  and  finally,  educate  the  public 
in  these  matters. 

Medical  schools  were  also  singled  out  as  a starting  point 
for  teaching  medical  costs.  There  was  a feeling  that  little 
impact  could  be  made  on  the  routine  practice  habits  of  the 
long  established  physician. 

A suggestion  was  made  that  each  hospital  have  a cost 
review  panel  composed  of  professional  staff  working  with 
administrative  staff  to  discuss  charges  made  by  hospitals. 

Defensive  medicine  came  under  discussion.  A com- 
bined physician-public  effort  will  be  needed  to  reduce 
defensive  medicine  that  is  practiced  today.  The  public 
must  accept  some  of  the  responsibility  and  liability  for 
their  medical  care.  This  would  allow  the  physician  to  rely 
more  on  his  clinical  judgement  decisions  and  less  on 
further  confirming,  expensive  laboratory  tests. 


It  was  pointed  out  that  the  increased  daily  cost  of 
medical  care  was  due  to  the  many  federal  regulations. 

Much  discussion  centered  around  the  House’s  directive 
that  each  hospital  in  .Nebraska  offer  each  member  of  its 
staff  a list  of  services  available,  together  with  the  cost  of 
each  service.  Many  suggestions  were  made  regarding  this 
list  but  a meeting  with  the  Nebraska  Hospital  Association 
was  suggested  to  resolve  the  problem  as  their  cooperation 
would  be  needed. 

The  joint  meeting  with  the  Hospital  Association  was 
cordial  and  full  of  cooperation.  There  was  resistance  to  a 
published  list  of  representative  costs  being  sent  to  each 
doctor  in  the  hospital  and  although  the  subject  was 
brought  up  three  times,  the  meeting  ended  without  a 
commitment. 

The  meeting  did  serve  as  an  avenue  for  representatives 
of  the  Hospital  Association  to  vent  their  concerns  about 
cost  controls.  They  were  quick  to  point  out  they  were 
making  an  honest  effort  to  cut  down  costs  in  a voluntary 
way.  One  of  their  big  problems  was  the  price  of  labor  for 
health  care,  a bigger  problem  than  found  in  industry.  The 
labor  force  in  a hospital  is  62%  of  their  over  all  costs 
whereas  in  industry  it  is  22%.  This  means  that  increased 
wages  have  a three-fold  impact  on  costs  compared  to 
industry. 

A warning  was  generated  regarding  impact  on  control  of 
medical  practice  if  the  State  Health  F^lan  goes  into  effect. 

There  was  a plea  for  doctors  to  stop  unnecessary  orders 
as  soon  as  it  became  evident  that  they  were  no  longer 
necessary  and  to  eliminate  the  battery  of  routine 
admission  orders  that  included  many  tests  not  specifically 
indicated. 

It  was  pointed  out  that  Nebraska  has  fine  medical 
facilities,  furnishes  an  excellent  level  of  care  and  that  the 
cost  of  that  care  is  not  out  of  line. 

As  time  goes  on  the  committee  interest  in  cost 
containment  has  become  less  than  enthusiastic  because  of 
the  failure  of  the  control  of  the  national  inflation  rate.  The 
medical  profession  needs  evidence  that  they  are  not  alone 
in  their  effort  to  control  costs. 

Respectfully  submitted, 

ARNOLD  W.  LEMPKA,  M.D. 

Chairman 


REPORT  OF  THE  COMMITTEE  ON 
HEALTH  PLANNING 

C.  J.  Cornelius,  Jr.,  M.D.,  Sidney  - Chairman;  W.  R.  Marsh,  M.D., 
Scottsbluff;  Donald  Prince.  M.D.,  Minden;  James  Carson.  M.D..  McCook; 
Gordon  Adams.  M.D.,  Norfolk;  Dale  Ebers,  M.D.,  Lincoln:  Louis  J.  Gogela, 
Jr..  M.D.,  Beatrice;  S.  I.  Fuenning,  M.D.,  Lincoln;  Craig  Urbauer.  M.D.. 
Lincoln:  Roger  Jacobs,  M.D.,  Seward;  Michael  Haller.  M.D..  Omaha;  C.  Lee 
Retelsdorf,  M.D.,  Omaha;  Allen  Dvorak.  M.D..  Omaha:  Morton  H.  Kulesh, 
M.D..  Omaha;  Duane  Krause.  M.D.,  Fremont. 

The  Committee  on  Health  Planning  held  its  first 
meeting  on  .January  31,  1980,  at  the  headquarters  office  in 
Lincoln.  A discussion  of  the  need  for  more  integrated 
planning  and  better  planning  strategy  was  held.  The 
elements  essential  for  the  “charge”  of  the  committee  were 
discussed  and  the  following  charge  was  developed  as  a 
result  of  that  discussion  and  subsequently  approved: 

The  Committee  on  Health  Planning  shall  be  that  NMA 
body  charged  with  the  following  responsibilities. 

1.  Develop  an  effective  structure  for  the  form.ation  of 
NMA  positions  with  respect  to  current  and  future 
health  planning  issues  with  impact  on  the  provision 
of  quality  medical  care  and  on  the  general  health  of 
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Nebraska’s  citizens  and  keep  the  NMA  membership 
abreast  of  these  developments  by  the  most  appro- 
priate means  available. 

2.  Maintain  an  up-to-date  roster  of  NMA  physicians 
involved  in  the  Health  Planning  Structure  of  PL  93- 
641  and  provide  orientation  programs  to  newly 
appointed  or  elected  members  of  such  groups  on  a 
periodic  basis. 

3.  Develop  effective  liaison  with  the  medical  specialty 
groups  and  other  provider  groups  in  promoting 
health  related  programs  and  responding  in  a more 
effective  manner  to  health  planning  programs  re- 
lating to  the  PL  93-641  process  (the  Health  Planning 
Resources  & Development  Act). 

4.  Develop  an  efficient  mechanism  for  the  accumulation 
of  an  exchange  of  health  related  data  within  the 
medical  association’s  physicians  involved  in  health 
planning  and  with  other  groups  who  share  medicine’s 
concerns. 

5.  Develop  liaison  with  the  Commission  on  Legislation 
and  Legal  Affairs  and  the  legislative  contact  team  in 
order  to  provide  more  effective  input  into  the 
legislative  process  on  issues  relating  to  medical  and 
health  care  services. 

6.  Establish  communication  with  citizen  groups  and 
organizations  with  whom  we  share  common  interests, 
and  goals  in  order  that  we  might  support  each  other’s 
positions  and  testimony  on  issues  of  mutual  interest 
and  assist  in  the  election  of  each  other’s  representa- 
tives to  committees  and  boards  of  the  HSA’s  and  the 
SHCC. 

The  responsibilities  will  be  approached  with  the 
following  goals  in  mind: 

1.  Maintain  a supply  of  hospital  beds  and  physician 
services  to  adequately  provide  for  the  needs  of  our 
patients. 

2.  Maintain  and  update  the  full  range  of  specialized 
services  necessary  for  the  provision  of  quality 
medical  care  in  our  state. 

3.  Maintain  a satisfactory  distribution  of  physicians  to 
meet  the  needs  of  the  citizens  of  Nebraska. 

Since  the  January  meeting,  letters  have  been  sent  to  a 
number  of  the  Specialty  societies  and  the  Nebraska 
Hospital  Association  soliciting  their  input  into  develop- 
ment of  a NMA  position  paper  with  respect  to  various 
aspects  of  health  planning  as  presented  in  the  Health 
Systems  Plans  and  the  State  Health  Plan.  Replies  are 
coming  in  from  these  groups  and  will  be  reviewed  at  the 
next  meeting  of  the  Committee.  It  will  not  be  possible  to 
complete  this  NMA  position  paper  before  the  annual 
meeting,  but  it  is  anticipated  that  a working  document  will 
be  produced  in  time  for  review  at  the  fall  meeting. 

Respectfully  submitted, 

C.  J.  CORNELIUS,  JR.,  M.D. 

Chairman 


REPORT  OF  THE  COMMISSION 
ON  MEDICAL  EDUCATION 

.John  W.  Smith.  M.D.,  Omaha,  Chairman;  Warren  G.  Bosley,  M.D.,  (!rand 
Island:  Wendell  Fairbanks,  M l),,  Alliance;  Michael  J.  Haller.  M I).,  Omaha; 
Robert  I).  Marry,  M l).,  Oexington;  Robert  J.  Stein.  M l).,  Lincoln;  Raid  R 
Young,  M I).,  Omaha. 

The  American  Medical  Association  undertook  ac- 
creditation of  continuing  medical  education  in  1962.  In 
1972,  the  AMA  decided  to  share  its  responsibilities  in  the 
accreditation  of  graduate  and  continuing  medical  educa- 
tion with  other  interested  organizations.  The  Liaison 


Committee  on  Continuing  Medical  Education  (LCCME) 
was  delegated  responsibility  for  accreditation  on  July  1, 
1977.  Problems  developed  soon  after  the  initiation  of  the 
jointly-operated  mechanism  and  at  the  direction  of  its 
House  of  Delegates,  the  American  Medical  Association 
withdrew  from  the  LCCME,  and  resumed  its  previous  role 
in  the  accreditation  of  continuing  medical  education.  That 
action  took  place  in  July,  1979.  The  House  of  Delegates 
subsequently  directed  that  the  Committee  on  Accredita- 
tion of  Continuing  Medical  Education  (CACME)  be 
established.  This  committee  has  a total  membership  of 
24  to  insure  broad  representation  of  groups  having  an 
interest  in  CME.  The  House  of  Delegates  also  affirmed 
the  AMA’s  recognition  of  the  state  medical  societies  as 
the  accrediting  body  for  institutions  and  organizations 
providing  intrastate  CME  programs. 

Therefore,  at  this  time,  there  are  two  national  ac- 
crediting bodies  (both  LCCME  and  AMA)  which  recog- 
nize the  Commission  on  Medical  Education  of  the 
Nebraska  Medical  Association  as  the  organizational  body 
for  accrediting  institutions  and  organizations  in  Nebraska 
providing  intrastate  CME  programming.  Despite  the 
controversy  between  the  two  national  bodies,  this  does 
not  affect  our  activities  at  the  state  level  at  the  present 
time. 

Since  given  this  authority  in  1976,  the  Commission  has 
accredited  ten  Nebraska  institutions  and/or  organiza- 
tions. The  organizations  accredited  by  the  Commission, 
following  submission  of  a survey  application  and  the 
completion  of  an  on-sight  survey,  include:  Bishop  Clark- 
son Memorial  Hospital,  Omaha;  Children’s  Memorial 
Hospital,  Omaha;  Immanuel  Medical  Center,  Omaha; 
Bryan  Memorial  Hospital,  Lincoln;  Lincoln  General 
Hospital,  Lincoln;  St.  Elizabeth  Community  Health 
Center,  Lincoln;  Lutheran  Medical  Center  of  Omaha, 
Omaha;  Mary  Canning  Memorial  Hospital,  Hastings; 
Nebraska  Medical  Association  Scientific  Sessions  Com- 
mittee; Nebraska  Methodist  Hospital,  Omaha;  Richard 
Young  Hospital  Division  of  Lutheran  Medical  Center, 
Omaha;  and  Midlands  Community  Hospital,  Papillion. 
Several  of  these  institutions  are  now  reaching  the  date  at 
which  they  must  be  resurveyed  and  this  activity  is  being 
carried  on  by  the  Commission. 

Subsequent  to  the  Commission’s  last  report  to  the 
House  of  Delegates,  the  Richard  Young  Hospital  Division 
of  Lutheran  Medical  Center  has  been  resurveyed  and 
approved  for  continued  accreditation  for  a four-year 
period  and  the  Midlands  Community  Hospital  has  been 
surveyed  and  given  initial,  or  provisional  accreditation  for 
two  years. 

The  Commission  will  continue  its  resurvey  activities 
and  also  the  processing  of  initial  requests  for  accredita- 
tion received  from  Nebraska  institutions  and  organiza- 
tions. We  will  also  monitor  CME  organizational  postures 
and  changes  taking  place  at  the  national  level. 

Ad-Hoc  Committee  on  Health  Education 

Warren  (I.  Bo.sley,  M l).,  Grand  Island,  ('hairman;  Robert  B Benlhack, 
M I)..  Wayne;  S.  I.  Fiiennint:.  M I)..  Lincoln;  F^ileen  C.  Vautravers.  M l)., 
Lincoln. 

The  Ad-Hoc  Committee  met  on  13  March  1980  at  the 
NMA  Headquarters  in  Lincoln. 

The  Committee  considered  first  a report  from  Mrs. 
Helen  Hayes,  Chairman  of  the  Auxiliary’s  Health  Gallery 
project,  on  various  aspects  of  the  Health  Gallery.  The 
Auxiliary  has  been  pursuing  the  development  of  a Mobile 
Health  Gallery  which  would  bring  various  aspects  of  the 
Gallei"y  to  communities  in  Nebraska,  with  the  hope  of 
involving  schools,  community  organizations  and  others 
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who  might  l)e  interested  in  and  who  might  benefit  from 
exposure  to  the  educational  materials  in  the  Health 
(lallery.  Mrs.  Hayes  reported  that  she  has  received  a 
written  statement  from  the  llniversity  of  Nebraska 
outlining  what  it  feels  are  its  responsibilities  in  the 
development  and  operation  of  the  Health  Gallery.  These 
consist  primarily  of  the  preparation  of  programs,  training 
of  volunteers,  grant  writing  to  secure  funds,  and  the 
assigning  of  teaching  assistants  and  graduate  students  to 
assist  in  the  operation  of  the  Gallery.  Mrs.  Hayes  reported 
that  a Steering  Committee  has  been  appointed  to 
continue  in  the  development  of  the  Health  Ciallery  and 
noted  that  there  is  no  representation  from  the  NMA’s 
Committee  on  Health  Education. 

Mrs.  Hayes  reported  that  each  county  Auxiliary  has  or 
will  appoint  a Health  Gallei-y  Chairman  to  be  responsible 
for  coordinating  activities  of  the  Mobile  Health  Gallery  in 
their  counties.  There  continues  to  be  concern  about 
funding  of  this  activity  and  Mrs.  Hayes  noted  that  all 
donations  made  by  County  Auxiliaries  outside  Lancaster 
and  Douglas  counties  have  been  placed  in  the  Mobile 
Health  Gallery  fund.  Funding  continues  to  be  sought  from 
other  sources  and  the  University  is  also  providing  some 
funding. 

It  was  the  impression  of  the  Committee  and  guests  that 
there  was  a need  for  a considerable  discussion  between 
the  Chairman  of  the  Committee,  Mrs.  Hayes,  the  State 
Department  of  F^ducation,  individuals  from  the  University 
of  Nebraska,  to  determine  exactly  where  the  Health 
Gallerv’  project  is  at  this  time.  There  is  interest  at  several 
levels  in  this  project,  but  there  appears  to  be  some 
concern  about  the  coordination  of  efforts  and  the  levels  of 
commitment  by  these  individuals  and  agencies.  Since 
further  development  of  the  project  will  require  a 
reasonably  reliable  source  of  funding,  the  Committee 
suggests  that  we  must  determine  exactly  where  everyone 
stands  at  this  time.  The  Chairman  has  been  authorized  to 
pursue  this  with  Mrs.  Hayes  and  the  Auxiliar>’. 

Respectfully  submitted, 

Warren  G.  Bosley,  M.D. 

Chairman 


REPORT  OF  THE  COMMISSION 
ON  CLINICAL  MEDICINE 

The  Commission  on  Clinical  Medicine  submits  this 
interim  report  to  the  House  of  Delegates  for  considera- 
tion. 

Scientific  Sessions  Committee 

Robert  M.  Stryker,  M.D..  Omaha,  Chairman;  James  R.  Brown,  M.D., 
Omaha:  R.  A.  Cottingham.  M.D..  McCook;  Dale  W.  Ebers,  M.D..  Lincoln; 
Stuart  P.  Embuiy,  M.D..  Holdrege;  Richard  A.  Hranac.  M.D.,  Kearney; 
John  C.  Sage,  M.D.,  Omaha;  Bernard  F.  Wendt,  M.D.,  Lincoln. 

This  committee  has  met  formally  on  six  different 
occasions  over  the  past  twelve  month  period.  The  results 
of  this  Committee’s  work  will  be  evident  during  the 
scientific  portion  of  this  meeting. 

In  addition  to  the  annual  scientific  meetings  of  the 
Association,  the  Scientific  Sessions  Committee  has  co- 
sponsored 23  Category  I continuing  medical  education 
programs  since  being  accredited  by  the  American  Medical 
Association  in  1977.  These  programs  reflect  a combined 
total  of  107V4  hours  of  Category  I programming.  A total  of 
350  physicians  attended  these  co-sponsored  programs 
and  this  reflects  the  consumption  of  37,625  physicians’ 
Category  I credit  hours  in  Nebraska.  Two  programs  were 
denied  co-sponsorship. 


In  response  to  ; request  by  the  Association’s  Board  of 
Directors,  the  Scit  ntific  Sessions  Committee  met  with 
several  specially  soviety  representatives  to  explore  the 
possibility  and  feasibility  of  scheduling  a combined 
scientific  meeting  in  1981.  This  initial  planning  meeting 
has  been  held  and  we  feel  that  it  was  a productive  session. 
During  the  meeting,  we  discussed  multiple  aspects,  the 
scheduling  of  social  events  and  organizational  events  of  the 
Association,  methods  of  financing,  the  sponsorship  of  the 
various  meetings,  and  the  development  of  a format  to 
meet  the  needs  of  programming  for  each  specialty  society. 
We  believe  the  meeting  was  productive  and  there  was  an 
expression  of  interest  in  joint  sponsorship  of  a combined 
annual  session  in  1981.  A second  exploratory  meeting  is 
scheduled  for  June  of  this  year.  At  the  Fall  Session,  we 
will  be  able  to  present  a more  definitive  format  of  the 
program  for  the  1981  session. 

Maternal  and  Child  Health  Committee 

Wm  L Kumbolz.  M.D..  Omaha,  (’hairman;  (^harles  A.  Field.  M.D., 
Omaha;  John  W.  (ioldkrand.  M.D.,  Omaha;  Glenn  L.  Haswell,  M.D.,  Omaha; 
Kenton  L.  Shaffer.  M.D..  Kearney. 

The  Maternal  and  Child  Health  Committee  continues 
to  review  and  modify  the  perinatal  mortality  study  which 
has  been  instituted.  The  Committee  has  continually 
stressed  the  confidentiality  of  these  reports.  The  major 
objective  is  improvement  of  perinatal  health  care  in  the 
State  of  Nebraska.  All  questionnaires  are  reviewed  by  the 
MCH  Committee  only,  and  the  project  is  being  imple- 
mented in  the  hope  that  the  physicians  within  the 
Association  will  willingly  participate  in  this  educational 
venture.  Articles  will  appear  in  the  NEBRASKA 
MEDICAL  JOl’RNAL  from  time  to  time  regarding  this 
study  and  on  other  subject  areas  having  to  do  with 
maternal  and  child  health.  The  members  of  the  Commit- 
tee are  developing  the  series  of  articles. 

Respectfully  submitted, 

ROBERT  M.  STRYKER,  M.D. 

WM:  L.  RUMBOLZ,  M.D. 

Chairmen 


Board  of  Councilors 


The  Board  of  Councilors  met  on  April  27,  1980,  at  the 
Hilton  Hotel,  Omaha,  Nebraska.  The  meeting  was  called 
to  order  by  the  Chairman,  Dr.  Carlyle  E.  Wilson. 

The  following  members  were  present:  Drs.  Carlyle  E. 
Wilson,  Louis  J.  Gogela,  Myron  E.  Samuelson,  James  G. 
Carlson,  W’arren  R.  Miller,  Richard  M.  Pitsch,  Clarence 
Zimmer,  Thomas  H.  Wallace,  Fred  J.  Rutt,  Berl  W. 
Spencer,  Charles  W.  Landgraf,  and  Russell  L.  Gorthey. 
The  minutes  of  the  1979  Fall  Session  were  approved  as 
printed  in  the  December  issue  of  the  Journal. 

Dr.  Alastair  Connell,  Dean  of  the  University  of 
Nebraska  College  of  Medicine,  was  present.  Dr.  Connell 
thanked  the  officers  and  members  of  the  Association  for 
their  efforts  in  behalf  of  the  University  of  Nebraska 
College  of  Medicine  budget.  He  suggested  that  the 
members  of  the  Board  of  Councilors  meet  with  the  Dean 
and  others  at  the  University  for  discussion  of  matters  of 
mutual  interest  and  concern.  He  also  stated  if  not  the 
Board  of  Councilors,  an  appropriate  committee  of  the 
NMA. 

Dr.  Wilson  commented  on  the  suggestions  he  received 
from  the  Councilors  concerning  increasing  of  member- 
ship, attendance  at  the  Annual  Sessions,  and  the  Impaired 
Physician  Program. 
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The  Board  of  Councilors  discussed  the  matter  of  the 
Disabled  Physician.  As  part  of  the  discussion,  a presenta- 
tion was  made  by  a representative  of  the  Metropolitan 
Omaha  Medical  Society  committee,  which  has  been 
established  and  is  now  functioning.  Likewise,  the 
Councilors  were  informed  the  Lancaster  County  Medical 
Society  is  giving  consideration  to  establishment  of  a 
similar  committee.  In  concert  with  this  discussion,  the 
Board  of  Councilors  approved  the  appointment  of  Dr. 
Charles  W.  Landgraf  as  the  individual  to  chair  a similar 
committee  in  the  greater  Nebraska  area,  and  that  the 
Board  of  Councilors  recognizes  the  importance  of  this 
area  of  activity  and  endorsed  the  continued  development 
and  implementation. 

The  requests  for  Life  Membership  were  approved  by 
the  Board  of  Councilors. 

There  being  no  further  business,  the  meeting  was 
adjourned. 


House  of  Delegates 

FIRST  SESSION 

The  first  session  of  the  House  of  Delegates  was  held 
April  27,  1980,  at  the  Hilton  Hotel,  Omaha,  Nebraska. 
The  meeting  was  called  to  order  by  the  Speaker,  Dr.  Harry 
McFadden.  Roll  call  showed  74  delegates  present,  and  the 
meeting  was  declared  in  session. 

The  Necrology  was  read  by  Dr.  Houtz  Steenburg. 

The  AMA-ERF  checks  were  presented  by  Mrs.  Clifford 
Hadley  to  the  Deans  of  the  two  medical  schools. 

The  Nebraska  Medical  Foundation  Student  Research 
Scholarship  Program  checks  were  presented  by  Dr.  Louis 
Gogela  to  Mr.  Jon  Bleicher,  Creighton  University  School 
of  Medicine,  the  1979  recipient  who  has  completed  his 
research  scholarship;  to  Mr.  William  Andrews,  Creighton 
University  School  of  Medicine  and  Mr.  Rodney  D. 
Anderson,  University  of  Nebraska  College  of  Medicine, 
the  1980  recipients  of  the  Student  Research  Scholarship 
Program. 

An  oral  report  was  given  by  Dr.  John  Sage,  Bureau  of 
Examining  Boards. 

Dr.  McFadden  called  for  approval  of  the  minutes  of  the 
1979  Fall  Session,  and  these  were  approved  as  printed  in 
the  December  issue  of  the  Journal. 

Members  of  the  Reference  Committees  were  selected 
and  approved  by  the  House. 

The  following  Nominating  Committee  was  selected  and 
approved  by  the  House: 

1st  District  - Dr.  P'rancis  Donahue,  Omaha 
2nd  District  - Dr.  Robert  Shapiro,  Lincoln 
.'Ird  District  - Dr.  Myron  Samuelson,  Wymore 
4th  District  - Dr.  L.  J.  Chadek,  West  Point 
5th  District  - Dr.  Theo.  Lemke,  Columbus 
bth  District  - Dr.  John  Wilcox,  Aurora 
7th  District  - Dr.  (’harles  Ashby,  Geneva 
8th  District  - Dr.  J'homas  Wallace,  Gordon 
9th  District  - Dr.  Stanley  Nabity,  Grand  Island 
lOth  District  - Dr.  George  Lytton,  Hastings 
11th  District  ■ Dr.  Ronald  Asher,  North  Platte 
12th  District  • Dr.  Robert  Morgan,  Alliance 

J’he  following  Reference  Committee  assignments  were 
made: 


REFERENCE  COMMITTEE  #1 
Annual  Audit 

Board  of  Directors,  Financial  Portion;  Budget  and 
Charts 

Resolution  #2  - Annual  Session  Registration  Fee 
Resolution  #3  - Reimbursement  of  Representatives 
to  AMA 

REFERENCE  COMMITTEE  #2 
Board  of  Directors,  Concerning  administrative 
services,  annual  meetings,  physician  assistants 
and  membership 

Commission  on  Medical  Education 
Resolution  #4  - Eligibility  for  Voting  on  AMA 
Delegates  and  Alternates 

REFERENCE  COMMITTEE  #3 
Delegate  to  the  AMA 
Delegate  to  the  AMA-RPS 
Resolution  #1  - Medicaid  Provider  Agreement 

REFERENCE  COMMITTEE  #4 
University  of  Nebraska  College  of  Medicine 
Creighton  University  School  of  Medicine 
Nebraska  Medical  Foundation,  Inc. 

Commission  on  Clinical  Medicine 

REFERENCE  COMMITTEE  #5 
Life  Membership  Requests 
Commission  on  Governmental  Affairs 
Commission  on  Legislation  and  Legal  Affairs  and 
Addendum  Report 

Resolution  #5  - Medical  Treatment  and  Care  at 
Beatrice  State  Development  Center  and 
Community  Based  Programs 

REFERENCE  COMMITTEE  #6 
Commission  on  Public  Affairs  and  .Addendum  Report 
Committee  on  Cost  Awareness 
Committee  on  Health  Planning 
Resolution  #6  - Public  Relations 

There  being  no  further  business,  the  House  was 
recessed  until  Monday  morning. 


SECOND  SESSION 

The  second  session  of  the  House  of  Delegates  was  held 
on  April  28,  1980.  The  meeting  was  called  to  order  by  the 
Vice  Speaker,  Dr.  Alvin  Armstrong.  Roll  call  showed  73 
delegates  present,  and  the  House  was  declared  in  session. 

Dr.  Armstrong  called  for  approval  of  the  minutes  of  the 
first  session  of  the  House,  and  these  were  approved  as 
printed. 

Reports  of  the  Reference  Committees  were  called  for, 
and  the  following  were  presented: 

Reference  Committee  #1 

Reference  Committee  #1  considered  two  reports  and 
two  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  ANNUAL  AUDIT 

The  Reference  Committee  first  considered  the  report  of 
the  Annual  Audit.  An  item  of  concern  and  discussion  was 
that  of  the  report  of  the  Journal  regarding  dues 
transferred  from  the  general  fund  of  the  Association  under 
revenues,  and  reappearing  under  expenditures  as  dues 
allocation.  Some  discussion  centered  around  the  termin- 
ology of  dues  allocation.  Following  further  discussion  and 
with  Mr.  Kenneth  Neff,  Executive  Director  in  attendance, 
it  was  explained  that  this  was  in  essence  the  cost  of 
printing  of  the  Journal.  He  further  explained  that  it  cost 
approximately  $8.00  per  member  for  the  Journals  to  be 
printed.  As  a result  of  this  discussion,  it  was  felt  that 
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perhaps  the  terminology  of  dues  allocation  should  he 
changed  to  line  item  expenses  for  printing  the  -Journal. 
Those  present  were  in  accord  with  this  minor  change  and 
the  report  is  accepted  by  the  committee  with  the  noted 
correction. 

MR.  spf:akp:r.  i move  the  adoption  of  this 

SFR'TION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  BOARD  OF  DIRECTORS  - FINANCIAL  PORTIONS 
The  Reference  Committee  next  considered  the  report 

of  the  Board  of  Directors  concerning  the  fiscal  portion  of 
the  report.  Little  or  no  discussion  was  pursued  regarding 
this  report.  It  was  explained  during  the  minimal  dis- 
cussion that  the  Association  had  adopted  the  accrual 
method  of  bookkeeping  for  the  oncoming  fiscal  year  and 
that  the  Association  was  operating  at  of  their 

expected  level  and  further  that  no  dues  increase  was 
expected  to  be  pursued  this  year.  It  was  noted  that  a -$20 
dues  increase  was  incurred  by  the  membership  last  year. 
The  Reference  Committee  recommends  acceptance  of 
this  report  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  Ol’R  REPORT.  This  was  approved  by  the 
House. 

(3)  RESOLUTION  #2  — METROPOLITAN  OMAHA 
— ANNUAL  SESSION  REGISTRATION  FEE 

Reference  Committee  #1  next  considered  Resolution 
#2  which  read  as  follows: 

WHEREAS,  the  Nebraska  Medical  Association 
House  of  Delegates  passed  a resolution  on  September 
24,  1978,  creating  a .$25  per  physician  registration  fee 
for  the  Annual  Session,  and 

WHEREAS,  it  is  one  of  the  stated  goals  of  the 
Association  to  increase  membership  participation  in 
Annual  Session  meetings,  and 

WHEREAS,  this  fee  is  a defacto  negative  reward  for 
members  who  attend  the  Annual  Session,  and 

WHEREAS,  the  entire  Nebraska  Medical  Associa- 
tion should  equally  bear  the  cost  of  conducting 
Association  business; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  House  of  Delegates 
study  the  objectives  for  its  future  Annual  meeting,  the 
impact  of  registration  fee  on  said  meeting,  and  the 
philosophical  decision  about  who  should  bear  the  cost 
of  such  meeting,  and  report  back  to  the  House  at  the 
next  meeting. 

Lively  discussion  was  heard  from  a number  of  people 
present  regarding  the  changing  composition  of  the  annual 
meeting  as  well  as  the  fall  meeting  in  respect  to  exhibitors, 
expenses,  etc.  For  purposes  of  the  record,  it  was  noted 
that  the  S25  registration  fee  was  adopted  by  the  House  of 
Delegates  in  September  of  1978  when  Reference  Com- 
mittee #5  accepted  the  Board  of  Directors  report  in 
which  they  recommended  in  Item  7 that  exhibits  be 
dropped  from  the  agenda  and  further  that  grants  from 
interested  manufacturers  be  accepted  and  that  a nominal 
registration  fee  of  $25  be  accepted.  Discussion  from  those 
interested  in  continuing  the  registration  fee  pointed  out 
the  fact  that  the  exhibitors  funds  were  gone  and  that  the 
cost  of  the  Annual  Session  has  increased  nominally. 
Additionally,  the  $25  fee  is  a minimal  and  also  deductible 
fee  and  would  ordinarially  be  acceptable.  Those  in- 
dividuals arguing  against  continuation  of  the  registration 
fee  pointed  out  the  changing  composition  of  members 
attending  the  Annual  Session.  Specifically  it  was  pointed 


out  that  those  in  tendance  at  the  Annual  Session  were 
primarily  occupieci  vith  the  business  of  the  Association 
and  that  the  fee  laiL  ly  excluded  those  members  wishing 
to  attend  single  evi-nts  and/or  single  educational  op- 
portunities. Following  this  discussion,  the  Reference 
Committee  is  recommending  the  resolution  be  adopted  as 
written,  but  further  wishes  to  point  out  that  the 
resolution  specilically  stales  that  the  Nebiaska  Medical 
Association  House  of  Delegates  study  the  objectives  for 
its  future  annual  meeting,  the  impact  of  the  fee  and  the 
philosophical  decision  about  who  should  bear  the  cost, 
etc. 

MR.  SPEAKER,  I RECOMMEND  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House,  and  Dr.  Armstrong  said  it  was  the 
understanding  of  the  ('hair  that  this  resolution  would  be 
studied  by  the  Board  of  Directors. 


(4)  RESOLUTON  #3  — HALL  COUNTY  — 

REIMBURSEMENT  FOR  REPRESENTATIVES 
TO  A.M.A. 

Reference  Committee  #1  then  considered  Resolution 
#3  which  read  as  follows: 

RE,SOL\'ED,  that  reimbursement  for  expenses 
(transportation,  hotel,  meals)  associated  with  atten- 
dance at  the  House  of  Delegates  of  the  American 
Medical  Association  shall  be  made  to  the  following 
officers  and  employees  of  the  Nebraska  Medical 
Association: 

Delegates 

Alternate  Delegates 

President,  Nebraska  Medical  Association 
President-Elect,  Nebraska  Medical  Association 
Executive  Director,  Nebraska  Medical  Association 
Assistant  Executive  Director,  Nebraska  Medical 
Association 

For  purposes  of  clarification,  this  matter  is  dealt  with 
rather  explicitly  on  Page  14  of  the  Constitution  and  By- 
Laws  of  the  Association  as  follows; 

“On  submission  of  an  itemized  statement,  incurred 
expenses  shall  be  repaid  to  the  following  officers  and 
representatives  of  the  Nebraska  Medical  Association; 
1)  Officially  elected  Delegates  and  their  Alternates  to  the 
American  Medical  Association  and  to  the  North  Central 
Medical  Conference.  2)  Representatives  to  other 
meetings  deemed  important  by  the  Board  of  Directors. 
3)  Editor  and  Secretary-Treasurer  while  attending  the 
meetings  of  the  House  of  Delegates  of  the  American 
Medical  Association.” 

After  adequate  discussion,  it  was  pointed  out  that  those 
officers  attending  the  Annual  AMA  Session  were  in  fact 
probably  underpaid  or  under-reimbursed.  It  was  further 
pointed  out  that  travel  and  hotel  expense  and  one  meal 
per  session  expense  were  the  chief  items  that  were 
reimbursed.  It  was  also  pointed  out  that  spouses  and 
friends  of  the  Association  are  not  reimbursed  for  their 
attendance  at  such  meetings.  It  was  also  emphasized  that 
it  is  to  the  Association’s  benefit  to  have  as  many  members 
officially  present  at  the  AMA  Annual  Session  as  possible 
under  whatever  other  auspices  they  may  be  able  to  be 
present  for  purposes  of  canvassing  the  business  activities 
of  the  House  of  Delegates  of  the  AMA  and  keeping 
abreast  of  the  actions  that  are  ongoing. 

In  reviewing  the  Constitution  and  By-Laws  regarding 
this  matter,  it  was  felt  by  the  committee  that  the 
Constitution  adequately  addresses  itself  to  this  problem. 
Therefore,  it  is  recommended  by  the  committee  that  this 
resolution  be  filed. 
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MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #1 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Fred  J.  Rutt,  M.D.,  Hastings, 
Chairman 

Robert  F.  Shapiro,  M.D.,  Lincoln 
Theo.  J.  Lemke,  M.D.,  Columbus 

Reference  Committee  #2 

Reference  Committee  #2  considered  one  report,  a 
portion  of  one  report  and  one  resolution.  The  Reference 
Committee  submits  the  following  report  and  recom- 
mendations. 

(1)  REPORT  OF  THE  COMMISSION  ON 
MEDICAL  EDUCATION 

The  report  of  the  Commission  on  Medical  Education 
was  considered.  Comments  regarding  the  gratitude  which 
the  Nebraska  Medical  As.sociation  feels  with  regard  to  the 
Auxiliary’s  efforts  in  their  Health  Gallery  project  were 
heard.  Comments  recommending  continued  support  in 
their  efforts  were  heard.  The  continual  monitoring  of 
progress  and  needs  of  the  Auxiliary  in  expanding  and 
perfecting  the  Mobile  Health  Gallery  system  was  con- 
sidered to  be  essential.  We  of  the  committee  recommend 
the  adoption  of  the  report  of  the  Commission  on  Medical 
Education. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS  — 
ADMINISTRATIVE  SERVICES 

The  committee  next  considered  the  Board  of  Directors 
report,  first  paragraph  as  directed  by  the  House  of 
Delegates.  This  portion  of  the  report  was  approved  by  the 
committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  BOARD  OF  DIRECTORS  - ANNUAL  SESSIONS 
The  next  section  of  the  Board  of  Directors  report,  second 
paragraph,  created  some  comment  by  members  in 
attendance.  There  was  some  objection  voiced  by 
members  from  out-state  Nebraska  to  the  elimination  of 
Annual  Sessions  in  locations  other  than  Lincoln  and 
Omaha.  Some  felt  that  the  expenses  for  the  Nebraska 
Medical  Association  might  be  comparable,  but  that  the 
expenses  for  the  individual  members  in  attendance  might 
be  somewhat  less  in  out-state  locations.  It  was  generally 
accepted  that  there  was  a significant  decrease  in 
attendance  in  these  out-state  locations.  The  possibility  of 
coordinated  meetings  with  other  specialty  societies  was 
mentioned  and  the  fact  that  this  may  enter  into  the 
deliberation  on  this  matter  was  considered.  Since  this  is 
still  a matter  of  deliberation,  the  committee  approved  this 
section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  BOARD  OF  DIRECTORS  - PHYSK'IAN 
ASSISTANTS 

The  next  item  considered  was  the  information  contained 
in  the  third  paragraph  of  the  Board  report.  As  a matter  of 
information,  it  was  noted  that  the  questions  raised  were 


referred  to  the  Commission  on  Association  Affairs, 
considered  by  that  Commission,  and  the  questions  were 
then  referred  to  the  Board  of  Medical  Examiners  who 
have  the  real  responsibility  of  dealing  with  the  problem 
effectively.  Discussion  of  the  impact  of  abiding  by  state 
regulation  in  regard  to  third-party  payors  was  heard. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(5)  BOARD  OF  DIRECTORS  — LIAISON 
COMMITTEE 

The  information  concerning  the  liaison  committee  was 
considered  and  its  importance  recognized. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  THE  REPORT.  This  was  approved  by  the 
House. 

(6)  BOARD  OF  DIRECTORS  — AMERICAN 
MEDICAL  ASSOCIATION  MEMBERSHIP 

The  information  contained  in  this  report  concerning 
membership  was  then  discussed.  Some  rather  strong 
support  for  the  possible  reinstitution  of  a unified-type 
membership  requiring  AMA  membership  to  obtain 
membership  in  the  Nebraska  Medical  Association  was 
heard.  The  advantages  of  this  type  of  requirement 
mentioned  were  an  increase  in  the  total  membership  of 
the  AMA  which  provided  a stronger  voice  in  matters 
related  to  the  practice  of  medicine,  as  well  as  the  fact  that 
the  number  of  delegates  from  the  NMA  to  the  AMA  is 
determined  by  our  total  AMA  membership. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(7)  BOARD  OF  DIRECTORS  — UNIVERSITY 
OF  NEBRASKA  BUDGET 

The  committee  then  considered  the  information  con- 
cerning the  University  of  Nebraska  budget  in  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  THE  REPORT.  This  was  approved  by  the 
House. 

(8)  BOARD  OF  DIRECTORS  — MEMBERSHIP 
STATISTICS 

The  Reference  Committee  then  assessed  the  membership 
figures  and  analysis  presented  in  this  report. 

MR.  SPEAKER,  WE  MOVE  THAT  THEY  BE 
ACCEPTED  AS  PUBLISHED  FOR  PURPOSES  OF 
INFORMATION.  This  was  approved  by  the  House. 

(9)  RESOLUTION  #4  - HALL  COUNTY  - 
VOTING  ON  AMA  DELEGATES  AND 
ALTERNATES 

Your  Reference  Committee  then  considered  Resolution 
#4  which  read  as  follows: 

RESOLVED,  that  in  electing  delegates  and  alternate 
delegates  to  the  American  Medical  Association,  valid 
votes  may  be  cast  only  by  members  of  the  American 
Medical  Association. 

Considerable  discussion  was  heard  on  this  resolution. 
Passage  of  this  resolution  would  require  a change  in 
Constitution  and  By-Law  structure  of  our  organization. 
Proponents  of  this  resolution  felt  that  such  a considera- 
tion was  appropriate.  It  was  felt  that  the  By-Laws  could  be 
changed  to  allow  an  exception  in  the  voting  for  these 
particular  positions,  or  they  could  he  changed  to  require 
AMA  membership  by  all  members  of  the  Nebraska 
Medical  Association  House  of  Delegates.  Since  this 
question  could  not  be  resolved  by  your  Reference 
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Committee,  the  Heference  Committee  submits  the 
following  substitute  resoltuion: 

WHKRKAS,  in  the  election  of  delegates  and  alternate 
delegates  to  the  American  Medical  Association,  valid 
votes  should  only  be  cast  by  members  of  the  American 
Medical  Association; 

I'HKRKFOHK,  BE  I T RESOIA'KI),  that  a change  in 
the  Nebraska  Medical  Association  Constitution  and  By- 
Laws  be  considered  by  the  Commission  on  Association 
Affairs,  to  insure  this  precept,  and  their  recommenda- 
tion be  presented  at  the  next  interim  session  of  the 
Nebraska  Medical  Assocation  House  of  Delegates. 

MR.  SPEAKER,  1 MOVE  THE  ADOP  HON  OF  THIS 
SUBSTITUE  RESOLUTION.  This  was  approved  by  the 
House. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF 
YOUR  REFERENCE  COMMITTEE  #2  AS  A WHOLE. 
This  was  approved  by  the  House. 

Respectfully  submitted, 

James  S.  Carson,  M.D.,  Mcf'ook, 
Chairman 

John  L.  Reed,  M.D.,  Lincoln 
Donald  J.  Pavelka,  M.D.,  Omaha 

Reference  Committee  #3 
Reference  Committee  #3  considered  two  reports  and 
one  resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  DELEGATE  TO  THE  A.MA 
This  was  a report  of  the  Interim  Meeting  of  the 
American  Medical  Association  held  in  Honolulu,  Decem- 
ber 2-5,  1979.  Your  Reference  Committee  noted  the 
completeness  of  the  Delegate’s  report.  It  was  noted  by  the 
Reference  Committee  that  there  were  many  items  in  the 
Delegate’s  report  that  have  impact  on  the  physicians  in 
the  State  of  Nebraska  as  well  as  the  patients  in  Nebraska. 
Because  of  time  limitations,  it  is  impossible  to  discuss 
each  of  these  individually,  however,  it  should  be  pointed 
out  to  the  Delegates  that  the  AMA  is  involved  in  many 
beneficial  activities  both  legislatively  and  legally. 

There  were  four  items  contained  in  this  report  that  the 
Reference  Committee  felt  were  of  primarv’  importance. 
The  first  was  in  relationship  to  the  elderly  health 
screening  program  which  is  financed  by  the  Federal 
Administration  on  Aging.  This  program  is  conducted 
through  local  health  fairs  and  is  designed  to  screen 
particularly  older  people.  The  physicians  may  receive 
unsolicited  reports  on  laboratory  diagnostic  procedures  in 
conjunction  with  the  screening  program,  some  of  whom 
may  be  patients  and  some  whom  may  not  be  patients  of 
the  physician.  It  was  noted  by  the  Board  of  Trustees  that 
if  a physician  receives  reports  on  a patient  or  on  an 
individual  who  is  not  his  patient,  if  he  fails  to  return  these 
forms  or  to  communicate  with  the  individual,  that  it  could 
result  in  the  physician’s  exposure  to  legal  liability  should 
the  result  indicate  a need  for  prompt  medical  attention. 

The  second  important  item  contained  in  the  Delegate’s 
report  dealt  with  the  in-depth  white  paper  entitled, 
“Future  Directions  for  Medical  Education’’.  One  of  the 
most  interesting  parts  of  this  report  is  a suggestion  that 
the  first  year  of  training  out  of  medical  school  be  a 
“comprehensive  residency”  for  all  first-year  residents. 
After  hearing  testimony  regarding  this  white  paper,  it  was 
the  feeling  of  the  Reference  Committee  that  this  could 
well  become  a very  important  document  on  medical 
education  in  the  future.  It  is  recommended  by  the 
Reference  Committee  that  this  document  be  made 


available  to  the  ' . emission  on  Medical  Education  for  its 
further  study. 

Item  three  relati-  to  dual  membership  in  the  state 
medical  association  and  the  American  Medical  Associa- 
tion. It  was  noted  at  the  AMA  meeting  that  inflation  has 
severely  negatively  influenced  the  budget  and  pointed  out 
that  in  the  absence  of  substantial  numbers  of  new 
members,  a dues  increase  for  the  AMA  will  become 
necessary  by  1981. 

The  fourth  item  was  a discussion  of  foreign  medical 
p’aduates  held  in  the  Ad-Hoc  Committee  on  FMG’s.  An 
item  of  interest  was  that  of  the  85,000  foreign  medical 
graduates  in  the  Ihhted  States,  approximately  23,000  are 
members  of  the  AMA.  There  was  concern  that  few  of 
these  foreign  medical  graduates  actually  return  home.  In 
addition,  also  there  was  some  concern  about  continuing 
English  language  difficulties  — less  than  30Vi  of  these 
graduates  speak  English  well.  However,  it  was  pointed  out 
that  many  hospitals  on  the  Eastern  seaboard  would 
virtually  have  to  close  their  doors  if  foreign  medical 
graduates  were  excluded  from  the  U.SA. 

Recommendations: 

1.  That  the  report  of  the  AMA  Delegate  be  accepted 
for  information  by  the  House  of  Delegates. 

2.  It  is  further  recommended  by  the  Reference 
Committee  that  the  document  entitled,  “Future  Direc- 
tions for  Medical  Education”  be  referred  to  the  Commis- 
sion on  Medical  Elducation  of  the  NMA.  Additionally,  the 
Delegates  to  the  NMA  be  made  aware  of  the  vast  numbers 
of  positive  activities  that  the  AMA  is  involved  in  that 
directly  effect  Nebraska  physicians  and  patients. 

.MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SF’CTION  OF  Ol’R  REPORJ'.  This  was  seconded.  There 
was  discussion  regarding  the  white  paper  entitled, 
"Future  Directions  for  Medical  Education”,  and  it  was  felt 
that  the  Commission  on  Medical  Educaton  should  have 
this  before  the  next  meeting  of  the  AMA. 

Dr.  Shaffer  asked  if  the  NMA  House  of  Delegates  could 
receive  the  actions  of  the  AMA  House  of  Delegates  soon 
after  the  AMA  meeting  so  they  could  be  studied  by  the 
delegates.  Dr.  Gogela  said  that  the  Delegates  to  the  AMA 
could  meet  with  County  Medical  Societies  in  order  to 
bring  these  actions  to  members  sooner. 

This  section  of  the  Reference  Committee  report  was 
approved  by  the  House. 

(2)  REPORT  OF  THE  AMA  DELEGATE  TO  THE 
RESIDENT  PHYSICIAN  SECTION 

Donald  C.  Kern,  M.D.,  the  Delegate  to  the  Resident 
Physician  .Section  appeared  and  gave  testimony  to  the 
Reference  Committee.  Through  his  testimony  it  was 
pointed  out  that  eliciting  participation  from  students  and 
house  officers  in  organized  medical  acitivities  is  still  quite 
difficult.  A multitude  of  reasons  were  described  as  to  why 
this  may  be  so.  It  was  the  impression  that  perhaps  it  is 
important  to  begin  contacting  students  early  in  their 
student  years  because  by  the  later  years  of  medical  school 
and  their  house  officer  years  they  are  too  busy  doing  the 
things  they  need  to  do  to  prepare  themselves  for  their 
specialty. 

Recommendation: 

It  is  recommended  that  this  report  be  accepted  for 
information  by  the  House  of  Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  RESOLUTION  #1  — METROPOLITAN  OMAHA 
— MEDICAID  PROVIDER  AGREEMENT. 
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This  resolution  read  as  follows: 

WHEREAS,  the  current  Medicaid  provider  agree- 
ment includes  a provision  relative  to  review  of  records, 
and 

WHEREAS,  legal  counsel  has  determined  that  “the 
right  to  review  patients'  records  by  third  parties  may 
only  be  granted  to  such  third  parties  after  a waiver  by 
the  patient  of  that  privileged  communication  has  been 
received  by  the  physician.  The  Department  of  Welfare 
cannot  waive  the  privilege.  The  physician  cannot  waive 
it,”  and 

WHEREAS,  “the  physician  has  absolutely  no  right  or 
authority  to  grant  to  the  Department  the  right  to  review 
the  patients'  records  merely  by  signing  the  provider 
agreement.  The  signature  of  the  physician  on  this 
agreement  has  no  effect  whatever  upon  privilege. 
Unauthorized  disclosure  of  privileged  communication 
constitutes  malpractice. 

THEREFORE,  BE  IT  RESOLVED,  that  Itern  4 of 
the  agreement  be  amended  to  include  the  words  “upon 
receipt  of  a proper  patient  waiver”  for  the  specific  claim 
involved  for  the  Medicaid  patient;  and 

BE  IT  FURTHER  RESOLVED,  that  this  resolution 
be  forwarded  to  the  Board  of  Directors  of  the  Nebraska 
Medical  Association  and  to  the  American  Medical 
Association. 

There  was  extensive  testimony  heard  on  this  item.  After 
discussion  was  heard,  it  was  apparent  that  there  are 
several  problems: 

1.  Should  the  Medicaid  patient  loose  confidentiality  of 
medical  records  protection  because  his  services  are  paid 
for  at  tax  payers  expense?  It  was  agreed  that  there  was 
probably  little  the  NMA  could  do  about  this. 

2.  By  signing  the  Welfare  Medical  Services  Provider 
Agreement,  has  the  physician  agreed,  thru  Item  4,  to 
release  information  on  all  of  his  patients  including  private 
pay?  Two  separate  legal  opinions  disagree  on  this  issue.  It 
was  the  opinion  of  the  Reference  Committee  that  if  the 
lo.ss  of  confidentiality  of  all  records  of  the  physician  was 
not  the  intent  of  the  Welfare  Department,  then  the 
Welfare  Department  would  have  no  objection  to  clarifying 
Item  4 to  reflect  this.  If  the  private  patient’s  records  are, 
in  fact,  subject  to  review  by  Welfare  Department 
representatives,  then  the  NMA  should  seek  to  change 
Item  4 to  protect  the  confidentiality  of  non-Medicaid 
patients  records. 

At  any  rate,  it  was  the  opinion  of  the  committee  that  the 
intent  of  Resolution  #1  was  to  call  the  issue  to  the 
attention  of  the  Board  of  Directors  and  direct  the  Board  of 
Directors  to  take  steps  to  insure  the  protection  of 
confidentiality  of  all  non-Medicaid  patients  of  the 
physician  who  takes  care  of  Medicaid  patients. 

No  testimony  was  heard  in  opposition  to  the  intent  of 
the  resolution.  Therefore,  it  is  our  recommendation  that 
Resolution  #1  be  adopted  with  one  change.  That  change 
would  be  in  the  first  RESOLVED,  moving  the  final 
quotation  marks  after  the  word  “waiver”  to  be  after  the 
word  “patient”,  which  would  then  have  this  RESOLVED 
read  in  this  way: 

THEREFORE,  BE  IT  RESOLVED,  that  Item  4 of 
the  agreement  be  amended  to  include  the  words  “upon 
receipt  of  a proper  patient  waiver  for  the  specific  claims 
involved  with  the  Medicaid  patient”;  and 

All  of  the  rest  of  the  resolution  would  be  unchanged. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
REFERENCE  COMMITTEE  #3  AS  A WHOLE.  This 
was  approved  by  the  House. 

Respectfully  submitted, 

C.  Lee  Retelsdorf,  M.D.,  Omaha, 
Chairman 

Ronald  L.  Asher,  M.D.,  North  Platte 
Robert  B.  Benthack,  M.D.,  Wayne 

Reference  Committee  #4 
Reference  Committee  #4  considered  four  reports.  The 
Reference  Committee  submits  the  following  report  and 
recommendations. 

(1)  REPORT  OF  THE  UNIVERSITY  OF 
NEBRASKA  COLLEGE  OF  MEDICINE 

The  report  was  reviewed  and  the  only  discussion  was 
regarding  a coordinating  council  formed  by  the  NMA  to 
communicate  the  needs  of  outstate  Nebraska  to  the 
UNMC. 

Recommendation: 

Your  Reference  Committee  recommends  that  the 
Board  of  Directors  of  the  NMA  appoint  a coordinating 
council  with  a NMA  member  from  each  Councilor  District 
to  communicate  the  medical  needs  of  the  entire  State  of 
Nebraska  to  the  UNMC. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

No  discussion  was  heard. 

Recommendation: 

Your  Reference  Committee  recommends  the  adoption 
of  this  report  as  submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  NEBRASKA  MEDICAL 
FOUNDATION,  INC. 

Discussion  of  the  report  was  heard  from  Dr.  Louis 
Gogela. 

Recommendation: 

Your  Reference  Committee  recommends  the  adoption 
of  this  report  as  submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  REPORT  OF  THE  COMMISSION  ON 
CLINICAL  MEDICINE 

Discussion  was  heard  regarding  the  Scientific  Sessions 
Committee.  The  attempt  by  the  Committee  to  develop 
new  and  innovative  formats  to  broaden  its  appeal  to 
attract  more  physician  participation  is  to  be  commended. 

Discussion  from  the  Maternal  and  Child  Health 
Committee  concerned  the  perinatal  mortality  study.  As 
pointed  out  in  the  letter  accompanying  the  request  for 
records,  and  the  laws  in  the  State  of  Nebraska  state  the 
physician  may  release  the  records  without  individual 
release  from  the  patients/parents. 

Recommendation: 

Your  Reference  Committee  recommends  that  the 
Scientific  Sessions  Committee  include  a member  from 
each  medical  school  on  its  committee. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF  THIS 
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SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMHTEE  #4 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Kenton  Shaffer,  M.D.,  Kearney, 
Chairman 

Edward  Malashock,  M.D.,  Omaha 
Howard  A.  Dinsdale,  M.D.,  Lincoln 

Reference  Committee  #5 
Reference  Committee  #5  considered  two  reports,  one 
resolution  and  the  Life  Membership  requests.  Your 
Reference  Committee  submits  the  following  report  and 
recommendations. 

(1)  LIFE  MEMBERSHIP  REQUESTS 

Your  committee  recommends  Life  Membership  recog- 
nition of  the  following  physicians: 

Buffalo  County  - Harold  Smith,  M.D.,  Kearney 
Cass  County  - H.  W.  Worthman,  M.D.,  Louisville 
Dodge  County  - A.  J.  Merrick,  M.D.,  Fremont 

Carrol  C.  Nelson,  M.D.,  Fremont 
Robert  C.  Reeder,  M.D.,  Fremont 
Gage  County  - H.  M.  Hepperlen,  M.D.,  Beatrice 
Hall  County  - John  Easley,  M.D.,  Grand  Island 
(effective  1/1/81) 

Lancaster  County  - Kenneth  O.  Hubble,  M.D.,  Lincoln 
Metropolitan  Omaha  - Clarence  M.  Hartmann.  M.D., 
Omaha 

Northeast  Nebraska  - Robert  E.  Barr,  M.D.,  Tilden 
Francis  Martin,  M.D.,  Norfolk 
Southeast  Nebraska  - L.  V.  Brennan,  M.D.,  Falls  City 
(effective  1/1/81) 

H.  C.  Stewart,  M.D.,  Pawnee  City 
York  County  - B.  N.  Greenberg,  M.D.,  York 
Robert  E.  Karrer,  M.D.,  York 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  Ol^R  REPORT.  This  was  approved  by  the 
House. 

(2)  RESOLUTION  #5  — LANCASTER  COUNTY  — 
MEDICAL  TREATMENT  AND  CARE  AT  THE 
BEATRICE  STATE  DEVELOPMENT  CENTER 
AND  COMMUNITY  BASED  PROGRAMS 

This  resolution  read  as  follows: 

WHEREAS,  it  is  a well  demonstrated  fact  that  for 
profoundly  and  severely  retarded  persons  an  institution 
is  the  least  restrictive  environment,  and 

WHEREAS,  the  Beatrice  State  Development  Center 
has  an  outstanding  program  for  medical  treatment  and 
care  of  profoundly  and  severely  retarded  persons,  and 

WHEREAS,  community  based  programs  with  proper 
supervision  ser\-e  a good  purpose  for  mildly  and 
moderately  retarded  persons; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  endorse  maintaining  the 
Beatrice  State  Development  Center  which  meets 
current  standards  of  medical  treatment  and  care,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  also  endorse  community  based 
programs  that  meet  the  same  standards  of  medical 
treatment  and  care. 

Mr.  Speaker,  your  Reference  Committee  heard  testi- 
mony concerning  approval  of  this  resolution.  No  dissent- 
ing discussion  was  heard. 

MR.  SPEAKER.  YOUR  REFERENCE  COMMIT- 


TEE RECOMM.  NDS  APPROVAL  OF  THIS  RES- 
OLUTION AND  ADOPTION  OF  THIS  SECTION  OF 
OUR  REPORT,  ND  FURTHER  RECOMMENDS 
APPROPRIATE  DIS  PRIBUTION  OF  THIS  RESOLU- 
TION TO  THE  STATE  BOARD  OF  HEALTH  AND  TO 
THE  VARIOUS  MEMBERS  OF  THE  NEBRASKA 
LEGISLATURE.  This  was  seconded.  Dr.  Schenken  said 
this  resolution  contained  two  issues,  and  he  moved  that 
the  NMA  support  community  based  programs,  but  that  it 
be  referred  to  the  Board  of  Directors  for  study  and  to 
report  back  later,  and  that  the  NMA  approve  endorse- 
ment of  the  Beatrice  State  Development  Center.  Follow- 
ing discussion,  this  amendment  was  approved,  and  this 
section  of  the  Reference  Committee  report  was  approved 
as  amended. 

(3)  REPORT  OF  THE  COMMISSION  ON 
GOVERNMENTAL  AFFAIRS 

\our  Reference  Committee  heard  discussion  and 
favorable  comments  regarding  this  report.  We  recom- 
mend acceptance  of  the  report  as  an  informational  item 
and  commend  the  Commission  and  its  Chairman  for  the 
hours  and  energy  which  they  have  devoted  in  pursuit  of 
these  and  other  governmental  affairs.  We  specifically 
would  like  to  recommend  that  the  Commission  continue  to 
pursue  those  four  provisions  of  Resolution  #62  of  AMA 
as  being  necessary  for  continued  AMA  House  of 
Delegates  posture. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  LEGAL  AFFAIRS 

Mr.  Speaker,  your  Reference  Committee  received  this 
report  and  considered  it  to  be  an  informational  item. 

We  would  specifically  commend  this  Commission  for  its 
pursuit  and  diligence’  in  pursuit  of  state  legislative 
matters.  Of  particular  interest,  is  the  high  degree  of 
success  with  which  this , Commission  met  the  various 
medically  related  bills  presented  during  the  recent  state 
legislative  session.  Continued  diligence  in  this  field  is 
necessary. 

Your  Reference  Committee  Chairman  would  again 
plead  that  more  Nebraska  physicians  become  active  and 
involved  in  all  phases  of  political  activities,  not  the  least  of 
which  is  effort  directed  at  the  election  of  candidates  to 
political  office. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(5)  ADDENDUM  TO  THE  REPORT  OF  THE 
COMMISSION  ON  LEGISLATION  AND  LEGAL 
AFFAIRS 

Your  Reference  Committee  heard  considerable  dis- 
cussion concerning  this  report.  It  is  the  feeling  of  the 
Reference  Committee  and  those  present  at  the  Reference 
Committee  meeting  that  those  physicians  and  others  who 
have  been  active  in  the  formation  of  the  new  Medical 
Liability  Mutual  Insurance  Company  be  commended  for 
their  efforts  and  direction.  This  has  involved  considerable 
expenditure  of  time  and  money  by  them  and  in  certain 
cases,  financial  risk  by  them.  It  is  the  Reference 
Committee’s  desire  to  see  this  company  flourish.  The 
report,  however,  presents  concern  regarding  the  sound- 
ness of  this  business  venture  and  feels  that  specific 
commitment  or  endorsement  by  the  Nebraska  Medical 
Association  “implies  approval  and  assures  a degree  of 
pre-determined  protection  for  members  of  the  organiza- 
tion”. (MLM) 
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Your  Reference  Committee  recommends  adoption  of 
the  Addendum  Report  of  the  Commission  on  Legislation 
and  Legal  Affairs  as  printed. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #5 
AS  A WHOLE  AS  AMENDED.  This  was  approved  by 
the  House. 

Respectfully  submitted, 

James  H.  Dunlap,  M.D.,  Norfolk, 
Chairman 

Gordon  D.  Francis,  M.D.,  Grand  Island 
Perry  Williams,  M.D.,  Omaha 


Reference  Committee  #6 

Reference  Committee  #6  considered  three  reports  and 
one  resolution.  Your  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  COMMISSION  ON  PUBLIC 
AFFAIRS  AND  THE  ADDENDUM 

Reference  Committee  #6  considered  the  report  of  the 
Commission  on  Public  Affairs  and  the  Addendum.  The 
report  was  reviewed  and  the  many  activities  of  the 
Commission  noted. 

Recommendation: 

Reference  Committee  #6  recommends  acceptance  of 
the  Commission  on  Public  Affairs  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  RESOLUTION  #6  - LANCASTER  COUNTY  — 
PUBLIC  RELATIONS 

Reference  Committee  #6  considered  Resolution  #6  in 
conjunction  with  the  report  of  the  Commission  on  Public 
Affairs,  and  the  resolution  reads  as  follows: 

WHEREAS,  the  Nebraska  Medical  Association  has  a 
genuine  concern  about  the  state  of  health  and  quality  of 
medical  care  of  the  residents  of  the  State  of  Nebraska, 
and 

WHEREAS,  Section  10  of  the  JUDICIAL  COUNCIL 
OPINIONS  AND  REPORTS  indicates  that  “the 
honored  ideals  of  the  medical  profession  imply  that  the 
responsibilities  of  the  physician  extend  not  only  to  the 
individual,  but  also  to  society  where  these  respon- 
sibilities deserve  bis  interest  and  participation  in 
activities  which  have  the  purpose  of  improving  both  the 
health  and  well-being  of  the  individual  in  the  com- 
munity,” and 

WHEREAS,  the  term  public  relations  is  defined  by 
Webster  as  tbe  art  and  science  of  developing  reciprocal 
understanding  and  goodwill  between  a person,  firm  or 
institution  and  the  public; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Board 
of  Directors  of  the  Nebraska  Medical  Association 
consider  strengthening  and  building  on  to  the  present 
Nebraska  Medical  Association  public  relations  program 
recognizing  that  newspapers,  radio  and  television  afford 
the  most  practical  and  communicative  access  to  the 
development  of  reciprocal  understanding  and  goodwill 
between  the  residents  of  the  State  of  Nebraska  and  the 
Nebraska  Medical  Association,  and 

BE  rr  FUR'PHER  RESOLVED,  that  the  Board  of 


Directors  of  the  Nebraska  Medical  Association  issue  a 

follow-up  report  to  the  House  of  Delegates  regarding 

the  above  at  tbe  1980  Fall  Session  of  the  House  of 

Delegates  of  the  Nebraska  Medical  Association. 

After  discussion  of  the  resolution  and  the  four 
objectives  submitted  by  the  Lancaster  County  Medical 
Society  for  the  purpose  of  strengthening  and  building  on 
the  actions  of  the  Public  Affairs  Commission,  your 
Reference  Committee  recommends  acceptance  of  the 
resolution  and  that  the  objectives  as  submitted  by  the 
Lancaster  County  Medical  Society  be  forwarded  to  the 
Public  Affairs  Commission  for  their  consideration  and 
possible  implementation. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  COMMITTEE  ON 
COST  AWARENESS 

Reference  Committee  #6  then  reviewed  the  report  of 
the  Committee  on  Cost  Awareness. 

Recommendation: 

Your  Reference  Committee  recommends  acceptance  of 
this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  REPORT  OF  THE  COMMITTEE  ON  HEALTH 
PLANNING 

Reference  Committee  #6  considered  the  report  of  the 
Committee  on  Health  Planning  and  after  discussion  of  its 
charge  and  goals  and  noting  that  the  completion  of  this 
Nebraska  Medical  Association  position  paper  on  Health 
Planning  could  not  be  completed  at  the  time  of  the  Annual 
meeting,  the  Reference  Committee  recommends  ac- 
ceptance of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #6 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Stanley  M.  Truhlsen,  M.D.,  Omaha, 
Chairman 

Thomas  H.  Wallace,  M.D.,  Gordon 
William  Chleborad,  M.D.,  Fremont 

Following  an  oral  report  of  the  Medical  Legal  Advice 
Committee  by  Dr.  James  H.  Dunlap,  the  House  was 
recessed  until  Wednesday  morning. 


THIRD  SESSION 

The  third  session  of  the  House  of  Delegates  was  held 
April  30,  1980.  The  meeting  was  called  to  order  by  the 
Speaker,  Dr.  Harry  W.  McFadden,  Jr.  Roll  call  showed  70 
delegates  present,  and  the  House  was  declared  in  session. 

Dr.  McFadden  called  for  approval  of  the  minutes  of  the 
second  session,  and  these  were  approved. 

An  oral  report  was  presented  by  Mrs.  F.  Wm.  Karrer, 
Immediate  Past  President  of  the  NMA  Auxiliary. 

Dr.  McFadden  called  for  the  report  of  the  Nominating 
Committee,  and  the  following  slate  of  officers  was 
presented  by  Dr.  Robert  Shapiro,  Chairman: 
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President-Elect . . . Carlyle  E.  Wilson,  Jr.,  M.D.,  Omaha 

Board  of  Directors,  At-Large F.  F.  Faustian,  M.D., 

Omaha 

Delegate  to  AMA John  I).  Coe,  M.D.,  Omaha 

Alternate  Delegate  to  AMA  ....  Blaine  Y.  Roffman,  M.D., 

Omaha 

Speaker,  House  of  Delegates Harry  \V.  McFadden, 

Jr.,  M.D.,  Omaha 

Vice  Speaker,  House  of  Delegates Alvin  A. 

Armstrong,  M.D.,  Scottsbluff 

Councilors: 

9th  District ....  Warren  G.  Bosley,  M.D.,  Grand  Island 
10th  District ....  Richard  Cottingham,  M.D.,  McCook 
11th  District ...  R.  E.  Donaldson.  M.D.,  North  Platte 
12th  District R.  G.  Heasty,  M.D.,  Scottsbluff 


Delegate  to  N(  . Central 

Medical  Conference Dwaine  J.  Peetz,  M.D.,  Neligh 

There  were  no  nominations  from  the  floor,  and  the  slate 
of  officers  presented  by  the  Nominating  Committee  were 
approved  unanimously. 

Dr.  Wm.  Doering,  Buffalo  County  Medical  Society, 
issued  an  invitation  to  the  House  of  Delegates  to  hold 
their  meeting  in  Kearney  sometime  in  the  future. 

Dr.  Cornelius  reported  to  the  House  on  the  current 
status  of  PSRO.  He  also  informed  the  House  of  the  new 
utilization  review  regulations  for  Medicare  and  Medicaid. 
The  Chair  asked  that  the  membership  be  kept  informed  of 
these  new  regulations  as  they  become  available. 

There  being  no  further  business,  the  House  was 
adjourned. 


A Comparison  of  the  Respiratory  Effects 
of  Meptazinol,  Pentazocine,  and  Mor- 
phine — C.  Jordan  et  al  (Clinical  Research 
Center,  Harrow,  Middlesex,  England)  Br  J 
Anaesth  51:497-502  (June)  1979. 

The  respiratory  effects  of  meptazinol  were 
compared  with  a placebo  and  with  equianal- 
gesic  doses  of  morphine  and  pentazocine  in  a 
double-blind  crossover  trial  in  seven  healthy 
volunteers.  No  significant  change  in  the 
ventilatory  response  to  rebreathing  carbon 
dioxide  was  observed  after  meptazinol,  100 
mg/70  kg,  or  placebo.  However,  both  mor- 
phine, 10  mg/70  kg,  and  pentazocine,  60 
mg/70  kg,  depressed  the  slope  of  the  ventila- 
tory response.  End-tidal  carbon  dioxide  ten- 
sion (PE’C02)  while  breathing  room  air 
increased  substantially  following  all  three 
drugs.  The  increase  in  PE’C02  after 
meptazinol  was  significantly  less  than  that 
following  morphine.  While  breathing  room  air 
with  a resistive  inspiratory  load  of  8 kPa  literal 
PE’C02  again  increased  significantly  following 
all  three  drugs. 


Colorectal  Cancer  — M.  L.  Bassett  et  al 
(Royal  Brisbane  Hosp,  Herston,  Qld, 
Australia)  Med  J Aust  1:589-592  (June  30) 
1979 

Clinical  presentation,  risk  factors,  investiga- 
tions, pathology,  and  treatment  were  examined 
in  a retrospective  review  of  230  patients  with 
colorectal  cancer.  Many  patients  presented 
with  symptoms  not  usually  associated  with 
colorectal  cancer,  such  as  pain  in  the  upper 
part  of  the  abdomen,  and  rectal  bleeding 
separate  from  the  stool.  Iron  deficiency  anemia 


was  an  uncommon  presentation.  Over  all,  one 
third  of  patients  had  at  least  one  risk  factor  for 
colorectal  cancer.  Risk  factors  such  as  adeno- 
matous polyps  and  family  history  of  colorectal 
cancer  were  more  common  than  inflammatory 
bowel  disease  and  polyposis  coli.  Although  a 
delay  in  diagnosis  was  recorded  in  one  fourth 
of  patients,  the  finding  of  a negative  correla- 
tion between  duration  of  symptoms  and  extent 
of  spread  suggests  that  the  length  of  the 
symptomatic  illness  is  not  an  important  factor 
in  prognosis.  Contrary  to  surgical  and  medical 
teaching,  only  43%  of  cancers  were  in  the 
rectum  and  rectosigmoid  area  and,  hence, 
within  reach  of  the  standard  sigmoidoscope. 
Surgical  resection  was  performed  in  76%  of 
patients.  Forty-three  percent  of  patients  who 
underwent  surgery  had  at  least  one  post- 
operative complication  resulting  in  a longer 
stay  in  the  hospital. 

Mammography  — J Nettlefold  et  al  (yueen 

Elizabeth  Hosp,  Adelaide,  SA,  Australia) 

Med  J Aust  1:544-546  (June  16)  1979 

A retrospective  analysis  of  155  mammo- 
grams indicated  the  value  of  this  procedure 
even  with  simple  and  inexpensive  equipment. 
In  women  with  a discrete  mass  requiring 
biopsy,  mammography  combined  with  clinical 
findings  predicted  with  100%  confidence  over 
half  the  cancers  diagnosed.  When  both  x-ray 
films  and  clinical  findings  suggested  a benign 
lump,  only  one  in  name  was  a carcinoma.  In  the 
one  third  of  patients  in  whom  signs  and  x-ray 
findings  were  in  conflict  or  equivocal,  the 
malignancy  rate  was  about  one  in  three.  In 
women  with  breast  signs  or  symptoms  but 
without  discrete  mass  and  with  a “benign” 
mammography  report,  no  cancer  was  found 
in  follow-up  for  from  12  months  to  seven  years. 
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Is  it  possible  that  the 
Dairy  Council  Catalog  got 
lost  in  the  stack  of  mail 
delivered  to  your  office? 

Contact  us  for  sound 
nutritional  advice  for  your 
patient  hand-outs.  The 
first  $1 0.00  worth  is  compliments  of 
Dairy  Council. 


1 

. 

— The  Nutrition  Education  People  — 

DAIRY  COUNCIL  OF  CENTRAL  STATES,  INC. 
6901  Dodge  Street,  Suite  104 
Omaha,  NE  68132 
402-558-581 1 


Cimetidine  in  the  Treatment  of  Reflux 

Oesophagitis  — P.  Brown  (Middlemore 

Hosp,  Auckland,  New  Zealand)  Med  J 

Aust  2:96-97  (July  28)  1979. 

Twenty-two  adult  patients  with  active 
endoscopically  proven  reflux  esophagitis 
entered  a double-blind  trial  of  treatment  with 
either  cimetidine  (1  g/day)  or  placebo.  A 
second  endoscopy  was  carried  out  eight  weeks 
after  the  beginning  of  treatment  on  19 
patients.  The  mucosa  appeared  macroscopic- 
ally  normal  at  eight  weeks  in  81.8%  of  the 
cimetidine-treated  patients,  while  90%  of 
patients  were  described  histologically  as 
having  a normal  or  unremarkable  mucosa.  The 
results  in  placebo-treated  patients  were  55.6% 
and  44.4%,  respectively.  The  cimetidine- 
treated  patients  consumed  significantly  less 
antacids  than  the  placebo-treated  patients, 
and  the  overall  assessment  of  their  well-being 
was  significantly  better  (90.9%  patient  satis- 
faction with  treatment  in  the  cimetidine  group 
compared  with  18.2%  in  the  placebo  group). 
Two  patients  in  the  placebo  group  did  not 
complete  the  trial  owing  to  continuing  severity 


of  their  symptoms,  while  none  in  the  cimeti- 
dine group  felt  that  their  condition  had 
remained  static  or  was  worse. 

Acute  Renal  Failure  After  Total  Hip 
Replacement  — M.  L.  Gelman  et  al  (St 
Elizabeth’s  Hosp,  Brighton,  MA  02135) 
J Bone  Joint  Surg  61-A:657-660  (July) 
1979. 

Eight  of  41  patients  undergoing  total  hip 
replacement  experienced  acute  but  not  fatal 
renal  failure  postoperatively.  All  41  patients 
received  transfusions  of  frozen  blood  and 
albumin  and  their  wounds  were  irrigated  with  a 
bacitracin-neomycin-polymyxin  solution.  All 
subsequently  had  some  relative  hypotension. 
Of  a second,  prospective  group  of  55  patients 
who  received  the  transfusion  of  albumin  but 
not  frozen  blood  or  the  bacitracin-neomycin- 
polymyxin  irrigant,  none  had  renal  failure.  The 
incidence  of  hypotension  in  this  group  was 
comparable  to  that  in  the  first  group,  yet  no 
cases  of  renal  failure  were  seen.  The  combina- 
tion of  frozen  blood  and  potentially  nephro- 
toxic drugs  should  be  avoided  in  patients 
undergoing  total  hip  replacement. 
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CHECK  YOUR  WAITING  ROOM. 


DO  THE  BRIEFCASES  OUTNUMBER  THE 
MEDICAL  CASES? 


You’re  familiar  with  them  by  now  — attor- 
neys, accountants  and  salesmen  — all  in- 
terested in  your  time  and  money. 

They  represent  modern  business.  And,  if 
you’re  like  many  physicians,  you’re  probably 
spending  a greater  percentage  of  your  time 
each  year  as  a businessman  ...  at  the  ex- 
pense of  your  practice. 

We  provide  well  staffed,  modern  facilities, 
an  excellent  program  of  compensation,  and 
opportunities  for  professional  growth  and 
specialization. 

Equally  important,  we  provide  an  environ- 
ment in  which  you  may  practice  medicine. 
And  that’s  what  your  life  is  about. 

We  would  like  to  tell  you  more  about  Air 
Force  Health  Care. 


A great  way  of  life. 


Contact  (call  collect)  — TSgt  Hank  Henry 
116  South  42nd  St.,  Omaha,  NE,  402-221-4319 

AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST 


('OrNC'ILOR  UlSTKICTS 
.\.Nt)  COI  NTIES 


NEBRASKA  MEDICAL  ASSOCIATION 


First  Di.sIricI:  Councilor:  Stanley  M 

Truhlsen.  Omaha.  Counties:  Douglas. 
Sariry. 

Second  District:  Councilor:  Louis  .1. 

Ciogela.  Lincoln.  Counties:  Cass.  Lan- 
caster. Otoe. 

Third  District:  Councilor:  Myron  FL 

Samuelson.  Wymore.  Counties:  Gage. 
Johnson.  Nemaha.  Pawnee.  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson.  Verdigre.  Counties:  .Antelope. 
Cedar.  Cuming.  Dakota.  Dixon.  Knox. 
Madison.  Pierce.  Stanton.  Thurston. 
Wayne. 

Fifth  District:  Councilor:  Warren  R 
■Miller.  Columbus.  Counties:  Boone. 
Burt.  Colfax.  Dodge.  .Merrick.  Nance. 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch.  Seward.  Counties:  Butler. 

Hamilton.  Polk.  Saunders.  Seward. 
York. 

Seventh  District:  Councilor:  Clarence 
Zimmer.  Friend.  Counties.  Clay.  Fill- 
more. Jefferson.  Nuckolls.  Saline. 
Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace.  Gordon.  Counties:  Boyd. 

Brown.  Cherry.  Holt.  Keyapaha.  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Boslev.  Grand  Island.  Counties:  Blaine. 
Buffalo.  Custer.  Dawson.  Garfield. 
Grant.  Greeley.  Hall.  Hooker.  Howard. 
Loup.  Sherman.  Thomas.  Valley. 
Wheeler. 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham.  McCook.  Counties:  Adams. 
Chase.  Dundy.  Franklin.  Frontier. 
Furnas.  Gosper.  Harlan.  Hayes.  Hitch- 
cock. Kearney.  Phelps.  Red  Willow. 
Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson.  North  Platte.  Counties: 
Arthur.  Deuel.  Garden.  Keith.  Lincoln. 
Logan.  McPherson.  Perkins. 

Twelfth  District:  Councilor:  R.  G Heasty. 
Scottsbluff.  Counties:  Banner.  Box 
Butte.  Cheyenne.  Dawes.  Kimball. 
Morrill.  Scotts  Bluff.  Sioux. 


Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COINTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

•Antelope- Pierce 

Boone  

Box  Butte 

Buffalo 

Butler 

C ass 

Cheyenne- Kimball-Deuel 

C uming 

Custer 

Dawson 

Dodge  

•Five 

Four 

Gage 

Hail 

Hamilton 

Holt  & NAV 


George  .J.  Lytton.  Hastings George  L.  Osborne.  Hastings 

Robert  Kopp,  Plainview \ . David  F.  Johnson.  Jr.,  Osmond 

Garv’  Smith.  Newman  (irove Charles  L.  Sweet.  Albion 

John  Floyd.  Scottsbluff Bruce  D.  Korney.  Alliance 

David  C.  Babbitt.  Kearney Robert  N.  Baker.  Kearney 

Lawrence  Rudolph.  David  City V'ictor  Thoendel.  David  City 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Chris  I'.  Bitner.  Sidney 

Robert  H.  Scherer.  West  Point  ....  Thomas  R.  Tibbels,  West  Point 
Loren  H.  Jacobsen,  Broken  Bow . . . N.  Leon  Books.  Broken  Bow 

Craig  Bartruff.  Gothenburg J.  H Worthman.  Cozad 

J.  NIichael  Adams,  Fremont William  B.  Eaton.  Fremont 

Henry  J.  Billerbeck.  Randolph Robert  . B.  Benthack.  Wayne 


Patrick  C.  Gillespie.  Beatrice Klemens  E.  Gustafson.  Beatrice 

A.  E.  Van  Wie.  Grand  Island Gordon  D,  Francis,  Grand  Island 

John  C.  Wilcox.  Aurora Kenneth  R.  Treptow,  Aurora 


Jefferson 

•Knox 

Lancaster 

Lincoln 

•Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest  Nebraska . . . . 

Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central  Nebraska 
Southeast  Nebraska  . . . . 
Southwest  Nebraska. . . . 

Washington-Burt 

York 

•(Northeast 


G.  O.  Johnson.  Fairbury R.  A.  Blatny,  Fairbury 

Douglas  M.  Laflan,  Creighton Delwyn  J.  Nagengast.  Bloomfield 


Samuel  H.  Perry.  North  Platte Ronald  L.  Asher,  North  Platte 

Harold  Dahlheim.  Norfolk G.  Tom  Surber,  Norfolk 

Frank  D.  Donahue,  Omaha John  F.  Fitzgibbons,  Omaha 

Otto  J.  Wullschleger,  Norfolk 

Robert  Rasmussen.  Chadron Robert  Hanlon,  Chadron 

Paul  R.  Madison,  Nebraska  City 

Bryce  G.  Shopp,  Imperial Paul  F.  Bottom.  Grant 

Warren  R.  Miller,  Columbus Ronald  W.  Klutman,  Columbus 

Walter  Gardner.  Crete Walter  Gardner,  Crete 

J.  Paul  Glabasnia,  Papillion Michael  J.  Moran,  Papillion 

John  E.  Hansen.  Jr.,  Wahoo Robert  E.  Morris.  Wahoo 

James  J.  Simpson.  Mitchell Wendell  Ropp.  Scottsbluff 

Paul  Plessman,  Seward Van  Vahle.  Seward 

Richard  E.  Penry,  Hebron C.  F.  Ashby.  Geneva 

Paul  Scott,  Auburn Gary  Ensz,  Auburn 

Elizabeth  D.  Edwards,  McCook  ....  David  A.  Allerheiligen.  McCook 

Kenneth  C.  Bagby,  Blair Clifford  M.  Hadley.  Lyons 

James  D.  Bell.  York Ben  N.  Greenberg.  York 

Otto  J-  Wullschleger.  Norfolk) 
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Physicians'  Classified  — ■ 


WANTED:  Family  Practice  physician.  Board 
certified,  OB  experienced,  to  join  prepaid  group  of 
seven  FP’s.  Salary  mid-50’s  with  excellent  fringes. 
Send  curriculum  vitae  to:  J.  L.  Lucas,  M.D.,  Medical 
Director,  17th  & “N”  Street,  Lincoln,  Nebraska 
68508  Telephone:  (402)  475-7000. 


EMERGENCY  ROOM  PHYSICIAN:  Director- 
ship and/or  emergency  department  position  avail- 
able May  1,  in  Scottsbluff.  New  ED  and  ICU 
facilities.  Total  compensation  $55-75K  including 
pension-profit  sharing,  health  and  life,  malpractice, 
CME,  relocation.  Send  CV  to  John  Stevens,  M.D., 
P.O.  Box  8013,  Fresno,  CA  93747. 


EMERGENCY  MEDICINE  OPPORTUNITY 
AVAILABLE:  Opportunity  to  join  two  other 
physicians  in  providing  emergency  care  in  this 
attractive  community  located  in  the  central  portion 
of  the  state.  Excellent  income  while  enjoying  the 
freedoms  of  flexible  scheduling  and  no  on-call 
responsibilities.  Professional  liability  insurance 
provided.  For  details,  send  credentials  in  con- 
fidence to  Mr.  William  Salmo,  Chase  Stone  Center, 
Holly  Sugar  Building,  Suite  440,  Colorado  Springs, 
Colorado  80903,  or  call  collect,  (303)  471-4981. 


Treatment  of  Cold  Urticaria  — A.  S.  Highet 
and  D.  M.  Titterington  (Univ  Dept  of 
Dermatology,  Western  Infirmary,  Glasgow, 
Scotland)  Br  J Dermatol  101:51-55  (July) 
1979 

In  a patient  with  severe  essential  acquired 
cold  urticaria,  the  following  drug  regimens 
were  assessed:  diphenhydramine,  cyprohep- 


tadine, hydroxyzine,  terbutaline,  cimetidine, 
hydroxyzine  plus  cimetidine,  and  hydroxyzine 
plus  terbutaline.  Each  regimen  showed 
favorable  results,  but  a statistical  significance 
level  of  P=.01  was  reached  only  for  hydroxy- 
zine plus  cimetidine  in  the  suppression  of 
erythema,  and  the  histamine  Hj  antagonists 
in  the  suppression  of  wealing. 


Effect  of  Termination  of  Pregnancy  on 
Maturity  of  Subsequent  Pregnancy  — G. 
J.  Ratten  and  N.  A.  Beischer  (Dept  of 
Obstetrics  and  Gynecology,  Univ  of  Mel- 
bourne, Vic,  Australia)  Med  J Aust  1:479- 
480  (June  2)  1979 

This  study  tested  the  speculation  that 
cervical  dilatation  for  the  voluntary  inter- 
ruption of  pregnancy,  especially  in  the  young 
primigravid,  may  sufficiently  disrupt  the  cervix 
to  cause  incompetence  in  a later  pregnancy. 
Therapeutic  termination  of  pregnancy  per- 
formed during  the  first  trimester  was  as- 
sociated with  a statistically  significant  increase 
in  the  incidence  of  second  trimester  abortion 
and  of  premature  labor  in  the  next  pregnancy. 
In  520  patients  who  had  previously  been 
aborted,  8.1%  suffered  a mid-trimester 
abortion  in  the  next  pregnancy  and  8.6%  had 
premature  onset  of  labor  (compared  with  2.4% 
and  4.4%,  respectively,  in  a control  series). 
The  incidence  of  incompetence  of  the  cervix 
after  termination  of  pregnancy  was  4.4%. 
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Before  prescribing,  please 
consult  complete  product  in- 
formation, a summary  of  which 
foliows: 

Indications:  Tension  and  anxiety  associated 
,vith  anxiety  disorders,  transient  situational  distur- 
bances and  functional  or  organic  disorders,  psychoneu- 
rotic  states  manilested  by  tension,  anxiety,  apprehension. 

'atigue.  depressive  symptoms  or  agitation,  symptomatic  reliel 
I acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due 
0 acute  alcohol  withdrawal,  adjunctively  in  skeletal  muscle  spasm 
|due  to  reflex  spasm  to  local  pathology,  spasticity  caused  by  upper 
otor  neuron  disorders,  athetosis,  stiff-man  syndrome,  convulsive 
isorders  (not  lor  sole  therapy) 

(J'^he  effectiveness  of  Valium  (diazepam  Roche)  in  long-term  use,  that  is, 

Tiore  than  4 months,  has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reassess  the  usefulness  of  the 
rug  for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug  Children  under  6 
months  of  age  Acute  narrow  angle  glaucoma,  may  be  used  in  patients 
lAiith  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Mornings:  Not  of  value  ih  psychotic  patients  Caution  against  hazardous 
[Dccupations  requiring  complete  mental  alertness  When  used  ad|unctively 
n convulsive  disorders,  possibility  of  increase  in  frequency  and/or  severity 
[3f  grand  mal  seizures  may  require  increased  dosage  of  standard  anticon- 
ulsant  medication,  abrupt  withdrawal  may  be  associated  with  temporary 
ncrease  in  frequency  and 'or  severity  of  seizures  Advise  against  simul- 
aneous  ingestion  of  alcohol  and  other  CNS  depressants  Withdrawal 
[symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
ibserved  with  abrupt  discontinuation,  usually  limited  to  extended  use  and 
[excessive  doses.  Infrequently,  milder  withdrawal  symptoms  have  been 
eported  following  abrupt  discontinuation  of  benzodiazepines  after  continu- 
jjus  use.  generally  at  higher  therapeutic  levels,  for  at  least  several  months 
[•Mter  extended  therapy,  gradually  taper  dosage  Keep  addiction-prone 
ndividuals  under  careful  surveillance  because  of  their  predisposition  to 

I ;iabituation  and  dependence 

I I Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  stud- 
ies. Consider  possibility  of  pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

’recautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  con- 
ider  carefully  pharmacology  of  agents  employed:  drugs  such  as  phenothi- 
_ izines.  narcotics,  barbiturates,  MAO  inhibitors  and  other  antidepressants 
i^ay  potentiate  its  action  Usual  precautions  indicated  in  patients  severely 
"[lepressed,  or  with  latent  depression,  or  with  suicidal  tendencies  Observe 
( lisual  precautions  in  Impaired  renal  or  hepatic  function  Limit  dosage  to 
♦ I mallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or 
> iversedation 

>ide  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in 
bldo,  nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
onstipatlon,  headache,  incontinence  changes  In  salivation,  slurred  speech, 
'emor,  vertigo,  urinary  retention,  blurred  vision.  Paradoxical  reactions  such 

Bjis  acute  hyperexcited  states,  anxiety,  hallucinations,  increased  muscle  spas- 
icity.  Insomnia,  rage,  sleep  disturbances,  stimulation  have  been  reported. 
|hould  these  occur,  discontinue  drug.  Isolated  reports  of  neutropenia, 
jaundice:  periodic  blood  counts  and  liver  function  tests  advisable  during 
hng-term  therapy 


Only  Valium’  (diazepam /Roche) 

is  indicated  in  anxiety 
and  tension  states 
and  as  an 
junct  in  the 

relief  of  skeletal 
muscle  spasm 


General  guidelines 
for  the  prescribing 
and  appropriate  use  of 
minor  tranquilizers 

' Individualize  dosage  for  maximal  beneficial  effect. 

• Prescribe  the  specific  quantity  needed  until  the  next 
checkup  period,  schedule  frequent,  periodic  reexam- 
inations to  monitor  results  of  therapy. 

• Establish  treatment  goals  and  gradually  discontinue 
medication  when  these  have  been  met. 

• Avoid  prescribing  for  individuals  who  appear 
dependency-prone  or  whose  histories  indicate  the 
potential  for  misuse  of  psychoactive  substances, 
including  alcohol. 

• Caution  patients  against  engaging  in  hazardous 
occupations  requiring  complete  mental  alertness  such 
as  operating  machinery  or  driving. 

• Advise  patients  against  the  ingestion  of  alcoholic 
beverages  while  undergoing  therapy  with  minor 
tranquilizers. 

• Counsel  patients  to  follow  label  directions,  keep 
medication  out  of  children's  reach,  and  dispose  of 
unused  or  old  medication. 

• Caution  patients  against  giving  medication  to  others. 

• Avoid  abrupt  cessation  of  extended  therapy  by 
tapering  dosage  before  discontinuing  medication. 


I fosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Tension. 

' nxiety  and  psychoneurotic  states.  2 to  10  mg  b i d.  to  q i d : alcoholism. 

' lO  mg  t.i.d.  or  q i.d.  in  first  24  hours,  then  5 mg  1 1 d or  q.i  d.  as  needed: 

_djunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i  d or  q i d , adjunctively 
ji  convulsive  disorders,  2 to  10  mg  b i d to  q.i  d Geriatric  or  debilitated 
‘ atients  2 to  2'/2  mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
olerated.  (See  Precautions.)  Children:  1 to  2'/2  mg  1 1 d or  q i d initially, 
icreasing  as  needed  and  tolerated  (not  for  use  under  6 months), 

'Upplied:  \^lium®  Tablets,  2 mg,  5 mg  and  10  mg — bottles  of  100  and  500:  

el-E-Dose*  packages  of  100,  available  in  trays  of  4 reverse-numbered  / \ Roche  Laboratories 

oxes  of  25,  and  in  boxes  containing  10  strips  of  10:  Prescription  Paks  of  50,  \ ROCHE  > Division  of  Hoffmann-La  Roche  Inc 

Ivailable  in  trays  of  10.  \__V®  Nutley,  New  Jersey  07110 
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I Only  \^llUnT(dozepam/Ftoche) 

has  these  tuuo  distinct  effects 


fintianxiety 


diazepam/Rochie 


Indicated  in  anxiety  and  tensbn 
states  and  as  an  ac^unct  in  the  ^ 
relief  of  skeletal  muscle  spasm 


Please  see  summory  of 
product  information  / 
on  precedir>g  page  < ROCHE 
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Aspects  of  management 


Monitoring  patient 

response  tO^^llUin  (diazepam/Roche) 


Assessing  initial  response  to  therapy 


During  the  first  follow-up  visit  after  initiating 
therapy,  both  physician  and  patient  should  de- 
termine if  Valium  (diazepam/Roche)  is  having 
the  desired  effect.  Most  patients  will  prompt 
ly  report  a feeling  of  relaxation  and  relief  of 
anxiety-linked  symptoms  such  as  insom- 
nia, headaches,  palpitations  and 
hyperventilation. You  will  probably 
/ observe  that  the  patient  is  calmer 
/ and  more  relaxed.  If,  however, 
patient  response  does  not  meas- 
ure up  to  expectations,  a reeval- 
uation of  the  patient’s  profile 
with  modification  of  the  dosage 
regimen  should  be  considered. 


Making  dosage  adjustments 


With  any  psychoactive  medication  it  is 
good  medical  practice  to  initiate  therapy  at 
base  dosage  levels  and  titrate  to  the  patient's 
needs.  With  Valium,  experience  has  shown 
that  5 mg  t.i.d.  is  usually  sufficient  although 
some  patients  with  severe  or  persistent  anxiety 
may  require  higher  dosages  initially.  In  geriat- 
ric or  debilitated  patients,  the  recommended 
dosage  is  2 to  2'/2  mg  once  or  twice  daily. 
When  anxiety  fluctuates,  as  is  common  with  most  patients,  the  dosage  may 
be  adjusted  as  needed  during  the  course  of  therapy;  three  strengths  in  scored 
tablets  give  you  unmatched  flexibility  and  simplicity  in  individualizing  dosage. 


ADJUST 


START 


to  ^10^ 

2x  to  4x 
daily 


Evaluating  progress 
toward  therapeutic  goals 

At  the  beginning  of 
therapy  it  is  now 
common  practice  for 
both  physician  and 
patient  to  establish 
treatment  goals  and  to 
estimate  the  amount  of 
time  needed  to  achieve 
them.  Then  the  patient 
knows  what  to  expect 
and  when  to  expect  it. 
Some  physicians  find  that  compiling  a checklist  of  present- 
ing symptoms  and  complaints  is  useful  for  assessing  the 
patient’s  response  from  visit  to  visit.  In  this  way,  progress 
toward  attainment  of  the  therapeutic  goal  is  reviewed  at  reg- 
ular intervals.  As  patients  feel  their  symptoms  abate  and 
begin  to  develop  insight  into  the  sources  of  their  anxiety  and 
psychic  tension,  the  checklist  can  be  expected  to  dwindle. 


Discontinuing  pharmacologic 

intervention  When  you  decide  to  discontinue 

therapy,  tapering  dosage 
is  good  medical  practice 
Although  rarely  nec- 
essary after  short-term 
treatment  with  Valium, 
gradual  dosage  reductioi 
is  advisable  for  patients 
who  have  been  on  ex- 
tended therapy.  This  grac 
ual  discontinuance 
should  preclude  either 
recurrence  of  pretreatment  symptoms  or  development  of  un- 
toward side  effects.  Symptoms  of  withdrawal  have  almost  al- 
ways been  associated  with  abrupt  discontinuance  of  therapy  a 
higher  dosages  taken  continuously  over  long  periods  of  lime. 

"W  "Y  ^ 2-mg,  5-tyjg,  lO-mg  scored  tablets 

V^liunr® 

diazepam/Roche 


See  the  following  page  for  a summary 
of  product  information. 


An  Important  Adjunct  to\bur Treatment 
Program  for  Excessive  Anxiety 
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V^ium'  (diazepam/Roche) 

Before  preecrlblng,  pleese  consult  complete 

f product  Inlormetlon,  e lummery  of  which 
ollowt: 

Indicetlone:  Tension  and  anxiety  associated 
with  anxiety  disorders,  transient  situational  dis- 
turbances and  functional  or  organic  disorders, 
psychoneurotic  slates  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive 
symptoms  or  agitation,  symptomatic  relief  ol 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal, 
ad|unctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis. stitf-man  syndrome,  convutsive  disorders 
(not  lor  sole  therapy) 

The  eltectivenoss  ol  Valium  (diazepam  Roche) 
in  long-term  use,  that  is.  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  ol  the  drug  lor  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  ol  value  m psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  in  convulsive  disorders  possibility 
ol  increase  m frequency  and 'or  seventy  ol 
grand  mal  seizures  may  require  increased  dos- 
age ol  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and  or  seventy  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbi- 
turates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  re- 
ported following  abrupt  discontinuation  ol 
benzodiazepines  alter  continuous  use.  generally 
at  higher  therapeutic  levels,  lor  at  least  several 
months  Alter  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  ol  their  predisposi- 
tion to  habituation  and  dependence 
Usage  In  Pregnincy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  Instituting  therapy: 
advise  patients  to  discuss  therapy  if 
they  Intend  to  or  do  become  pregnant. 
Precautions;  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully 
pharmacology  ol  agents  employed  drugs  such 
as  phenothiazines.  narcotics,  barbiturates.  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action  Usual  precautions  indicated  m 
patients  severely  depressed  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  m elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  m salivation  slurred  speech,  tremor 
vertigo,  urinary  retention,  blurred  vision  Para- 
doxical reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  ol 
neutropenia,  jaundice,  periodic  blood  counts 
and  liver  function  tests  advisable  during  long- 
term therapy 

Dosage:  Individualize  lor  maximum  beneficial 
effect  Adults  Tension,  anxiety  and  psycho- 
neurotic  states.  2 to  10  mg  b 1 d to  q i d 
alcoholism,  10  mg  1 1 d or  q i d in  first  24  hours, 
then  5 mg  1 1 d or  q i d as  needed,  adjunctively 
in  skeletal  muscle  spasm,  2 to  10  mg  1 1 d or 
q I d , adjunctively  m convulsive  disorders.  2 to 
10  mg  b I d 1o  q i d Geriatric  or  debilitated 
patients  2 to  2'ri  mg.  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (See  Pre- 
cautions ) Children  1 to  21^  mg  1 1 d or  q i d 
initially,  increasing  as  needed  and  tolerated 
(not  for  use  under  6 months) 

Supplied:  Valium*  Tablets.  2 mg,  5 mg  and 
10  mg— bottles  of  100  and  500.  Tel-E-Dose* 
packages  of  100.  available  in  trays  of  4 reverse- 
numbered  boxes  of  25.  and  in  boxes  containing 
10  strips  of  10,  Prescription  Paks  of  50.  available 
in  trays  ol  10 


Roche  Laboratories 

Division  of  Holfmann-La  Roche  Inc, 

Nutley,  New  Jersey  07110 


Cimetidine  in  the  Treatment  of  Acute 
Alcoholic  Pancreatitis  — H.  Meshkinpour 
et  al  (Univ  of  California,  Irvine  Medical 
Center,  Orange,  CA  92668)  Gastroenter- 
ology 77:687-690  (Oct)  1979. 

In  a double-blind  study  27  patients  with 
acute  episodes  of  alcoholic  pancreatitis  of  mild 
to  moderate  severity  were  randomized  into  two 
groups,  receiving  either  cimetidine,  300  mg 
four  times  daily,  or  a placebo.  Both  groups 
were  given  intravenous  fluids  and  meperidine 
hydrochloride  (Demerol)  as  needed.  Cimeti- 
dine was  not  superior  to  a placebo  in  the 
management  of  mild  to  moderately  severe 
acute  alcoholic  pancreatitis,  serum  amylase 
activity  in  patients  with  acute  alcoholic  pan- 
creatitis given  cimetidine  tended  to  be  greater, 
and  hyperamylasemia  was  of  somewhat  longer 
duration  than  in  those  treated  with  a placebo. 

ADVICE  TO  AUTHORS 

The  Editor  of  this  .Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  x 1 1 in.  (22  x 28  cm)|  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author's  name,  degree,  and  credits  on  the  title  page  Number  alt 
pages  in  the  right  upper  comer,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  comer  of  the  index  page. 

Photographs  should  be  bla^ck  and  white,  glossy,  and  at  least  .5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  'Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Do  not  hyphenate  a word  at  the  end  of  a line. 

News  items  must  be  received  by  the  first  of  the  month  to  be  included 
in  the  next  month’s  issue. 

Always  send  a covering  letter  or  letter  of  transmittal  with  a 
manuscript,  and  refer  to  your  manuscript  by  its  title  in  this  letter  and  in 
all  correspondence. 

Letters-to-the-Editor.  for  which  galley  proofs  are  not  sent,  should  be 
double-spaced,  and  accompanied  by  the  notation:  For  Publication. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everything 

Manuscripts  are  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  the  galley  proofs  are  received  from  the 
authors.  Please  do  not  ask  when  your  article  will  be  printed,  and  do  not 
request  earlier  publication  than  is  warranted;  it  is  not  fair  to  other 
authors,  whose  articles  would  then  be  held  up.  and  it  upsets  the  Editor. 
We  try  to  publish  manuscripts  quickly,  with  as  little  waiting  as  possible. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing 
Co.,  Inc.,  P.O.  Box  278,  Norfolk.  Nebraska  68701. 
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HOW  MUCH  OF  YOUR  TIME 
CAN  YOU  CALL  YOUR  OWN? 


Modern  medical  practice  has  become  a com 
plex  and  time  consuming  operation  Too  often  the 
physician  sacrifices  leisure  time  and  family  respon- 
sibilities to  his  professional  duties 

If  you're  earning  more  but  en)oying  it  less,  if 
you've  considered  an  alternative  to  the  rigors  of 
your  practice.  Air  Force  medicine  may  be  the 
answer 

Our  health  care  system  is  among  the  finest  in 
the  world  Our  physicians  serve  in  modern,  well 
equipped  hospitals  and  clinics  with  competent  and 
well  trained  staffs  Air  Force  personnel  handle 
paperwork  and  administrative  tasks,  allowing  max 
imum  time  for  patient  care  by  each  physician 

To  attract  quality  physicians,  the  Air  Force  has 
assembled  an  excellent  package  of  compensation 
and  entitlements  These  include  .30  days  of  paid 
vacation  each  year,  an  opportunity  to  seek  speciali 
/ation  at  Air  Force  expense,  and  full  medical  and 
dental  care  without  loss  of  pay  during  treatment 
We  would  like  to  provide  more  information 
about  Air  Force  medicine 


Contact  (call  collect):  Capt.  Archie  Summerlin 
116  South  42nd  Street,  Omaha,  Ne 
(402)  221-4319 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST 
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ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Dir. 

1740  West  92nd  St.,  Kansas  City,  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave..  Evanston,  Illinois  60204 
American  Academy  of  Physician  Assistants 
Donald  W.  Fisher,  Ph.D.,  Executive  Director 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  Virginia  22202 
American  College  of  Emergency  Physicians 
Mr.  Arthur  E.  Auer,  Executive  Director, 

3900  Capitol  City  Blvd.,  Lansing.  Michigan  48906 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
875  North  Michigan  Ave.,  Suite  3342 
Chicago,  Illinois  60611 

American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700 
Chicago,  Illinois  60601 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

Wilham  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

John  L.  Dugan,  Jr.,  Exec.  Vice  President 
600  Fifth  Avenue,  New  York,  New  York  10020 
American  Heart  Association  National  Center 
Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  Texas  75231 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
Meryl  H.  Gaber,  M.D.,  Exec.  Vice-Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

2550  "M"  Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
Arthritis  Foundation 

Mr.  Clifford  M.  Clarke,  President 
3400  Peachtree  Rd,,  NE,  Ste.  1101,  Atlanta,  Ga.  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President-Elect 
9 Laurel,  Wichita,  Kansas  67206 
National  Multiple  Sclerosis  Society 
Miss  SyK'ia  Lawrv,  Exec.  Dir. 

205  East  12nd  St..  New  York.  N 'T.  10017 
National  Rehabilitation  As.sociation 
1522  "K"  St.,  N.W.,  Suite  1120, 

Washington,  D.C.  20005 
Radiological  Society  of  North  America 
Hillier  L.  Baker,  Jr.,  M.D. 

Oak  Brook  Regency  Towers,  1415  \\'.  22nd  St. 

Ste.  1150,  Oak  Brook,  Illinois  60521 
Southwestern  Surgical  Congress 
James  H.  Rickman,  M.D. 

630  North  Cotner,  Suite  102,  Lincoln,  Nebraska  68505 
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Since  1925 
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Supply  House 
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Professional  Protection  Exclusively  since  1899 
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AND  IT  STILL  IS 


The  professional  source  of 
modem  anorectal  comfort 


ANUSOL-HC'  SUPPOSITORIES 

HemofThoidal  Suppositories 

ANUSOL-HC"  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocor- 
tisone acetate,  10  0 mg;  bismuth  subgallate,  2 25%;  bismuth 
resorcin  compound,  1.75%;  benzyl  benzoate,  1.2%;  Peruvian 
balsam,  1.8%;  zinc  oxide,  110%;  also  contains  the  foibwing 
inactive  ingredients:  dibasic  calcium  phosphate,  and  certified 
cobring  in  a hydrogenated  vegetable  oil  base 
Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone 
acetate,  5.0  mg,  bismuth  subgallate,  22  5 mg,  bismuth 
resoran  compound,  17  5 mg,  benzyl  benzoate,  12  0 mg, 
Peruvian  balsam,  18  0 mg;  zinc  oxide,  110.0  mg,  also  contains 
the  following  inactive  ingredients:  propylene  glycol,  propyl- 
paraben, methylparaben,  polysorbate  60  and  sorbitan 
monostearate  in  a water-miscible  base  of  mineral  oil,  glyceryl 
stearate  and  water 

Indications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis, 
papillits,  cryptitis,  anal  fissures,  incomplete  fistulas  and  relief  of 
local  pain  and  discomfort  foibwing  anorectal  surgery 
Anusol-HC  Cream  is  also  indicated  for  pruritus  ani. 


Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  jjatients  can  be 
maintained  on  regular  Anusol*  Suppositories  or  Ointment. 
Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC 
Oeam  are  contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations 
Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established  Therefore,  during  pregnancy, 
they  should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time 
Precautions:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

If  irntation  develops,  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  and  appropriate 
therapy  instituted 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted.  If  a 
favorable  response  does  not  occur  promptly,  the  cortico- 
steroid should  be  discontinued  until  the  infection  has  been 
adequately  controlled. 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 

Anusol-HC  IS  not  for  ophthalmic  use 
Dosage  and  Administration:  Anusol-HC  Suppositories  — 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the 
anus  Insert  one  suppository  in  the  morning  and  one  at 


bedtime  for  3 to  6 days  or  until  inflammation  subsides  Then 
maintain  patient  comfort  with  regular  Anusol  Suppositories 
Anusol-HC  Cream  — Adults:  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the 
exterior  surface  and  gently  rub  in  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying  gentle 
continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 
to  6 days  until  inflammation  subsides  Then  maintain  patient 
comfort  with  regular  Anusol  Ointment 
NOTE:  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand,  or  machine 
washing  with  household  detergent 
How  Supplied:  Anusol-HC  Suppositories—  boxes  of  12 
(N  0047-0089-12)  and  boxes  of  24  (N  0047-0089-24)  in 
silver  foil  strips  with  Anusol-HC  W/C  printed  in  black 
Anusol-HC  Cream  — one-ounce  tube  (N  0047-0090-01) 
with  plastic  applicator 
Store  between  59° -86°  F (15° -30“  C) 

Full  information  is  available  on  request 
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There’s  a Doctors  Building  in  your  Future! 


Bishop  Clarkson  Memorial  Hospital 

DOCTORS  BUILDING 


Features  Include: 

• direct  access  to  Clarkson  Hospital 

• plenty  of  covered  parking 

• enclosed  pedestrian  skyway 

• convenient  location 

• office  facilities  designed  to 
individual  specifications 


If  you  would  like  more  information 
on  this  unique  office  setting,  please 
write: 

Clarkson  Hospital  Doctors  Building 
c/o  Property  Management  Director 
4239  Farnam  Street,  Room  28 
Omaha,  NE  68131 


C()IM’I1.0K  DISTRICTS 
,\ND  COl'NTIES 

First  District:  Councilor:  Stanley  M 

Truhlsen.  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  Louis  I. 

Gogela,  Lincoln.  Counties:  Cass,  Lan- 
caster, Otoe, 

Third  District:  Councilor:  Myron  E. 
Samuel.son,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor.  James  G. 
Carl.son,  Verdigre.  Counties:  Antelope, 
Cedar,  Cuming,  Dakota,  Dixon,  Knox, 
\Iadison,  Pierce,  Stanton,  Thurston, 
VVa.vne. 

Fifth  District:  Councilor:  Warren  R. 
.Miller,  Columbus.  Counties:  Boone. 
Burt.  Colfax.  Dodge,  Merrick,  Nance. 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M 
Pitsch,  Seward.  Counties:  Butler, 

Hamilton.  Polk.  Saunders.  Seward. 
York. 

Seventh  District:  Councilor:  Clarence 

Zimmer.  Friend.  Counties.  Clay.  Fill- 
more. Jefferson,  Nuckolls,  Saline. 
Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace.  Gordon.  Counties:  Boyd. 

Brown.  Cherry.  Holt.  Keyapaha.  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Boslev,  Grand  Island.  Counties:  Blaine. 
Buffalo,  Custer,  Dawson,  Garfield. 
Grant,  Greeley.  Hall,  Hooker.  Howard. 
Loup,  Sherman.  Thomas.  Valley. 
Wheeler. 

Tenth  District:  Councilor:  Richard  A,  Cot- 
tmgham,  .McCook.  Counties:  Adams, 
Chase.  Dundy.  Franklin.  Frontier, 
Furnas.  Gosper.  Harlan.  Hayes.  Hitch- 
cock, Kearney.  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson.  North  Platte.  Counties: 
Arthur.  Deuel,  Garden,  Keith.  Lincoln, 
Logan.  McPher.son.  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty. 
Scottsbluff.  Counties:  Banner,  Box 

Butte.  Cheyenne.  Dawes.  Kimball, 
Morrill.  Scofts  Bluff.  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COCNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams George  J.  Lytton.  Hastings George  L.  Osborne,  Hastings 

*.Antelope-Pierce Robert  Kopp.  Plainview David  F.  John.son,  Jr.,  Osmond 

Boone Gary  .Smith,  Newman  Grove Charles  L.  Sweet,  Albion 

Box  Butte John  F'loyd.  Scottsbluff Bruce  D.  Forney.  Alliance 

Buffalo David  C.  Babbitt.  Kearney Robert  N.  Baker,  Kearney 

Butler Lawrence  Rudolph.  David  City V'ictor  Thoendel.  David  City 

Cass R.  J.  Dietz.  Plattsmouth Glen  D.  Knosp,  Elmwood 

Che.venne-Kimball-Deuel Chris  U.  Bitner.  Sidney 

Cuming Robert  H.  .Scherer.  West  Point  ....  Thomas  R.  Tibbels,  West  Point 

Custer Loren  H.  Jacobsen,  Broken  Bow  . . . N.  Leon  Books,  Broken  Bow 

Daw.son Craig  Bartruff.  Gothenburg I.  H.  Worthman,  Cozad 

Dodge J.  .Michael  Adams,  Fremont William  B.  Eaton,  Fremont 

*Five Henry  J,  Billerbeck,  Randolph Robert  B.  Benthack,  Wayne 

Four 

Gage Patrick  C.  Gillespie,  Beatrice Klemens  FL  Gustaf.son,  Beatrice 

Hall A.  E.  Van  Wie.  Grand  Island Gordon  D.  Francis.  Grand  Island 

Hamilton lohn  C.  Wilcox,  Aurora Kenneth  R.  Treptow,  Aurora 

Holt  & N.W 

Jefferson G.  O.  Johnson,  Fairbury R A.  Blatny.  Fairbury 

*Knox Douglas  M.  Laflan.  Creighton Delwyn  J.  Nagengast,  Bloomfield 

Lancaster 

Lincoln Samuel  H.  Perry.  .North  Platte Ronald  L.  Asher,  North  Platte 

‘Madison Harold  Dahlheim,  Norfolk G.  Tom  .Surber.  Norfolk 

Metropolitan  Omaha Frank  D.  Donahue,  Omaha John  F.  Fitzgibbons,  Omaha 

Northeast Otto  J.  Wullschleger,  Norfolk 

Northwest  Nebraska Robert  Rasmussen.  Chadron Robert  Hanlon,  Chadron 

Otoe Paul  R.  Madison.  Nebraska  City 

Perkins-Chase Bryce  G.  Shopp,  Imperial Paul  F.  Bottom.  Grant 

Platte-Loup  Valley Warren  R.  Miller.  Columbus Ronald  W.  Klutman.  Columbus 

Saline Walter  Gardner.  Crete Walter  Gardner.  Crete 

Sarpy J Paul  Glahasnia.  Papillion Michael  J.  .Moran,  Papillion 

Saunders John  E Hansen,  .Ir..  Wahoo Robert  FL  Morris.  Wahoo 

Scotts  Bluff .lames  J.  Simpson.  Mitchell Wendell  Ropp.  Scottsbluff 

Seward Paul  Plessman,  .Seward Van  Vahle,  .Seward 

South  Central  Nebraska Richard  E.  Penry.  Hehron C.  F.  Ashby.  Geneva 

-Southeast  Nebraska Paul  .Scott.  Auburn Gary  Ensz,  Auburn 

.Southwest  Nebraska Filizabeth  D Edwards.  .\lc(  ook  ....  David  A.  .Allerheiligen.  McCook 

Washington-Burt Kenneth  C.  Bagby.  Blair C lifford  \1.  Hadley,  Lyons 

York James  D.  Bell.  York Ben  N.  Greenberg.  York 

‘(.Northeast Otto  -I  Wullschleger.  Noilolkl 
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Prognostic  Value  of  Pretreatment  Bone 
Scans  in  Breast  Carcinoma  — R.  Komaki 
et  al  (Milwaukee  County  Medical  Complex, 
8700  W Wisconsin  Ave,  Milwaukee,  WI 
53226)  Am  J Roentgenol  132:877-881 
(June)  1979. 

One  hundred  consecutive  patients  who  had 
technetium  Tc  99m  pyrophosphate  bone  scans 
prior  to  treatment  for  breast  cancer  between 
1972  and  1976  were  studied  retrospectively  to 
determine  the  contribution  of  the  scans  to 
staging,  treatment,  and  prognosis.  Patients 
were  staged  by  the  AJC-UICC  1973  TNM 
system,  using  all  information  exclusive  of  that 
from  bone  scans.  Bone  scans  were  intially 
categorized  as  normal  (60)  and  abnormal  (40). 
The  bone  scans  were  reviewed  without  knowl- 
edge of  the  initial  report;  the  consistency 
between  the  original  and  review  interpreta- 
tions was  78%.  No  correlation  was  found 
between  abnormal  bone  scans  and  clinical 
status  of  the  axillary  nodes,  but  bone  scans 
were  more  often  abnormal  in  locally  advanced 
tumor  (T3  and  T4)  and  in  the  presence  of 
distant  metastasis  (Ml)  (by  studies  other  than 
bone  scan).  The  patients  were  followed  up  for 
an  average  period  of  22  months.  In  clinical 
stages  I and  II,  abnormal  bone  scans  predicted 
a higher  occurrence  of  distant  metastasis  (six 
of  17,  35%)  than  normal  scans  (11  or  48,  24%) 
and  more  frequent  skeletal  metastases,  five  of 
27  (19%)  vs  six  of  65  (9%).  A poor  four-year 
actuarial  survival  was  found  in  abnormal  bone 
scans  (48%)  compared  with  normal  ones  (58%) 
among  the  patients  with  clinically  undis- 
seminated breast  carcinoma  (stage  Till). 


“This  is  Dr.  Firuce, 
our  broken  rijjht  arm  specialist.” 
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Tenuate°  ® 

(dlethylproplon  hydrochloride  NF) 

Tenuate  Dospan" 

(diethylpropion  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INOICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  ol  exogenous  obesity  as  a short-term  adjunct  la  tew 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below, 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  ol  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibiters,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
shduld  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle;  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  ol  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  and  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  ol  certain  drugs,  may  be  severe. 
There  are  reports  ol  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessatidn  folldwing  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEC  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
Indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  ate 
pregnant  or  may  become  pregnant  reguires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children:  Tenuate  is 
not  recommended  for  use  In  children  under  12  years  of  age 
PRECAUTIONS:  Caution  Is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias,  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  reguirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  cencomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  onetime  in  order  te  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics,  Tnerefoie,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevatidn  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  ol  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System  Overstimulation,  nen/ousness,  restlessness,  dizziness,  jit- 
terlness,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drdwsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  ddses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reporled,  Gasiroiniestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances, Allergic:  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
lopoietic  System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia, Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
pdlyuria. 

DOSAGE  AND  ADMINISTRATION;  Tenuate  (diethylpropion  hydro- 
chloride) One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger  Tenuate 
Dospan  (diethylpropion  hydrochloride)  controlled-release  One  75  mg 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended fdr  use  in  children  under  12  years  of  age, 

OVERDOSAGE;  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  resoiratidn,  cdnfusion.  assault- 
iveness. hallucinatiens,  panic  states.  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias. hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  pdlsdning,  usually  terminating  in  con- 
vulsions and  coma.  Management  ol  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  (Regitine")  has  been  suggested  dn  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage. 

Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey.  Puerto  Rico  00633 
Direct  Medical  Inguiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  ol  Richardson-Merrell  Inc, 

Cincinnati,  Ohio  45215,  U S.A 
Licensor  ol  Merrell" 

References:  1 Citations  available  on  request  Irom  Medical  Research 
Department,  MERRELL-NATIONAL  LABORATORIES,  Cincinnati. 
Ohio  45215  2.  Hoekenga,  M T , O'Dillon  |Dillon|,  R H , and  Leyland, 
H M A comprehensive  review  ol  diethylpropion  hydrochloride  In, 
Central  Mechanisms  ol  Anorectic  Drugs,  S GaraltiniandR  Samanin. 
Ed.  New  York,  Raven  Press.  1978,  pp  391-404 

Merrell 
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Overweight  may  not  always  b 
complications  can  develop*. 

Complicated  or  not... 

*fenuate  Dose 
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75  mg.  controlled-release  tablets 
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in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often  require  - - 

strict  appetite  control  and  a successful  program  of  weight 

reduction  may  tend  to  diminish  the  incidence  or  severity  of  the  ^ 

ft 

complications  in  some  patients.  Diethyl propion  hydrochloride 
has  been  reported  useful  in  such  patients  and  while  it  is  not 
suggested  that  Tenuate  itself  in  any  way  reduces  the 
complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen.  Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension; 
see  additional  Warnings  and  Precautions  on  the  opposite  page. 

In  uncomplicated  overweight. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness. 

The  anorectic  effectiveness  of  diethyl  propion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
the  unique  chemistry  of  Tenuate  provides "..  .anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.”^  Compared  with  the  amphetamines,  diethyl  propion 
has  minimal  potential  for  abuse. 

Tenuate-it  makes  sense. 


/ 


‘Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases. 

Merrell 


For  prescribing  information  see  opposite  page. 


The  Family  ol  Man"  by  Roberto  Morelti. 
a statuary  in  crystal  symbolizing  the  broad  range  ol 
hypertensive  palienis  eligible  lor  therapy  with  Catapres 
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Advantage: 

It’s  for  all  kinds  of  hypertensives 

• Unlike  beta  blockers,  Catapres^  has  no  contraindications. 

• Catapres  can  be  useful  even  in  these  patients  with: 

Congestive  heart  failure  Allergic  rhinitis 
Ventricular  hypertrophy  Hepatic  disease 
Hyperglycemia  Hyperuricemia 

Diabetes  mellitus  Gouty  arthritis 

Bronchial  asthma  Sulfonamide  hypersensitivity 

Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 


work/play  — normal  hemodynamic  responses  to  exercise  maintained. 
lOVG— low  incidence  of  impotence  and/or  loss  of  libido; 


2.8%  in  1,923  patients  studied.’ 

cardiac  output—  tends  to  returrvto  control  values  during  long-term  therapy. 

blood  flow— preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 

The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
etc.  A rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 

‘ Central  aipna-adrenergic  stimulation  decreases  sympathetic  outflow  from  tllrllTllr 

the  txain.  .rs  shown  in  animal  studies 

1 Data  on  tile  at  Boehnn^er  Ingelheim  Ltd. 

Please  see  last  page  for  brief  summary,  including  n|  j ly^  - 

warnings,  precautions,  and  adverse  reactions.  s3iMr* 


Now  available  in  new  ib 
aj3.3  mg  tablets  ^ 


The  Alpha 
Advantage 

■ m ■■■■  ■ 


It’s  for  all  kinds 
of  hypertensives. 

■ Tablets  of  0.1, 0.2, 0.3  mg 


(clonidine  HCI) 


Hypertension 


• No  contraindications. 

• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

• Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1, 0.2, 0.3  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of  hypertension.  As  an  anti- 
hypertensive drug,  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 
Warnings;  Tolerance  may  develop  in  some  patients  necessitating  a reevaluation 
of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  and  fetus. 

Usage  in  Children:  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 

Precautions;  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2 to  4 days  to  avoid  a possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochloride  therapy.  A causal  relationship 
has  not  been  established  in  these  cases.  It  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine.  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect.  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  witfi 
caution  in  patients  with  severe  coronary  Insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive  periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a dose-dependent  increase  in  the  incidence  and  severity  of 


The  usual  starting  dose  of  Catapres  is  0.1  mg  at  breal- 
fast  and  0.1  mg  at  bedtime.  Some  patients  may  benef  | 
from  a starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range — 0.2  — 0.8  mg 

Maximum  daily  dose — 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed.  | 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient’s  individual  blood  ; 
pressure  response. 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6 monU  i 
longer. 

Adverse  Reactions;  The  most  common  reactions  are  dry  mouth,  drowsiness ' 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been  repo' 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The  follo\ 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely.  (In  s 
instances  an  exact  causal  relationship  has  not  been  established.)  These  inci 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnormahtii 
liver  function  tests;  one  report  of  possible  drug-induced  hepatitis  without  icl'l 
and  hyperbilirubinemia  in  a patient  receiving  clonidine  hydrochloride,  cl 
thalidone  and  papaverine  hydrochloride.  Weight  gain,  transient  elevation  of  b I 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  Rayna  t 
phenomenon;  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  chan  j 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  rash,  f 
gioneurotic  edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  assocuft 
with  a rash,  impotence,  urinary  retention,  increased  sensitivity  to  alcohol,  dryn  j 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gynecoma 
weakly  positive  Coombs'  test,  asymptomatic  electrocardiographic  abnormal  ■ 
manifested  as  Wenckebach  period  or  ventricular  trigeminy. 

Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminished  or  ■.> 
sent  reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  (cloni' ' 
hydrochloride)  by  several  children  from  19  months  to  5 years  of  age  Ga  : 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  complelt  • 
covery  within  24  hours.  Tolazoline  in  intravenous  doses  of  10  mg  at  30-mii* 
intervals  usually  abolishes  all  effects  of  Catapres,  (clonidine  hydrochloride)  o r 
dosage 

How  Supplied:  Catapres.  brand  of  clonidine  hydrochloride,  is  available  as  0.1 
(tan)  and  0.2  mg  (orange)  oval,  single-scored  tablets  in  bottles  of  100  and  1000,  il 
available  as  0.3  mg  (peach)  oval,  single-scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing  information. 

Under  license  from  Boehringer  Ingelheim  GmbH 

Boehringer  Boehringer  Ingelheim  L 4 

Ingelheim  Ricdgefield,  CT  06877  1 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consult  the  package  literature  tor  prescribing 
intormatlon. 

Indicetlons  and  Usage:  Ceclor*  (cefaclor.  Lilly) 

IS  indicated  in  the  treatment  of  the  following 
infections  when  caused  by  susceptible  strains  of 
the  designated  microorganisms: 

, Lower  respiratory  inteclions.  including 
pneumonia  caused  by  Streptococcus 
pneumoniae  (Diplococcus  pneumoniae). 
Haemophitus  influenae.  andS  pyogenes 
I (group  A beta-hemolytIc  streptococci) 

I Appropriate  culture  and  susceptibility  studies 

I should  be  performed  to  determine  susceptibility  of 
1 the  causative  organism  to  Ceclor 
I Contraindication:  Ceclor  is  contraindicated  in 
1 patients  with  known  allergy  to  the  cephalosporin 
group  of  antibiotics 

Warnings:  in  peniciuin-sensitive  patients. 
CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE 
ADMINISTERED  CAUTIOUSLY  THERE  IS  CLINICAL 
AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN 
WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO  BOTH 
DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
I PARENTERAL  USE) 

Antibiotics,  including  Ceclor.  should  be 

I administered  cautiously  to  any  patient  who  has 
demonstrated  some  form  of  allergy,  particularly  to 
: drugs 

f Precautions:  If  an  allergic  reaction  to  cefaclor 
' occurs,  the  drug  should  be  discontinued,  and.  if 
■ necessary,  the  patient  should  be  treated  with 
appropriate  agents,  eg.  pressor  amines, 
antihistamines,  or  corticosteroids 

[Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
' observation  of  the  patient  is  essential  If 
I ' superinfection  occurs  during  therapy,  appropriate 
) ‘ measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported 
^ during  treatment  with  the  cephalosporin 
, antibiotics  In  hematologic  studies  or  In 
' transfusion  cross-matching  procedures  when 
: antiglobulin  tests  are  performed  on  the  minor  side 
1 1 or  in  Coombs  testing  of  newborns  whose  mothers 
have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive 
I Coombs  test  may  be  due  to  the  drug 
I ' Ceclor  should  be  administered  with  caution  in 
r r the  presence  of  markedly  impaired  renal  function 
) I Under  such  a condition,  careful  clinical  observation 

I and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually 
‘ recommended 

Usage  in  Pregnancy — Although  no  teratogenic  or 
■ I antifertility  effects  were  seen  in  reproduction 
I ' studies  in  mice  and  rats  receiving  up  to  12  times  the 
maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this 
drug  for  use  in  human  pregnancy  has  not  been 
established  The  benefits  of  the  drug  in  pregnant 
women  should  be  weighed  against  a possible  risk 
to  the  fetus. 

Usage  in  Infancy — Safety  of  this  product  for  use 
in  infants  less  than  one  month  of  age  has  not  been 
established 


Adverse  Reactions:  In  clinical  studies  in  1493 
patients,  adverse  effects  considered  related  to 
cefaclor  therapy  were  uncommon  and  are  listed 
below 

Gastrointestinal  symptoms  occurred  in  about  2 5 
percent  of  patients  and  included  diarrhea  (1  in  70) 
and  nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  were  reported  in  about 
1 5 percent  of  patients  and  included  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and 
positive  Coombs  tests  each  occurred  in  less  than  1 
in  200  patients 

Other  effects  considered  related  to  therapy 
included  eosinophilia  (1  in  50  patients)  and  genital 
pruritus  or  vaginitis  (less  than  1 in  100  patients) 
Causal  Relationship  Uncertain — Transitory 
abnormalities  in  clinical  laboratory  tests  results 
have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 
Hepahc— Slight  elevations  in  SGOT  SGPT  or 
alkaline  phosphatase  values  (1  in  40). 

Hematopoietic — Transient  fluctuations  in 
leukocyte  count,  predominantly  lymphocytosis 
occurring  in  infants  and  young  children  (1  in  40) 
Renal — Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal 
urinalysis  (less  than  1 in  200)  [o  703 79 r] 


* Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either 
S pneumoniae  otH  influenzae  ’ 

Hole:  Ceclor*  (cefaclor)  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the 
treatment  and  prevention  of  streptococcal 
infections,  including  the  prophylaxis  of  rheumatic 
fever  See  prescribing  information 
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Additional  inlormalion  available  to 
the  prolession  on  request  from 
Eli  Lilly  and  Company. 

Indianapolis.  Indiana  46285 
Ell  Lilly  Indusiries.  Inc. 

Carolina.  PueUo  Rico  00630 


cefoc  or 


Pulvules- , 250  and  500  mg 


Some  ampiciliin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.'-^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
(due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  K influenzae.  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieyed  a satisfactory  clinical 
response  with  Ceclor.^ 


ORGANIZATIONS,  STATE- 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210, 

6910  Pacific  Street,  Omaha  68106 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 

Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212.  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E”  St.,  Lincoln  68501 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  No.  69th  St,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Meun  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
Karen  Mundv.  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  103.  Hillcrest  Bldg,.  76th  & Main.  Ral.ston  68127 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Building,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Kidney  Foundation  of  Nebraska 

Karen  Engelsman,  Acting  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St..  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Mr.  Harrison  J.  Welch,  Executive  Director 
740  Keeline  Bldg.,  319  So.  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
John  F.  Aita,  M.D.,  Secretary-Treasurer 
2302  North  55th  St.,  Omaha  68104 
Nebraska  Academy  of  Ophthalmology 
Richard  Meissner,  M.D.,  President 
434  The  Doctors  Building.  Omaha  68114 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 
Nebraska  Academy  of  Physician  Assistants 
Michael  J.  Grutsch,  P.A.C. 

Box  906,  Imperial  69033 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Mediced  Center 
Division  of  Nuclear  Medicine 
42nd  and  Dewey  Avenue,  Omaha  68105 
Nebraska  Association  of  Pathologists 
Wayne  Markus,  M.D.,  Sec’y.-Treas. 

Lutheran  Medical  Center  Laboratory, 

515  So.  26th  St,  Omaha  68103 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
Wesley  G.  Wilhelm,  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  Hascall  St..  Omaha  68124 

Nebraska  Chapter  — American  Academy  of  Pediatrics 
Warren  (i.  Bo.sley,  M.D..  Chairman 
418  West  Division,  (band  Island  68801 
Nebraska  Chapter  — American  College  of  Emergency  Physicians 
Jeanette  M,  Pergam,  M.D.,  Secretary-Treasurer 
502  South  44th  Street,  Omaha  68105 
Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.D..  Secretary-Treasurer 
8300  Dodge  St.  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  P'.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

I).  W.  PMwards.  D.D.S..  Secretary 
1007  Lincoln  Fk*nefit  Life  Bldg..  Lincoln  68508 
Nebraska  Dietetic  Association 
Tama  Krau.se,  R ,D.,  President 
418  Oak  Drive,  Wayne  68787 


Nebraska  Easter  Seal  Society 

David  E.  Evans,  Executive  Director 
P.O.  Box  14204,  West  Omaha  Station. 

12177  Pacific  St..  Omaha  68114 
Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road,  Suite  129,  Omaha  68106 
Nebraska  Health  Care  Association 
Mr.  Bernard  Dana,  Interim  President 
3100  "0”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount.  Executive  Director 
Box  94833,  1335  "L”  St..  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue,  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff.  Executive  Director 
1512  First  National  Bank  Bldg..  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
Dr.  Robert  P.  Marshall,  Executive  Director 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St..  Omaha  68106 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  10,  Dodge  Professional  Center 
8601  W.  Dodge  Road.  Omaha  68114 
Nebraska  Public  Health  Association 
D.  Mike  Wight.  President 
301  Centennial  Mall  South,  Lincoln  68509 

The  Nebraska  Radiological  Society  — A Chapter  of  the 
American  College  of  Radiology 
Allen  D.  Dvorak.  M.D..  President 
St.  Joseph  Hospital 
601  No.  30th  St.,  Omaha  68131 
Nebraska  Region  — American  College  of  Physicians 
Bowen  E.  Taylor,  M.D.,  F.A.C.P. 

Gov.  for  Nebr.,  P.O.  Box  81009,  Lincoln  68501 
Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  Street,  Lincoln  68506 
Nebraska  Society  of  Internal  Medicine 
Vernon  G.  Ward,  M.D.,  President 
309  Doctors  Bldg,  Omaha  68131 
Nebraska  Society  for  Medical  Technologists,  Inc. 

Rodney  Roland.  MT  (ASCP),  President 
920  No.  Ash.  (jordon  69343 
Nebraska  Society  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
4600  Valley  Road,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
John  G.  Headley.  CRTT,  President 
University  of  Nebraska  Medical  Center,  42nd  & Dewey. 
Omaha  68105 

Nebraska  Society  of  Anesthesiologists 
John  R.  Allely,  M.D.,  President 
Suite  255  - Second  Floor  North.  450  East  23rd. 

Memorial  Hospital.  Fremont  68025 
Nebraska  Society  of  Radiologic  Technologists 
Pat  Englehaupt.  RT,  President 
11655  Fowler  Avenue,  Omaha  68164 
Nebraska  State  Department  of  Health 

Henry  D.  Smith.  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers.  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Bobbie  Frerichs.  President 
7125  Starr  St.,  Lincoln  68505 
Nebraska  Urological  Association 
David  H.  Kuper,  M.D..  President 
201  Ridge  Street,  Council  Bluffs.  Iowa  51501 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel.  Executive  Secretary 
7363  Pacific  St..  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Camille  Wolesensky.  Executive  Director 
16(X)  No.  56th  St..  Lincoln  68504 
University  of  Nebraska  Medical  Center 
Neal  A Vanselow.  M I)..  Chancellor 
42nd  and  Dewey  Avenue.  Omaha  68105 
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ANXIETY 

AND 

TENSION 

MAGNIFY 


IN  MUSCULOSKELETAL 
DISEASE* 


^ non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

EQUAGESIC " 


meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


QUAGESIC — Abbreviated  Summary 

'INDICATIONS:  Based  on  a review  ol  this  drug  by  the 
National  Academy  of  Sciences — Nationa'  Research 
Cour>ol  arid  or  other  information.  FDA  has  classified 
tf>e  mdicaborts  as  follows 

'Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tens«n  andor  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 
The  effectiveness  of  Equagesic  m long-term  use.  i e 
more  than  four  months,  has  not  been  assessed  by 
systematic  chnical  studies  The  physician  should  pe- 
riodically reassess  usefulness  of  the  drug  for  the  indi- 
vidual patient 

3NTRAINDICAT10NS:  Equagesic  should  not  be  given  to 
Jividuais  with  a history  of  sensitivity  or  severe  intolerance 
aspinn.  meprobamate  or  ethoheptazine  otrate 
ARNINGS;  Careful  supervision  of  dose  and  amounts  pre- 
nbed  for  patients  is  advised  especially  with  those  patients 
(th  known  propensity  for  taking  excessive  quantities  of  drugs 
icessive  arxt  prolonged  use  in  susceptible  persons,  e g . 
»holics  former  addicts,  and  other  severe  psychoneurot- 
' has  been  reported  to  result  in  dependence  on  or  habit- 
tion  to  the  drug  Where  excessive  dosage  has  continued 
weeks  or  months,  dosage  should  be  reduced  gradually 
ther  than  abruptly  stopped  since  withdrawal  of  a "crutch  ’ 
ay  preapitate  withdrawal  reaction  of  greater  proportions 
an  that  for  which  the  drug  was  originally  prescnbed  Abrupt 
jcontnuance  of  doses  in  excess  of  the  recommerxJed  dose 
s resulted  in  some  cases  in  the  occurrence  of  epileptiform 
(Zures 

leca)  care  should  be  taken  to  warn  patients  taking  mepro- 
mate  that  tolerance  to  alcohol  may  be  lowered  with  re- 
lant  slowing  of  reaction  time  and  impairment  of  judgement 
d coordination 

>AGE  IN  PREGNANCY  AND  LACTATION;  An  In- 
>Med  risk  of  congenital  maffonnations  associated  with 
> use  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoiide,  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  in  several  studies.  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided.  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  institution  of 
therapy  should  be  considered.  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  tesirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  In  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspmn  should  be  kepi  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS;  Should  drowsiness,  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuna  Very 
few  suiadai  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommerxled  The  drug  should 
be  given  cautiously  and  in  small  amounts,  to  patients  who 
have  suiodal  tenderKies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  b^n  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow 
and  slow.  CNS  stimulants,  eg  . caffeine  Metrazol.  or  am- 


phetamine. may  be  cautiously  administered  It  severe  hypo- 
tension develops  pressor  amines  should  be  used  parenteraily 
to  restore  blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  expenence  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  atrate  with  aspmn  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephenlermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate IS  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  t-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticanal  or  ery- 
thematous maculopapular  rash  which  may  be  generalize 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  peiechiae.  ecchymoses.  penpherai  edema, 
and  fever  have  also  been  reporte 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever  fainting  spells,  an- 
gioneurotic edema  bronchial  spasms,  hypotensive  cnses  (1 
fatal  case),  anaphylaxis  stomatitis  and  proctitis  (t  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephnne  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocylosis.  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  dunng 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE;  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspinn  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
iight-headedness.  with  uneventful  recovery  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appropriate  therapy  of 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication  Observation 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration,  watching  for  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprothrombinemia  which.  il 
It  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate. 75  mg  ethoheptazine  citrate  and  250  mg  aspinn 
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A therapeutic  dose 
of  acetaminophen 
in  one  tablet' 


A therapeutic  dose 
of  two  complementary 
analgesics 
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The  convenience  and 
economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 


WHY  NOT  WYGESIC " 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC — Abbreviated  Summary 
INDICATION;  For  the  relief  of  mild*to*modorate  pain 
CONTRAINDICATION;  Hypersensitivity  to  propox* 
yphene  or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa* 
tients  taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  m 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histones  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  wilt  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morpnine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS;  Propoxy- 
phene may  impair  the  mental  and'Or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  bo 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Sate  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad^- 
verse  effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN;  Propoxyphene  is  not  rec- 
ommended tor  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadnne  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol. 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  tf  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes.  Ilght-headedness.  head- 
ache. weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  600  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics. and  other  CNS  depressants  has  an  aoditive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadnne 

MANAGEMENT  OF  OVERDOSAGE;  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
ago  and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and-or  tidal  volume.  Cheyne- 
Stokos  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
ana  circulatory  collapse  In  addition  to  these  char- 
acteristics, which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects. 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions, a prominent  feature  in  most  cases  of  severe 
poisoning  (Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours.  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed.  After  the  initial  symptoms,  the  patient  may 
feel  less  ill;  tiowever.  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepaiotoxicity.  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow.  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy.  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A l3-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan.  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV.  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repealed  as  necessary  until  the  patient's 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen.  IV  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastrc 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
IS  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamine)  or  other  thiol  compounds  may  protect  agamst 
liver  damage  if  given  soon  after  overdosage  (6-i0 
hours)  N-acetylcysteine  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme.  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407.  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxfcity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  haif-iife  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


MUST  MEDICAL  WRITING  BE  DULL? 

In  the  course  of  editing,  I receive  dozens 
and  dozens  of  medical  journals  at  home,  and  I 
try  to  read  much  that  I find  there.  But  I leave 
most  of  these  articles  unread.  The  title  attracts 
me,  the  abstract  wearies  me,  and  I bog  down  in 
the  second  paragraph  because  of  sheer  bore- 
dom and  a complete  inability  to  follow  the 
author.  There  is  poor  writing,  there  are  long, 
loosely  connected  sentences,  and  pomposity, 
circumlocution,  and  the  use  of  words  which  I 
abhor,  because  of  their  foreign  origins, 
sesquipedalianism,  and  a striving  for  elegance 
that  does  not  succeed. 

The  effect  I get  after  reading  2V^  sentences 
of  what  follows  an  eye-catching  title  is  too 
often  soporific.  The  author  suffers;  the  reader 
suffers  as  he  turns  the  page,  and  the  patient, 
who  might  have  been  helped  if  the  peruser 
became  an  understander,  if  the  reader  could 
learn  what  the  writer  was  trying  to  say,  suffers 
the  most. 

The  articles  are  too  long,  the  words  are 
unending,  the  sentences  are  long-winded,  and 
it  is  difficult  and  sometimes  impossible  to 
know  what  the  author  is  saying.  But  usually 
one  does  not  know  what  the  author  is  saying 
because  the  one  who  reads  stops  reading  in  the 
second  paragraph. 

Let  medical  writing  be  interesting,  like  the 
whodunit  you  cannot  put  down.  Don’t  impress 
the  reader;  make  the  reader  read. 

Not  our  articles;  our  articles  are  just  fine. 
F.C. 

YOU  PUNCTUATE  YOUR  WAY 
ILL  PUNCTUATE  MINE  OR  DOWN 
WITH  DASHES  & AWAY  WITH 
APOSTROPHES 

If  I can  remember,  the  punctuation  in  much 
of  my  writing  will  soon  be  reduced  to  what  is 
laughingly  called  a minimum.  I have  said  for 
years:  anything  can  be  told  on  one  page;  & we 
can  do  without  a great  deal  in  the  way  of 
punctuation  as  well  as  words.  Dashes  are  out  & 
so  are  exclamation  points  or  shrieks;  I have 
spent  years  striking  out  these  abominations 
when  they  are  sent  to  me,  & you  are  about  to 
see  my  last  apostrophe.  The  ampersand  in  the 
preceding  clause  will  replace  the  word  it 


stands  for,  & the  use  of  quotation  marks  or 
inverted  commas  will  be  pruned  or  pared  or 
berried. 

The  apostrophe  takes  the  place  of  the  e in 
the  German  genitive;  my  book  would  be  called 
Frankes  book,  then  Frank’s,  & now  its  Franks; 
it  also  substituted  for  the  e in  call’d  & perceiv’d 
years  ago.  The  1970’s  will  be  better  shown  as 
the  1970s,  I think,  & PSRO’s  as  PSROs. 

Cant  & wont  will  be  printed  like  that,  & its 
will  appear  in  type  without  the  apostrophe, 
whether  it  be  a possessive  pronoun  or 
whatever. 

Parentheses  are  out,  & so  are  brackets;  we 
have  little  or  no  use  for  them. 

Numbers  will  never  be  spelled  out  except  for 
one  & roman  numerals  will  not  be  shown. 
Capital  letters  or  upper  case  will  be  used 
sparingly,  as  you  see.  Horrors  like  Jones’s, 
which  I forced  myself  to  type  just  now,  & did  so 
only  with  pain  & reluctance  & for  the  last  time, 
will  be  done  away  with,  as  will  the  need  for 
learning  where  the  apostrophe  goes;  it  goes  to 
its  final  resting  place. 

The  old  story  about  punctuating  the  girl.  Id 
made  a dash  after  the  girl,  is  about  all  the  use  I 
have  for  the  dash. 

My  old  friends  the  commas  will  be  used 
more  where  we  need  them,  & less  where  they 
do  not  belong.  Semicolons  or  halfstops  will 
appear  where  they  should  & not  where  people 
strew  them,  who  will  not  read  backs  of 
dictionaries  or  grammars.  Dictionaries  are  like 
sandwiches;  the  meat  is  on  the  inside,  but 
there  are  goodies  in  the  front  & back,  too. 
Ellipses,  those  3 dumb  dots,  are  even  more 
irritating  than  parentheses,  & asterisks  have  no 
purpose  except  as  footnotes.  I should  like  the 
footnote  to  contain  page  & line  numbers,  to  tell 
you  exactly  where  in  the  text  they  apply. 

In  medicine,  we  say  Frei  test  & Kvein  test  & 
Adams-Stokes  syndrome,  all  without  the 
damned  apostrophe;  but  then  we  get  into  the 
absurdity  of  Strauss’s  test.  Coats’s  disease  is 
awkward,  & so  is  Chagas’  disease  & Eales’s 
disease.  There  is  a Brown’s  test  & a Brown  test 
& a brown  mixture.  The  berry  aneurysm  was 
named  for  its  discoverer,  & not  because  it 
looks  like  a berry,  even  if  it  does. 
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And  remember:  it  is  Hodgkin’s  disease  & 
Coombs’  test  & Down’s  syndrome.  Or  as  I 
would  put  it:  Hodgkin  disease,  Coombs  test,  & 
Down  syndrome;  then  you  know  what  is  right.  I 
dont  like  mongolism,  either;  dead  or  alive, 
discoverers  & inventors  deserve  recognition,  & 
this  is  an  easy  way  to  remember  them  & to 
clean  up  the  language.  There  is  a Cole  tube, 
too,  but  I hesitated  to  say  so. 

One  should  be  able  to  read  writing,  & that 
alone  serves  to  destroy  the  dreadful  he/she. 
The  hyphen  is  of  no  use  & the  double  hyphen  is 
worse.  A word  at  the  end  of  the  line  should 
never  be  split  & hyphenated;  when  the  printer 
sets  it  in  type,  he  doesnt  know  whether  to  put 
the  hyphen  in  or  not.  Post-operative  is  better 
without  the  hyphen  and  as  one  word:  post  is 
not  much  of  a word.  All  right  should  be  spelled 
as  I have  given  it.  Doesnt  anybody  look  things 
up? 

F.C. 


HOW  SMART  ARE  WE? 

I feel  like  dividing  medicine  into  30-year 
periods.  There  are  the  doctors  who  studied 
and  practiced  60  years  ago;  there  are  my  friends 
and  I,  and  we  can  all  look  back  30  years;  in  the 
third  group,  there  are  the  newly  graduated. 
And  in  number  four,  we  v/ill  meet  the 
physicians  who  will  be  laughing  at  us  30  years 
from  now. 

It  is  easy  to  say  that  the  1920  pioneer  was 
not  so  smart,  what  he  did  is  really  simple  and 
could  have  occurred  to  anyone.  But  it  did  not 
suggest  itself  to  anybody,  only  to  the  pioneer. 
And  lest  we  turn  up  our  noses  at  60-years-ago, 
remember  what  was  new  and  fresh  and  earth- 
shaking  30  years  back,  when  some  of  us  were 
new  and  fresh. 

Do  not  laugh,  because  you  and  I will  look  no 
better  after  we  have  retired  from  the  scene. 

But  how  smart  are  we  really?  Our  medicines 
and  our  techniques  seem  more  specific  than 
the  simpler  things  our  predecessors  did;  but 


are  we  any  smarter  than  they  were?  For  all  our 
chromosome  counting  and  antibiotics,  have  we 
moved? 

I do  not  think  you  can  tell,  not  from  here, 
anyway. 

But  we  live  to  70,  not  20. 

F.C. 

HOW  TO  TREAT  DIABETES, 

WELL  NOT  REALLY 

I have  heard  this  story  from  four  people,  all 
doctors,  so  it  must  be  true.  But  I have  it  filed 
under  A,  for  apocryphal;  or  it  may  be  so,  but  I 
don’t  know. 

The  intern  was  one  day  out  of  medical 
school,  and  they  brought  him  a diabetic  who 
was  not  perfectly  conscious.  He  remembered 
that  loss  of  consciousness  in  diabetics  can  be 
associated  with  too  high  blood  sugar,  or,  and 
this  was  getting  confusing,  a very  low  level. 

Then  there  was  insulin  by  injection,  candy, 
and  intravenous  glucose,  and  orange  juice.  So 
he  thought  and  thought,  and  he  decided,  and 
he  loaded  the  syringe  with  orange  juice  and 
gave  it  intravenously. 

That  was  bad,  very  bad. 

But  nobody’s  perfect. 

I wonder  if  it  really  happened.  Have  you 
heard  the  story?  I even  know  where  he  did  it.  It 
was  a large  hospital  in  the  east,  but  I’ll  bet  they 
will  deny  it. 

F.C. 

WHY  DOES  MEDICINE  COST 
SO  MUCH? 

Because:  Coffee  is  40<f  a cup. 

Ice  cream  is  SOC  a dip,  formerly 
known  as  a scoop. 

A sweet  roll  is  90C. 

F.C. 
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ORIGINAL  ARTICLES 


OB-  GYN  Section: 

Oxytocic  Compounds 


Oxytocic  compounds  such  as 

Pitocin®  or  Syntocinon®  are 
valuable  agents  for  induction  or 
augmentation  of  labor.  Present  available 
compounds  are  synthetic  analogues  of  oxyto- 
cin which  avoid  many  of  the  vasopressin- 
related  antidiuretic  and  cardiovascular  effects 
of  the  pure  extract. 

In  October  of  1978  the  FDA  required  new 
labeling  for  all  oxytocic  compounds  contra- 
dicting their  use  for  elective  induction  of  labor. 
Intravenous  administration  is  cited  as  the  only 
acceptable  method.  Initial  dosage  is  limited  to 
no  more  than  1-2  milliunits/minute  (mU/min) 
and  increases  were  limited  to  increments  no 
greater  than  1-2  mU/min  thereafter  until 
uterine  contractions  simulating  normal  labor 
are  established. 

A primary  IV  line  is  started  with  D-5  Vi 
normal  saline.  A second  liter  of  D-5W  con- 
taining 1 ampul  of  oxytocin  (1  ml  = 10  mil)  is 
attached  to  the  primary  infusion  line  as  close 
to  the  needle  hub  as  possible.  The  initial 
infusion  rate  should  deliver  1-2  mU/min  (0.1  - 
0.2  ml).  Subsequent  increases  in  dosage  are 
made  every  15-30  minutes  by  2 mU/min 
increments  until  rhythmical  uterine  contrac- 
tions of  strong  intensity  are  produced  every  3 
minutes,  lasting  45-60  seconds  with  good 
relaxation  between  contractions.  Every  15 
minutes,  maternal  pulse  and  blood  pressure, 
fetal  heart  rate,  frequency  and  character  of 
contractions  and  infusion  rate  should  be 
recorded  on  a bedside  flow  sheet.  Patients 
receiving  oxytocic  compounds  should  be  under 
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constant  observation  by  trained  individuals 
knowledgeable  in  the  physiology  of  labor,  the 
pharmacologic  action  of  oxytocin  and  the 
principles  of  monitoring. 

Oxytocin  ideally  should  be  administered  by 
a mechanical  syringe  infusion  pump.  Such 
devices  avoid  variability  of  flow  rate  which 
occurs  with  standard  infusion  techniques  and 
are  not  directly  affected  by  needle  size,  venous 
flow  rate  and  caliber  or  drop  size.  Dosage  rates 
can  be  increased  or  decreased  rapidly. 

If  available,  electronic  fetal  monitoring 
should  be  employed  during  all  inductions  and 
augmentations.  The  intravenous  pressure 
catheter  accurately  quantitates  contraction 
intensity  and  baseline  resting  tone  and  should 
be  used  in  preference  to  external  tocodyna- 
mometry. 

Most  gravidas  at  term  can  successfully  be 
induced  with  16  mU/min.  or  less.  Experience 
indicates  that  inductions  requiring  larger 
dosage  rates  are  complicated  or  often  fail. 

Buccal  oxytocin  is  mentioned  only  to  be 
discouraged.  Intravenous  oxytocin  is  more 
rapidly  effective,  more  predictable,  and 
controlled  with  greater  accuracy. 


August  1980  Nebraska  Medical  Journal  221 


Gonococcal  Endocarditis 


Ngonorrhoeae  endocarditis  is  now 
a rare  disease;  however,  prior 
to  the  advent  of  penicillin  it  was 
reported  as  the  etiologic  agent  in  4-26%  of 
patients  with  endocarditis.'’^’^’’  Now  large 
surveys  rarely  list  N.  gonorrhoeae  as  the 
causative  organism  of  endocarditis  and  we 
could  find  only  six  case  reports  since  1956.^  ® 
This  complication  of  disseminated  gonococcal 
infection  has  otherwise  changed  very  little 
from  the  pre-antibiotic  era. 

In  December,  1976  a 18  year-old  black  male 
presented  to  UNMC  with  a chief  complaint  of 
symmetrical  papular  purpura  on  his  lower 
extremities.  Additional  symptoms  included 
fever,  abdominal  pain,  migratory  arthralgias, 
and  tenosynovitis.  His  history  revealed 
adequate  therapy  for  urethral  gonorrhea  18 
months  before  admission  and  he  had  no 
sequelae.  A diastolic  heart  murmur  was  found 
and  investigated  2 months  before  presenta- 
tion. The  cardiologist  concluded  that  this 
murmur  was  hemodynamically  insignificant 
aortic  insufficiency  from  a congenitally  de- 
fective valve.  The  patient  was  again  seen  one 
month  before  admission  for  a flu-like  illness 
and  improved  with  symptomatic  therapy.  No 
antibiotics  had  been  taken  in  the  previous 
year. 

Physical  examination  revealed  a diaphoretic 
and  uncomfortable  male.  Temperature  spiked 
daily  to  39°C;  other  vital  signs  were  normal. 
There  was  a II/VI  early  short  blowing  diastolic 
murmur  heard  best  at  the  left  sternal  border 
which  was  unchanged  from  prior  descriptions. 
Aside  from  his  previously  described  rash  and 
tenosynovitis,  the  physical  exam  was  non- 
contributory. WBC  was  6,200  with  11  bands, 
58  segs,  28  lymphs,  2 monos,  and  1 eos. 
Hemoglobin  and  platelets  were  10.1  gm/dl  and 
250,000/cmm  respectively.  Chest  radiograph 
showed  the  heart  to  be  slightly  enlarged.  EKG 
uncovered  a intraventricular  conduction  delay 
and  an  echocardiogram  was  consistent  with 
LVH.  Eight  blood  cultures  over  2 days  were 
negative.  Urine  and  throat  cultures  were 
unrevealing.  Urethral,  rectal  and  pharyngeal 
cultures  for  N.  gonorrhoeae  were  negative.  A 
skin  biopsy  showed  perivascular  polymor- 
phonuclear infiltrates  with  negative  immuno- 
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fluorescent  staining.  Urinalysis  revealed  red 
and  white  blood  cells,  and  granular  and  byline 
casts.  A 24  hour  urine  protein  was  7.4  gm, 
mostly  albumin.  Rheumatoid  factor  and  direct 
Coombs  were  negative.  Gamma  globulins  were 
increased.  Edema  became  clinically  apparent 
and  he  was  treated  with  furosemide. 

The  patient  was  readmitted  3 times  over  the 
next  2 months.  He  remained  febrile  with  daily 
spikes  to  40°C.  There  was  no  change  in  his 
murmur.  The  rash  disappeared,  but  renal 
function  progressively  deteriorated.  Per- 
cutaneous renal  biopsy  showed  hypercellular 
glomeruli.  Electron  microscopy  showed  dense 
deposits  against  the  basement  membrane  and 
mesangial  proliferation.  Immunofluorescent 
staining  was  negative  for  IgG,  but  positive  for 
IgA,  IgM  and  B 1-C  globulin.  Prednisone  50 
mg  daily  was  begun  for  nephritis.  Repeated 
blood  cultures  were  negative  and  antibiotics 
were  withheld.  His  hemoglobin  had  fallen  to 
6.0  gm/dl  and  WBC  was  19,500  with  a left 
shift.  Serum  complement  (C3)  was  slightly 
decreased.  Gallium,  ventilation-perfusion  and 
liver-spleen  scans  were  normal.  Bone  marrow 
biopsy  and  cultures  were  noncontributory. 
Cyclophosphamide  200  mg  daily  was  begun  for 
nephritis  and  his  proteinuria  improved  to  4 
gm/24  hours. 

The  diastolic  murmur  then  changed  and  was 

•Requests  for  reprints  should  be  sent  to  Dr.  LeeRoy  K.  Meyer.  42nd  and 
Dewey  Avenue.  Omaha.  Nebraska  68105 
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intensified  by  inspiration.  A right  ventricular 
lift  was  palpable.  Echocardiogram  showed  an 
abnormal  pulmonary  valve,  a change  from  prior 
studies.  Cardiac  catheterization  demonstrated 
a severely  incompetent  pulmonary  valve  with 
large  vegetations.  Four  blood  cultures  were 
taken  from  the  pulmonary  artery.  He  was  taken 
to  surgery  where  an  abscess  extending  into  the 
annulus  was  found  and  the  pulmonary  valve 
was  excised.  Two  days  later  one  of  4 blood 
cultures  obtained  during  catheterization  and 
all  cultures  from  surgery  grew  N.  gonorrhoeae. 
The  patient  received  24  million  units  of 
aqueous  penicillin  G intravenously  daily  for  28 
days.  Two  years  after  surgery  the  patient  is 
asymptomatic  and  renal  and  cardiac  function 
were  normal. 

The  natural  history  of  gonococcal  endo- 
carditis was  described  in  the  preantibiotic 
era.'-2  At  the  time  of  diagnosis  half  of  the 
patients  with  untreated  gonococcal  septicemia 
progressed  to  endocarditis.-^  N.  gonorrhoeae 
has  a virulence  which  is  less  than  S.  aureus  but 
greater  than  S.  viridans.  It  can  invade  a normal 
valve  and  has  a distinctive  predilection  for  the 
pulmonic  valve.  Endocarditis  confined  to  the 
pulmonary  valve  should  suggest  N.  gonor- 
rhoeae as  the  bacterial  agent.  Acute  congestive 
heart  failure  was  the  reported  cause  of  death  in 
half  of  patients  with  gonococcal  endocarditis. 

There  is  an  unusual  double  daily  fever  spike 
in  half  of  these  patients.  Arthralgias  precede  or 
accompany  systemic  signs  of  gonococcal  en- 
docarditis more  often  than  any  other  symptom. 
Knees,  ankles,  and  wrists  are  the  joints  most 
often  affected,  and  tenosynovitis  is  commonly 
present.*-^  Anemia  has  a rapid  onset,  reaches  a 
marked  degree  and  correlates  with  the  pro- 
gression of  the  disease.^-^-  Renal  complications 
are  present  in  70%  of  patients  in  gonococcal 
endocarditis  and  uremia  is  the  cause  of  death 
in  40%  of  the  cases. ^ A summary  of  complica- 
tions found  at  autopsy  in  decreasing  order  of 
frequency  are  glomerulonephritis,  splenic  in- 
farcts, focal  myocardial  necrosis,  embolic 
pneumonia  and  interstitial  pancreatitis. 

Acute  nephritis  was  the  most  common 
complication  of  gonococcal  endocarditis  in  the 
preantibiotic  era.  However,  since  1956  this  is 
the  only  case  (1/7)  of  significant  renal  dys- 
function. Factors  predisposing  to  nephritis  are 
culture  negativity,  subacute  course  and  delay 
in  antibiotic  therapy.  We  could  find  no  other 


case  of  gonococcal  endocarditis  with  glome- 
rulonephritis where  immunofluorescent  stain- 
ing or  electron  microscopy  were  reported.  The 
histology  seems  to  fit  into  the  focal  classifica- 
tion; however,  only  a few  glomeruli  appeared  in 
the  specimen. 

A rash  is  present  in  one  third  of  patients 
with  gonococcal  endocarditis  and  is  either 
vesiculopustular  on  erythematous  base,  or 
hemorrhagic.  Both  rashes  begin  as  a pinpoint 
erythematous  macula.  The  purpuric  eruption 
is  identical  to  that  seen  in  meningococcemia 
and  can  be  confused  with  rheumatic  fever, 
drug  reactions,  nongonococcal  endocarditis, 
rheumatoid  arthritis,  rickettsiosis,  systemic 
lupus  erythematosis,  typhoid  fever,  periarteri- 
tis nodosa,  Henoch-Schonlein  purpura.^'^ 
Purpura  is  rare  in  nongonococcal  endocarditis. 
The  etiology  of  the  purpura  is  unknown. 
Infection,  toxic  effects,  and  immune  complex 
deposition  have  been  proposed  as  possible 
causes. 

In  the  preantibiotic  era  2 major  reviews  of 
gonococcal  endocarditis  reported  negative 
blood  cultures  in  24-34%  of  cases. Non- 
gonococcal endocarditis  during  the  same 
period  was  reported  to  be  culture  negative  10- 
33%  of  the  time.®  " Gonococcal  endocarditis 
has  been  implicated  as  being  more  commonly 
culture  negative,^®  but  we  find  little  evidence 
to  support  this  in  the  literature.  In  the  case 
presented  above  there  were  24  sterile  blood 
cultures.  Then  during  cardiac  catheterization 
one  of  four  blood  cultures  grew  N.  gonorrhoeae 
and  had  no  unusual  growth  requirements. 
Blood  sampled  from  the  pulmonary  outflow 
tract  may  increase  the  yield  of  positive  blood 
cultures  in  right-sided  endocarditis. 

Six  cases  of  gonococcal  endocarditis  re- 
ported since  1956  were  treated  with  18-40 
million  units  of  aqueous  penicillin  G IV  daily 
with  and  without  adjunctive  surgical  therapy. 
In  some  cases  additional  antibiotics  were  used 
prior  to  N.  gonorrhoeae  isolation.  All  patients 
recovered  to  leave  the  hospital.  Current 
suggested  therapy  is  at  least  10  million  units  of 
penicillin  G IV  daily  for  three  to  four  weeks. 
Erythromycin  6 gm  IV  and  3 gm  orally  daily  in 
six  divided  doses  has  been  successful  in  one 
case.^ 

References  may  be  obtained  from  the 
authors. 
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The  Changing  Average  Age 
of  the  Suicide  Victim  in  Nebraska 


Abstract 

The  incidence  of  suicide  among  young 
people  in  this  country  is  increasing.  This  is 
confirmed  in  this  study,  in  which  the  ages  and 
circumstances  of  all  deaths  by  suicide  in 
Douglas  County  (Omaha)  Nebraska  during  the 
years  1973-74  are  compared  with  those  of 
1958-59.  In  the  earlier  period,  the  average  age 
of  suicide  victims  was  54.23  years.  In  the  more 
recent  period,  the  average  age  was  43.83  years. 
The  difference  is  due  to  a dramatic  increase  in 
the  number  of  suicides  in  the  20-30  year  age 
group.  The  overall  suicide  rate  showed  a 
decrease  during  this  fifteen  year  period.  There 
was  a significant  increase  in  the  number  of 
suicides  by  firearms.  This  study  offers  some 
discussion  of  possible  factors  influencing  these 
changes. 

ONE  solution  to  life’s  vexing 
problems  is  self-annihilation. 
To  most,  this  may  seem  the 
least  desirable  solution,  but  there  are  always 
those  who  choose  it.  Historically,  philosophers 
have  considered  it  a reasonable  alternative  to 
living  in  distress,  particularly  for  the  infirm  and 
elderly.  Whether  or  not  a person  has  the  right 
to  take  his  own  life  has  been  an  ethical  problem 
without  answer. 

Attitudes  have  varied  with  cultural  and 
historical  settings.  For  the  Japanese,  until  the 
20th  century,  ritual  suicide  was  the  only 
honorable  answer  to  insurmountable  prob- 
lems. In  ancient  Greek  and  Roman  times, 
suicide  was  an  acceptable  form  of  death.  To 
the  Epicurean  philosophers,  it  was  a good  way 
to  terminate  life.  Lucretius,  himself  a suicide, 
stated  it  poetically: 

If  one  day  as  well  may  happen. 

Life  grows  wearisome. 

There  only  remains  to  pour  a libation 
To  death  and  oblivion. 

A drop  of  poison  will  close  your  eyes  to  the 
sun. 

And  waft  you  smiling  into  the  eternal  light 
Whence  everything  comes, 

And  to  which  everything  returns.' 


ROBERT  SABAS  ZARRANZ,  M.D. 
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655  West  8th  Street 
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To  the  Stoic,  it  was  a proper  alternative  to 
chronic  disease  and  senility.  Their  arguments 
were  supported  by  17th  century  European 
philosophers  such  as  Hume,  Voltaire,  and 
Montaigne.  These  views  carried  the  implica- 
tion that  suicide  was  not  for  the  young,  but 
only  for  the  old  and  much  distressed,  who  had 
little  hope  or  comfort  from  any  other  source.  In 
early  Christianity  suicide  for  a noble  cause  was 
acceptable  in  the  form  of  martyrdom.  This  was 
so  until  the  4th  century  when  St.  Augustine 
introduced  stringent  measures  to  reduce  sui- 
cide, which  included  the  refusal  of  funeral 
services,  burial  in  unconsecrated  grounds,  and 
confiscation  of  all  property.  Although  present 
views  are  less  restrictive,  suicide  is  still 
considered  an  unpardonable  sin.  Since  the 
19th  century,  western  civilization  has  regarded 
suicide  as  ignoble;  perhaps  a coward’s  way  out. 

Despite  negative  social,  religious,  and  philo- 
sophical views,  a significant  number  of  people 
choose  suicide  as  the  answer  to  overwhelming 
problems.  To  some,  it  is  an  escape  from 
physical  pain,  depression,  anxiety,  or  guilt;  to 
others,  a means  of  symbolic  revenge.  In  this 
country,  persons  who  take  their  own  lives  have 
been  middle  aged  or  older,  but  in  the  past 
decade,  suicide  has  become  prevalent  among 
the  young.  To  determine  how  it  has  affected 
this  community,  this  study  was  done. 

Method. 

The  ages  and  circumstances  of  all  deaths 
identifiable  as  suicide  in  Douglas  County, 
Omaha,  Nebraska,  in  1973  and  1974  were 
studied  and  then  compared  with  those 
included  in  1958  and  1959.  Data  was  obtained 
from  the  Douglas  County  Coroner’s  Office  and 
the  Nebraska  State  Department  of  Health, 
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Division  of  Vital  Statistics.  All  coroner’s 
reports,  regardless  of  the  cause  of  death,  were 
carefully  reviewed  for  both  periods.  By  this 
mechanism,  it  was  possible  to  detect  a few 
apparent  suicides  that  had  not  been  officially 
so  designated.  These  were  included  in  the 
study  based  on  the  total  information  found  in 
the  reports  and  not  necessarily  on  the  official 
classification.  Two-year  periods  were  used  to 
obtain  adequate  samples  for  statistical  analy- 
sis. 

The  data  collected  included  the  date  of 
death,  age,  sex,  race,  marital  status,  occupa- 
tion, method  of  suicide,  and  any  pertinent 
comment  available  from  the  coroner’s  reports. 
These  were  classified  into  ten-year  age  groups. 
(Graph  I).  The  mean,  standard  deviation, 
(S.D.)  and  the  standard  error  of  the  mean 
(S.E.M.)  were  computed.  Chi-square  and  two- 
tailed  T-tests  were  used. 

Douglas  County  is  largely  urban  with  ap- 
proximately one  fourth  of  the  population  of  the 
State  of  Nebraska.  Comparing  the  1960  and 
1970  censuses,  Douglas  County  experienced 
an  18%  increase  in  population,  but  there  was 
little  change  in  demographic  figures. 

Results. 

During  1958-59  the  number  of  suicides  was 
61,  and  the  highest  incidence  was  in  the  60-69 
age  group.  (Graph  I).  Analysis  of  the  data  for 
those  years  shows  the  mean  age  of  the  suicide 
victim  was  54.23  years  with  a standard 


deviation  (S.D.)  of  15.64  years,  and  a standard 
error  of  the  mean  (S.E.M.)  of  1.98.  For  the 
1973-74  period,  the  total  number  of  suicides 
was  58,  and  the  highest  incidence  of  suicides 
occurred  in  the  20-29  age  group.  For  the  year 
1973-1974,  the  mean  age  of  the  suicide  victim 
was  43.83  years.  The  standard  deviation  (S.D.) 
was  17.82  and  a standard  error  of  the  mean 
(S.E.M.)  was  2.32.  This  shows  a 10.4  year 
decrease  in  the  mean  age  during  this  15  year 
period.  Chi-square  test  of  the  age  group 
classification  for  the  two  periods  shows 
x2=20.9426  with  P-0.005.  The  T-test  showed 
T=3.3772  with  117  degrees  of  freedom, 
P=0.001.  This  is  for  a two-tailed  T-test 
comparing  the  means  of  the  two  groups. 

There  was  a considerable  increase  in  the 
number  and  percentage  of  suicides  by  self- 
inflicted  gunshot  wounds  from  39.3%  to 
58.6%.  (Table  I).  In  the  20-29  age  group,  in 
1958-1959,  there  were  no  deaths  by  gunshot 
wound,  but  in  1973-1974,  ten  of  the  17 
suicides  (59%)  of  the  same  age  group  were  by 
gunshot. 

Discussion. 

Comparison  of  the  two  groups  shows  a 
remarkable  and  Statistically  significant  change 
in  the  mean  age  of  the  suicide  victim.  There 
has  not  been  a significant  change  in  the  total 
number  of  suicides,  but  there  has  been  an 
increase  in  the  number  of  suicides  in  younger 
persons  with  a concomitant  decrease  in  the 
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Comparison  of  % of  suicides  in  10  year  age  groups  in  1958-59  and  1973-74. 
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Percentage  of  Suicide  Deaths  by  different  means  in  1958-59 
compared  with  1973-74. 


number  of  middle  aged  and  older  suicides. 
Self-annihilation  has  become  less  a char- 
acteristic of  the  old  and  more  a characteristic 
of  the  young. 

It  was  found  that  race,  sex,  or  social  status 
did  not  influence  the  decision  of  the  coroner  in 
his  classification.  According  to  Nebraska 
Statutes,  the  County  Coroner,  through  the 
County  Attorney’s  Office  is  the  person  who 
determines  the  cause  of  death.2  Despite 
careful  review,  there  are  some  deaths  which 
were  not  identifiable  as  suicides,  but  actually 
were.  If  all  could  be  identified,  it  would  not 
alter  the  pattern.  If  anything,  it  would  make  the 
age  difference  even  more  pronounced,  since  in 
the  recent  period  a number  of  fatal,  single 
occupant  car  accidents  are  unrecognized 
suicides,  and  these  are  mainly  younger  aged 
deaths.  The  topic  of  single  car  deaths  as 
suicides  has  been  covered  in  previous  litera- 
ture.^ 

Why  there  should  be  this  change  is  an 
interesting  subject.  Suicides  have  an  obvious 
high  association  with  depression,  particularly 
so  in  the  edlerly.  The  15  year  time  span 
covered  by  the  study  was  a period  during 
which  a great  deal  of  publicity  was  given  to 
depression  as  a treatable  disease. 

Physicians  were  exhorted  to  identify  and 
treat  the  depressed  patient.  All  means  were 
used  to  intercede  and  see  that  an  appropriate 
treatment  plan  was  established.  Lay  people 


were  also  provided  with  much  information 
about  the  treatability  of  depression.  Twenty- 
four  hour  emergency-help  telephones  were  set 
up  in  Douglas  County  as  well  as  in  other  major 
cities  in  the  United  States  where  people  were 
urged  to  call  if  they  felt  frightened,  depressed, 
or  suicidal.  Improved  recognition  and  care  of 
severely  depressed  patients  has  had  a signif- 
icant effect  in  preventing  suicides  in  the 
elderly.  Tricyclic  antidepressants  came  into 
use  during  this  time  and  were  used  with  a 
higher  frequency  in  the  older  depressed 
patients.  Perhaps  these  same  factors  may  have 
prevented  suicides  in  the  young  from  being  as 
high  as  they  otherwise  would  have  been,  but 
there  were  other  influences  operating  to 
increase  frustration,  alienation  and  depression 
in  younger  people,  causing  a higher  suicide 
rate  despite  better  efforts  at  diagnosis  and 
treatment  of  troubled  mood  conditions. 

The  number  of  deaths  caused  by  self- 
inflicted  gunshot  wounds  varied  directly  with 
the  number  of  young  suicides  and  indirectly 
with  the  number  of  older  suicides.  It  is 
reported  that  firearms,  particularly  handguns, 
are  now  more  available  in  the  United  States 
than  a few  years  ago. 

One  wonders  what  influence  the  turbulent 
1960s  may  have  had  on  the  changing  suicide 
rate  in  the  younger  generation.  The  20-29- 
year-olds  that  committed  suicide  in  the  1973- 
1974  period  experienced  their  adolescence 
during  the  1960s.  That  was  a time  of  turmoil. 
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The  youth  at  that  time  identified  with  many 
divergent  movements.  The  Civil  Rights  move- 
ment created  strong  feelings  and  the  war  in 
Southeast  Asia  divided  the  opinions  of  the 
general  population  creating  strong  antiwar 
sentiment  among  young  people.  The  youth 
identified  strongly  with  ideas  of  protest  and 
movements  for  political  reform.  A sexual 
revolution  had  its  beginnings  in  the  1960s 
along  with  such  social  movements  as  the 
hippies,  development  of  communes  and  the 
drug  culture. 

Death  was  associated  with  many  of  the 
emotional  issues.  The  political  leaders,  John 
and  Robert  Kennedy,  with  whom  the  youth 
identified  closely,  met  their  deaths,  and  racial 
issues  which  were  resolving  flared  again  with 
the  assassination  of  Dr.  Martin  Luther  King, 
Jr.  Aarwer-Fouer  describes  as  one  of  the  major 
influences  of  suicides  the  impulse  ridden 
character  disorder  citing  masochistic  disorders 
fusing  with  a lost  or  dead  ideal  or  good.-* 

Troubled  times  may  have  contributed  to 
what  Durkheim  described  as  the  anomic 
suicide;  the  suicide  which  results  from  the 
individual’s  inability  to  cope  with  a different 
social  situation,  a suicide  related  to  alienation. 
Durkheim’s  view  was  supported  by  two  studies 
in  1965.  One  by  Schumann  and  Joachim, 
indicates  a high  incidence  of  suicidal  ten- 
dencies among  homosexuals.  This  was  at- 
tributed to  their  feelings  of  inadequacy  and  a 
lack  of  someone  with  whom  to  identify.^  In 
another  study,  Dorpat,  Jackson  and  Ripley, 
reported  that  young  people  from  disrupted 
families  had  a significantly  higher  rate  of  both 
attempted  and  completed  suicides. ^ 

In  the  opinion  of  Petrim  Sorokim,  young 
people  afflicted  with  the  disillusionment  of  the 
1960s  turned  to  a “sensate  mentality  and  a 
sensate  culture.  Importance  is  given  to 


material  things,  sensory  gratification,  and 
control  of  the  external  world.  Emphasis  is 
placed  on  self-expression  and  sensual  fulfill- 
ment, morals  becoming  more  relative  and 
situational.  Among  Sorokim’s  forecast  of  what 
will  appear  in  society  as  a result  are  suicide, 
mental  illness  and  crime.  His  ideas  may  give 
cause  to  be  concerned  that  the  phenomenon  of 
increasing  suicide  will  increase  even  more. 

Today  sexual  gratification  seems  to  be  more 
important  than  sexual  morals.  Art,  literature, 
films,  and  theater  have  become  geared  toward 
entertainment.  Youth  is  less  repressed  with 
less  self  control.  Young  people,  in  embracing 
this  sensate  culture,  have  also  acquired  its 
disadvantages,  increasing  depression  and 
suicide. 

Suicide,  traditionally  more  characteristic  of 
the  elderly,  is  now  more  characteristic  of  the 
young.  It  can  only  be  hoped  that  further 
studies  or  cultural  changes  may  serve  to  break 
up  the  combination  of  factors  that  lead  youth 
to  self  destruction  in  increasing  numbers. 
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The  Carpal  Tunnel  Syndrome 
in  Family  Practice 


The  carpal  tunnel  syndrome  was 
first  described  in  the  medical 
literature  in  1913.  A method  of 
surgical  treatment  was  suggested  by  Marie  and 
Foix.  It  is  the  most  common  cause  of 
numbness,  tingling,  and  pain  in  the  hand,  but  is 
frequently  misdiagnosed. 

Women  over  40  account  for  approximately 
70  percent  of  the  affected  individuals.  Those 
with  occupations  requiring  repetitive  hand 
movements  seem  to  be  predisposed  to  this 
condition.  Any  patient  complaining  of  pain  and 
numbness  in  the  hand  should  be  investigated 
for  carpal  tunnel  syndrome. 

Carpal  tunnel  syndrome  results  from 
compression  of  the  median  nerve  in  the  carpal 
tunnel  of  the  wrist.  The  earlier  the  com- 
pression, the  more  vague  the  complaints  will 
be.  The  patient  may  complain  of  a tight 
sensation  in  the  hand  or  a vague  feeling  of 
numbness.  The  pain  and  numbness  gradually 
increase  in  severity  and  quite  often  is  worse  at 
night.  The  patient  may  awaken  to  rub  the  hand 
which  temporarily  alleviates  the  pain. 

As  the  disease  progresses,  symptoms 
become  more  severe,  and  atrophy  of  the  thenar 
eminence  occurs.  Hypesthesia  of  the  median 
distribution  occurs.  The  patient  rarely  realizes 
that  the  little  finger  is  spared.  The  patient  may 
complain  of  a decrease  in  grip  or  inability  to 
pick  up  small  objects. 

A transient  type  of  carpal  tunnel  syndrome 
has  been  described  in  women  who  are  preg- 
nant or  are  receiving  oral  contraceptives. 
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The  diagnosis  of  carpal  tunnel  syndrome  is 
made  by  careful  physical  examination,  coupled 
with  a high  index  of  suspicion.  Phalen’s  test 
involves  acute  wrist  flexion  for  approximately 
30  seconds.  If  there  is  a median  nerve 
compression,  paresthesia  of  the  fingers  may 
develop. 

Percussion  of  the  median  nerve,  Tinel’s  sign, 
will  cause  an  electrical  sensation  or  pares- 
thesia of  the  fingers. 

Electromyelography  can  be  used  to  demon- 
strate slowing  of  the  median  conduction  time 
across  the  carpal  tunnel. 

Early  treatment  is  directed  at  preventing 
wrist  flexion.  A wrist  splint  is  utilized  and 
should  be  continued  for  several  weeks,  if 
necessary.  Injection  of  Cortisone  into  the 
carpal  tunnel  may  reduce  edema,  but  should 
be  carried  out  with  caution. 

If  these  treatment  methods  are  unsuccessful 
and  symptoms  persist  or  thenar  atrophy 
occurs,  surgical  decompression  of  the  nerve  is 
necessary.  Once  thenar  atrophy  occurs,  surgi- 
cal decompression  will  not  restore  the  muscle. 
In  9 years  of  practice,  I have  had  27  patients 
with  carpal  tunnel  syndrome;  some  had  con- 
firmation with  electromyelography. 

A high  index  of  suspicion  for  carpal  tunnel 
syndrome  is  necessary  in  making  the  diagnosis 
in  any  patient  with  pain  in  the  hand.  Carpal 
tunnel  syndrome  is  not  a rare  entity  in  family 
practice. 
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Coronary  Disease  and  Atherosclerosis 
Risk  Factors  — Can  We  Alter 
the  Course  of  the  Disease? 


The  following  comments  were  prepared  as 
supplementary  data  to  introduce  the 
audience  to  the  subject  which,  in  fact,  was 
discussed  in  the  conference  with  audiovisual 
aids.  Space  and  time  does  not  permit 
publication  of  the  slide  material  and  it  should 
be  further  emphasized  that  the  data  below 
has  been  simplified  considerably  because  of 
the  wide  spectrum  of  those  who  attended  the 
course  (primarily  nonphysician  professionals). 

ONE  of  the  most  frustrating  prob- 
lems cardiologists  encounter 
are  the  patients  with  unrelenting 
progression  of  the  atherosclerotic  process.  I 
have  performed  coronary  angiography  on 
patients  since  1964  and  have  seen  many  of 
them  go  on  to  have  coronary  bypass  surgery 
and  many  of  these  have  had  gratifying 
results.  However,  as  the  years  have  gone  by 
a significant  number  have  progressed  to 
further  cardiac  events  (angina,  myocardial 
infarction,  heart  failure,  or  death)  because  of 
progression  of  the  atherosclerotic  process  in 
their  coronary  arteries.  Thus,  I became 
interested  in  looking  at  the  problem  from  a 
preventive  or  noninvasive  type  of  inter- 
vention (risk  factor  modification)  to  alter  the 
course  of  the  disease. 

Our  attempts  at  intervening  in  the  coro- 
nary atherosclerotic  process  are  directed  in 
two  main  directions  at  present.  Namely, 
modification  of  risk  factors  and  coronary 
bypass  surgery.  We  have  only  scratched  the 
surface  as  regards  understanding  the  mech- 
anisms of  the  genesis  of  atherosclerotic 
disease  in  the  arterial  wall  itself.  The 
important  roles  of  prostaglandins,  platelets, 
homocysteine  metabolism,  smooth  muscle  cell 
behavior,  arterial  lipid-removal  mechanisms, 
smooth  muscle  cell  receptors,  glycosamino- 
glycan  metabolism,  and  others  are  yet  to  be 
well-defined  as  regards  their  place  in  the 
overall  scheme  of  the  atherosclerotic  process. 
The  three  major  risk  factors  commonly 
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dealt  with  in  most  research  studies  are  “rich 
diet”  (the  clinical  expression  being  hyper- 
lipidemia), hypertension,  and  cigarette 
smoking.  The  overall  list  of  risk  factors  for 
coronary  heart  disease  is  as  follows  (and  this 
may  be  incomplete  according  to  some 
authors):  age,  male  sex,  hypercholesterol- 
emia, atherogenic  diet,  hypertension,  ciga- 
rette smoking,  diabetes  mellitus,  obesity, 
physical  inactivity.  Type  A behavior  pattern, 
family  history  of  coroneu'y  heart  disease  or 
high  blood  pressure,  electrocardiographic 
abnormalities,  tachycardia,  reduced  vital 
capacity,  gout,  hypertriglyceridemia,  softness 
of  drinking  water,  psychosocial  tensions, 
arcus  corneae,  diagonal  ear  lob  crease,  low 
plasma  high  density  lipoproteins,  abnormal 
urinary  steroid  excretion,  abnormal  self- 
perception of  health,  excessive  coffee 
drinking,  blood  Group  A,  shortness  of 
stature  and  mesomorphy,  baldness  and  early 
graying. 

Hypertension 

High  blood  pressure  must  first  be  detected 
- hence,  the  reason  for  the  recent  emphasis 
by  the  American  Heeu-t  Association  on 
hypertension  via  public  screening  clinics, 
physician  awareness  programs,  and  public 
educational  programs.  Secondly,  it  must  be 
aggressively  treated  since  treatment  may 
favorably  alter  the  onset  of  atherosclerosis 
or  the  course  of  the  disease  if  already 
present. 

Tobacco  Smoking 

Tobacco  smoking  is  considered  a major 
risk  factor  but  its  etiologic  relationship  to 
the  atherosclerotic  process  is  not  clear.  Once 
coronary  atherosclerosis  (coronary  heart 
disease)  is  present  however,  we  know 
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smoking  (or  any  type  of  nicotine  use)  is  a 
powerful  risk  factor  as  regards  the  incidence 
of  coronary  “events”  (angina,  myocardial 
infaction,  heart  failure,  or  death).  The  dis- 
continuance of  nicotine  use  is  one  of  the  most 
perplexing  problems  in  our  society  and  is  the 
subject  of  many  publications,  seminars, 
smoking  clinics,  and  the  like.  There  does  not 
appear  to  be  a universal  “cure”  for  the 
nicotine  habit.  The  answer  probably  lies  in 
proper  education  and  motivation  of  the 
individual  patient  regarding  the  risks  of 
nicotine  abuse.  An  interesting  and  hearten- 
ing fact  is  that  whereas  the  actual  number  of 
cigarettes  per  capita  has  increased  in  recent 
years,  the  actued  amount  of  tobacco  con- 
sumed per  capita  has  decreased  as  a result  of 
lowered  amounts  of  tobacco  per  cigarette. 

Hyperlipidemia 

The  dietary- cholesterol  “connection”  is 
oftentimes  embodied  in  the  term  “rich  diet” 
used  to  describe  one  of  the  three  major  risk 
factors.  The  clinical  correlate  is  that  of 
hyperlipidemia  which  refers  to  elevated 
amounts  of  fatty  substances  in  the  blood. 
The  substance  most  commonly  measured  is 
the  serum  cholesterol.  Recent  developments 
have  brought  attention  to  the  triglycerides  in 
the  blood  as  well  as  other  fractions  known  as 
high  and  low  density  lipoproteins.  Because  of 
the  mixture  of  our  audience,  a detailed 
account  of  lipid  metabolism  will  not  be 
presented  at  this  time. 

The  Atherosclerotic  process 

The  atherosclerotic  process  generally  may 
affect  arteries  anywhere  in  the  body.  De- 
pending on  the  particulau-  artery  involved, 
the  patient  may  develop  variable  symptom- 
atology. For  example,  if  the  arteries  to  the 
leg  are  involved,  cramps  in  the  leg,  gan- 
grene, or  even  loss  of  the  limb  may  result.  If 
the  arteries  to  the  brain  are  involved, 
strokes  may  occur  as  a -result  of  inadequate 
blood  supply  reaching  the  brain.  Today  we 
turn  our  attention  specificially  to  the  ather- 
osclerotic process  as  it  involves  those 
arteries  which  supply  the  heart  muscle  with 
blood  - the  coronary  arteries.  This  process  is 
known  collectively  as  coronary  heart  disease. 

Generally  the  atherosclerotic  process  is 
thought  of  as  analogous  to  “rusty  pipes”. 


There  is,  in  fact,  some  truth  in  this  analogy 
since  the  fatty  materied  which  is  deposited  in 
the  inner  wall  of  the  blood  vessel  ultimately 
blocks  blood  flow  though  the  vessel  in  the 
same  way  as  corrosive  material  in  pipes. 
However,  it  is  important  to  know  that  these 
areas  of  disease  known  as  atheromas  or 
atheromatous  plaques  are  dynamic  entities 
with  fatty  materials  moving  in  and  out  of  the 
atheroma  at  varying  rates.  Thus,  the  ulti- 
mate destiny  of  a given  atheromatous  plaque 
must  be  a spectrum  with  progression  at  one 
end  of  the  spectrum  and  regression  at  the 
other  end  of  the  spectrum.  If  the  rate  of  lipid 
ingress  to  the  plaque  is  greater  than  lipid 
egress,  then  progression  results.  If  the 
process  of  egress  is  greater,  then  regression 
of  the  block  in  the  artery  will  result.  The 
fact  that  the  atheromatous  process  is  this 
dynamic  phenomenon  offers  promise  in 
terms  of  being  susceptible  to  intervention 
and  alteration.  Thus,  we  must  not  view  the 
atherosclerotic  process  as  inevitable.  This 
promising  area  of  endeavor  only  relates  to 
the  “cholesterol  connection”.  However,  since 
the  subject  today  is  modification  of  risk 
factors,  this  avenue  will  be  explored  further 
below. 


Serum  Cholesterol  - Coronary  Heart 
Disease  Relationship 

There  is  definite  epidemiologic  evidence  of 
direct  correlation  between  serum  cholesterol 
and  coronary  heart  disease  in  populations  of 
people  the  world  over.  As  the  serum 
cholesterol  of  a population  rises  so  does  the 
incidence  of  coronary  heart  disease  in  that 
population  rise.  In  Germany  and  several 
other  countries  in  Europe  where  careful 
records  were  kept  during  the  years  prior  to, 
during  and  following  World  War  II,  it  was 
shown  that  the  drop  in  coronary  heart 
disease  death  rates  paralleled  the  drop  in  the 
serum  cholesterol  and  that  presumably  the 
drop  in  the  serum  cholesterol  was  related  to 
low  fat  diet  imposed  on  the  population 
because  of  wartime  shortages  of  meats  and 
dairy  products.  The  trend  both  in  the  serum 
cholesterol  and  coronary  heart  death  rate 
again  reversed  in  the  postwar  years  again 
presumably  as  meats  and  dairy  products 
became  more  abundant. 
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Dietary  factors 

Dr.  Jeremiah  Stamler  who  is  one  of  our 
foremost  authorities  on  the  epidemiology  of 
coronary  heart  disease  has  stated  . . in  no 
race  for  which  a high  cholesterol  intake  (in 
the  form  of  eggs,  butter,  and  milk)  and  fat 
intake  are  recorded  is  atherosclerosis  absent 
. . . Where  a high  protein  diet  is  consumed, 
which  naturally  contains  small  quantities  of 
cholesterol,  but  where  the  neutral  fat  intake 
is  low,  atherosclerosis  is  not  prevalent. 
Dr.  Stamler  has  also  made  a rather  definitive 
statement  regarding  the  relative  importance 
of  diet  as  compared  to  the  other  two  major 
risk  factors:  “However,  since  the  data  from 
both  animal  and  human  studies  indicate  that 
high  blood  pressure  and  cigarette  smoking 
are  minimally  significant  in  the  absence  of 
the  nutritional-metabolic  prerequisites  for 
atherogenesis,  it  is  further  reasonable  and 
sound  to  designate  rich  diet  as  a primary, 
essential,  necessary  cause  of  the  current 
epidemic  of  premature  atherosclerotic  disease 
raging  in  the  Western  industrialized  countries.” 
He  emphasizes  that  this  designation  of  both 
practical  and  theoretical  importance  in  no 
way  detracts  from  the  relevance  of  cigarette 
smoking  and  hypertension  in  terms  of  medi- 
cal care  and  public  health  approaches  to  the 
prevention  and  control  of  the  epidemic.  Dr. 
Stamler  and  others  have  pointed  out  that  we 
must  carefully  differentiate  between  “nor- 
mal” serum  cholesterol  levels  and  “safe”  or 
“acceptable”  levels.  Whereas  the  average 
serum  cholesterol  in  a country  with  an 
extremely  low  incidence  of  atherosclerotic 
disease  may  be  approximately  150  mg  % , the 
average  serum  cholesterol  in  the  United 
States  is  approximately  245.  It  has  been 
stated  repeatedly  that  in  populations  of 
people  where  the  serum  cholesterol  levels 
average  150  or  less,  atherosclerosis  is  very 
uncommon  and  the  upper  limits  of  normal  for 
the  “safe”  range  are  somewhere  around  170 
mg  %.  Thus,  although  many  of  us  in 
America  may  have  “normal”  or  “expected” 
levels  of  serum  cholesterol,  these  levels,  if 
much  above  200  mg  % , are  not  “safe”  or 
“acceptable.”  It  is  the  lack  of  understanding 
this  concept  which  has  led  to  much  confusion 
regarding  the  relationship  between  diets, 
serum  cholesterol,  and  the  etiology  as  well  as 
the  progression  and  natural  history  of  the 
atherosclerotic  process. 


Dietary  modifications 

The  total  fat  content  in  terms  of  percent- 
age of  caloric  energy  of  the  average  Ameri- 
can diet  has  been  approximately  42-45%  . In 
recent  years  attempts  to  reduce  serum 
cholesterol  primarily  by  reducing  cholesterol 
intake  and  saturated  fat  intake  alone  re- 
sulted in  a variety  of  diets  with  total  fat 
contents  of  from  35-40%  . It  has  been  shown 
that  restriction  of  dietary  cholesterol  alone 
does  not  significantly  alter  the  serum  choles- 
terol and,  in  fact,  one  must  make  severe 
reductions  in  saturated  fats  and  then  in  total 
fats  before  stepwise  reduction  of  serum 
cholesterol  can  be  obtained. 

Based  on  recommendations  from  the  Na- 
tional Heart,  Lung,  and  Blood  Institute,  the 
Senate  Select  Committee  on  Nutrition  and 
Human  Needs  has  recommended  that  goals 
for  the  average  American  diet  be  as  follows: 
The  42%  fat  portion  of  the  current  American 
diet  is  made  up  of  16%  saturated,  19% 
unsaturated,  and  7%  polyunsaturated  and 
the  recommendation  is  to  reduce  this  to  10% 
saturated,  10%  non-unsaturated,  and  10% 
polyunsaturated  with  a total  fat  content  of 
30%  fat.  The  12%  protein  of  the  current  diet 
shall  remain  the  same  in  the  new  dietary 
goals  recommended  by  the  committee.  The 
46%  carbohydrate  content  of  the  current 
diet  is  made  up  of  22%  complex  carbo- 
hydrates, 6%  naturally  occurring  sugars, 
and  18%  refined  and  processed  sugars.  The 
new  dietary  goal  is  a carbohydrate  content  of 
the  diet  of  58%  made  up  of  48%  complex 
carbohydrates  and  naturally  occurred  sugars 
and  10%  refined  and  processed  sugars.  The 
reason  that  the  fat  content  was  not  reduced 
further  than  30%  is  because  of  the  concept 
of  “compliance.”  In  other  words,  if  the  diet 
were  made  too  restrictive  in  fat  intake, 
Americans  simply  would  not  be  willing  to 
drastically  change  their  diets  or  life  styles 
and  hence,  all  efforts  at  changes  in  dietary 
life  style  might  be  abandoned  by  discouraged 
American  eaters.  Because  of  the  large  num- 
ber of  patients  with  atherosclerotic  disease 
in  the  middle  age  categories  and  in  our 
efforts  to  offer  them  something  in  terms  of 
dietary  hope  for  a modification  of  the  natural 
history  of  the  disease,  there  has  been 
interest  in  diets  with  total  fat  contents  in  the 
range  of  10-15% . Interestingly,  this  is  the 
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range  of  fat  content  found  in  those  countries 
in  the  world  where  the  serum  cholesterol 
levels  are  extremely  low  and  where  athero- 
sclerotic disease  is  extremely  uncommon. 
The  so-called  “Pritikin  Program”  is  currently 
enjoying  some  popularity  since  it  is  an 
attempt  at  “Americanization”  of  an  extreme- 
ly low  fat  type  of  dietary  program.  For  those 
who  wish  to  have  more  medical  accreditation 
for  the  dietary  plans  they  offer  their  pa- 
tients, the  American  Heart  Association  pub- 
lishes a variety  of  diets  in  terms  of  fat 
contents  with  the  lowest,  in  fact,  being  a 
10-15%  fat  content  diet  known  as  the 
American  Heart  Association  Extremely  Low 
Fat  Diet  Type  D. 

For  the  healthy  asymptomatic  patient  who 
wishes  to  minimize  his  risk  for  atheroscler- 


osis and  coronary  heart  disease,  it  would  be 
prudent  to  attempt  to  follow  a diet  along  the 
lines  recommended  by  the  Senate  Select 
Committee  on  Nutrition  and  Human  Needs. 
If  the  patient  is  healthy  and  asymptomatic 
but  with  a family  history  of  premature 
atherosclerotic  disease,  it  may  be  reasonable 
for  him  to  attempt  to  reduce  his  fat  intake  to 
even  lower  levels  of  20-30%  fat.  The  patient 
in  his  40  s or  50  s who  has  known  coronary 
heart  disease  would  do  well  to  make  every 
effort  to  attempt  to  follow  a 10-15%  dietary 
fat  content  type  of  diet  as  mentioned  above. 
Lastly,  it  would  be  prudent  for  the  patient 
who  has  undergone  aortocoronary  vein 
bypass  graft  surgery  for  coronary  occlusive 
disease  to  follow  the  10-15%  fat  dietary 
program. 


Health  Care  Maintenance 
in  Nebraska  Preceptorship  Sites 


The  Department  of  Family 
Practice,  University  of  Nebras- 
ka College  of  Medicine,  super- 
vises the  preceptorship  program  for  medical 
students.  The  experience  is  designed  as  an 
exposure  to  primary  care,  to  the  family 
practice  concept,  and  to  rural  Nebraska.  For 
students  who  are  planning  to  enter  secondary 
or  tertiary  medical  care  specialties,  the 
primary  care  experience  should  allow  them  an 
appreciation  for  the  quality  of  medical  care 
which  they  can  expect  their  patients  to 
receive  after  diagnosis  and  preliminary  treat- 
ment. 

Method  and  Results.  The  department 
chose  an  audit  of  health  care  maintenance  as  a 
survey  instrument  for  the  preceptor’s  office 
records.  A survey  form  was  designed  to 
accomplish  this.  The  audit  involved  children 
born  in  the  practice  in  the  years  1975-1977 
whose  medical  care  had  continued  through  the 
next  two  years.  Five  charts,  usually  selected  by 
the  physician  or  his  office  assistant  were 
reviewed.  53  (76%)  offices  out  of  69  partici- 
pated. 

Noncompliance  with  our  audit  is  attributed 
to  physicians  entering  practice  after  1976  or 
not  seeing  newborns  then  and  those  who  felt 
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that  the  privacy  of  their  office  records  could 
not  be  violated.  At  some  locations,  interviews 
could  not  be  arranged  or  were  not  conducive  to 
audit. 

The  periods  of  time  selected  for  audit  were 
ages  of  one,  two,  four,  six,  nine,  twelve,  fifteen 
months;  and  two  years.  It  was  necessary  to 
take  some  liberty  with  the  scoring  since  some 
physicians  see  their  infants  at  two  and  six 
weeks;  then  at  three,  five,  and  seven  months. 
Since  some  preceptors  terminate  their  infant 
care  at  18  months  rather  than  at  two  years,  the 
15  month  bracket  illustrates  15  and  18  month 
groups. 

History  and  physical.  Knowing  the  pro- 
pensity of  the  private  physician  for  brevity,  any 
written  record  including  “P.E.  negative”  or  “all 
O.K.”  was  accepted  as  evidence  that  a 
reasonable  history  and  physical  had  been 
done.  Some  practices  have  dictated  S.O.A.P. 
notes. 
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Developmental  assessment.  Some  offices 
record  only  weights.  Most  offices  record 
weight  and  height  and  a few  record  head 
measurements.  Most  practices  use  growth  and 
development  charts. 

DPT,  OPV.  Some  physicians  preferred  U.S. 
Department  of  Public  Health  guidelines  to  the 
American  Academy  of  Pediatrics,  so  that  in 
some  instances  the  polio  administration  and 
the  DPT  administration  were  given  separately. 
This  staggered  administration  created  as  many 
as  6 compliance  marks  in  our  survey  when  four 
were  considered  to  be  maximal.  It  was  found  to 
be  a common  practice  among  the  physicians  to 
give  the  booster  dose  of  OPV-DPT  at  age  18 
months. 

MMR.  The  most  consistent  item  on  the 
survey  was  the  MMR  immunization,  where 
88%  received  the  immunization.  The  varia- 
tions were  in  three  practices  where  outbreaks 
of  rubella  occurred.  Immunization  had  been 
administered  at  the  earlier  time  and  was 
repeated  at  the  standard  time,  or  later. 

Diagnostic  studies.  The  TB  skin  test  is 
recommended  at  nine  months.  The  greatest 
variation  in  the  offices  of  Nebraska  preceptors 
would  appear  to  be  with  Tuberculin  testing 
and  in  the  office  use  of  the  laboratory.  Most 
preceptors  felt  that  their  communities  had  a 
sufficiently  low  index  of  tuberculosis  that  the 
TB  test  has  no  place  in  routine  office  practice. 


One  physician  routinely  does  the  Tine  test  in 
children  entering  kindergarten.  Some  offices, 
where  tuberculosis  was  recognized  as  a health 
hazard,  are  careful  to  do  TB  testing.  Very  often 
the  test  is  done  only  because  it  is  encouraged 
by  national  public  health  standards  or  at  15 
months  in  conjunction  with  the  MMR  vaccine. 

Laboratory  procedures  were  used  by  most 
preceptors  on  the  basis  of  clinical  indications 
rather  than  as  a health  care  maintenance 
procedure.  Most  of  the  laboratory  procedures 
were  hemoglobins  for  children  suspected  of 
being  anemic. 

Conclusions 

In  nonmetropolitan  areas,  thoughts  should 
be  given  to  eliminating  the  TB  skin  test  as  a 
necessity  of  early  health  care,  and  perhaps 
using  this  test  as  a prerequisite  for  entering  the 
public  school  system.  Further  study  should 
compare  the  percentage  of  positives  at  9 
months  to  those  at  5 years.  National  standards 
may  not  apply  to  every  practice  situation  and 
individual  judgment  continues  to  be  necessary. 

The  immunization  standards  of  either  the 
A.A.P.  or  the  U.S.D.P.H.  should  be  used.  Any 
standard  growth  and  development  chart,  such 
as  the  Iowa  Grid,  can  be  an  adequate  tool.  The 
Denver  Developmental  Screening  Test  is 
recommended  at  one  year.  Use  of  laboratory 
could  be  improved  by  some. 


August  1980 


Nebraska  Medical  Journal 


233 


Down  Memory 

1.  The  ravages  of  septic  infections  among 
infants  which  occurred  in  the  pre-antiseptic 
and  pre-aseptic  era  are  practically  unknown  to 
the  present  generation  of  physicians,  though 
even  now  the  condition  occurs  perhaps  more 
frequently  than  is  commonly  recognized. 

2.  It  is  undoubtedly  true  that  over-work, 
business  cares,  great  responsibilities  and 
excesses  of  one  kind  or  another  certainly  lead 
to  the  development  of  a true  nervous 
dyspepsia. 

3.  We  might  refer  to  Oliver  Wendell 
Holmes,  as  one  of  the  pioneers  who  sounded 
the  alarm,  in  the  fight  against  the  microbe. 

4.  Over  five  thousand  physicians  regis- 
tered at  A.M.A.  headquarters,  which  must 
mean  that,  including  the  ladies,  at  least  7,500 
persons  interested  in  the  medical  profession 
were  entertained  in  Detroit  during  the  week. 

5.  The  Supreme  Court  in  deciding  that  the 
Government  had  no  right  to  veto  part  of  the 
appropriation  made  by  the  legislature  for  state 


Lane 

institutions  has  caused  the  release  of  about 
five  hundred  thousand  dollars  much  needed. 

6.  The  complications  and  sequelae  of 
chronic  ulcerative  colitis  are  numerous  and 
often  serious.  These  may  be  polyposis,  malig- 
nancy, stricture,  perirectal  fistula  and  abscess, 
endocarditis,  arthritis,  severe  anemia,  or  per- 
foration resulting  in  peritonitis  or  abscess. 

7.  Gangrene,  usually  of  the  dry,  mummify- 
ing type,  is  not  infrequently  seen  in  the  fingers 
or  toes,  or  even  on  the  whole  foot. 

8.  Following  the  intravenous  injection  of 
typhoid  vaccine,  a typical  and  quite  constant 
reaction  takes  place. 

9.  Removal  of  a section  of  the  sympathetic 
network  surrounding  the  main  artery  has 
seemed  to  be  followed  by  the  most  pronounced 
relief. 

10.  Our  War  Office,  in  the  beginning  started 
to  enlist  all  the  immunes  that  were  possible  to 
obtain. 

Nebraska  State  Medical  Journal,  August,  1930. 


Books 

The  eye  and  systemic  disease;  edited  by  Frederick  A. 
Mau.solf,  M.D.;  496  pages;  hard  cover  $49.00;  second 
edition;  published  1980  by  C.V.  Mosby  Company,  St. 
Louis. 

This  is  a beautiful  book.  There  are  18  chapters,  written 
by  22  authors,  who  are  from  .Johns  Hopkins,  Mayo,  NIH; 
and  from  New  York,  Lebanon,  Georgia,  California,  and  of 
course  Iowa  City,  where  an  international  symposium  was 
held,  where  Doctor  Mausolf  trained,  and  where  the 
world’s  leading  ophthalmologists,  internists,  and  derma- 
tologists were  included:  Doctor  Mausolf  has  now  settled  in 
Lincoln,  Nebraska. 

The  print  is  good,  and  reading  is  easy.  There  are 
extensive  references,  and  they  are  numbered  and  referred 
to  in  the  text,  so  that  they  are  far  more  useful  than  a 
bibliography.  There  is  a good  index.  The  illustrations  are 
excellent,  and  they  are  scattered  throughout  the  book  in 
profusion. 

You  will  learn  about  the  eye  and  nutritional  disease, 
collagen  disease,  dial)etes,  metabolism,  vascular  disease, 
gastrointestinal  disease,  and  others. 

Ophthalmologists  have,  as  Doctor  Blodi  says  in  the 
foreword,  been  fortunate  enough  to  have  been  organ 
oriented  since  ophthalmology  was  established  as  a 


specialty;  and,  as  I remember,  this  was  the  very  first 
specialty.  Doctor  William  Bean  tells  us  in  the  first  chapter 
of  the  book,  that  Peter  Mayer  Latham  said  that  in  the  eye 
you  see  almost  all  disease  in  miniature,  and  as  through  a 
glass.  That  is  what  this  book  is  about:  The  eye  and 
systemic  disease. 

F.C. 

Current  pediatric  diagnosis  & treatment;  edited  by  C. 
Henry  Kempe,  M.D.,  Henry  K.  Silver.  M.D.,  and  Donough 
O’Brien,  M.D.;  limp  cover  $20.00;  1122  pages;  published 
1980  by  Lange  Medical  Publications,  Los  .Mtos,  Cali- 
fornia. 

The  editors  have  themselves  contributed  to  the  writing 
of  the  book  and  I counted  47  more  authors.  The  book  has 
been  translated  into  three  other  languages,  and  will 
appear  in  two  more.  This  is  a textbook,  and  not  a 
handbook  of  pediatrics.  It  first  appeared  in  1970,  comes 
out  in  a revision  every  two  years,  and  is  now  in  its  sixth 
edition. 

There  are  .88  chapters,  an  index,  unnumbered  ref- 
erences, tables,  and  figures.  Printing  is  good.  There  is  a 
reference  to  the  Cole  endotracheal  tube,  in  the  index  and 
in  the  text.  The  hook  is  up-to-date,  all-inclusive,  and 
recommended. 

F.C. 
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Between  Cases 

Lines  I Like. 

I never  got  your  bill. 

Words  I Can  Do  Without. 

Currently,  prior  to,  normally,  upcoming, 
replicate. 

A New  Specialty. 

Liebestrauma. 

For  people  unhappy  in  love. 

Section  On  Symmetry', 

And  On  English  And  Anatomy. 

He  has  a complete  loss  of  the  use  of  the  right 
upper  extremity  and  a complete  loss  of  use 
of  the  right  hand. 

I Know. 

His  memory  was  slightly  crowded  initially. 

Division  Of  Statistics. 

Three  out  of  four  married  women  in  the 
United  States  become  widows. 

Pasteur  & I. 

Pasteur  would  not  shake  hands. 

I don’t  blame  him. 

Trust  Me. 

The  Curies’  notebooks  are  still  radioactive. 

In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

Sullivan,  James  F.,  M.D.,  born  February  17, 
1924,  died  May  16,  1980,  St.  Louis  Univer- 
sity School  of  Medicine,  graduated  in  1951, 
practiced  in  Omaha,  Nebraska,  NMA  and 
AMA  member. 


Hille,  Richard  W.,  M.D.,  born  October  2, 1898, 
died  April  9,  1980,  University  of  Nebraska 


Scurvy  Department. 

Women  hardly  ever  get  scurvy. 

On  Learning  Anatomy. 

What  we  learn  with  pleasure  we  never  forget. 
Mercier. 

Medicine  & Philosophy. 

Over  the  door  of  a library  in  Thebes  is  the 
inscription  “Medicine  for  the  soul.” 
Diodorus  Siculus. 

Thought  You’d  Like  To  Know. 

Eskimo  women,  I have  read,  do  not  men- 
struate, & do  not  conceive,  during  the  long 
nights. 

Read  It  Again. 

He  also  made  numerous  suicide  attempts, 
some  of  which  were  lethal. 

ENT  Department. 

An  exam  revealed  an  atrophic  rhinitis  on  the 
left  side  and  the  right  side  was  bitter. 

If  You  Play  Chess. 

It  is  always  too  early  for  P-KB4. 

Yates. 

& On  Smoking. 

Smoking  is  one  of  the  leading  causes  of 
statistics. 

F.C. 


College  of  Medicine,  graduated  1923,  prac- 
ticed in  Comstock  and  Arcadia,  Nebraska, 
NMA  member. 

Worthman,  Herbert  W.,  M.D.,  born  November 
7,  1903,  died  May  29,  1980,  University  of 
Nebraska  College  of  Medicine,  graduated  in 
1929,  practiced  in  Louisville,  Nebraska, 
NMA  and  AMA  member. 
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Was  hingtoNo  tes 


To  the  Democrats. 

The  AMA  has  urged  the  Democratic  Party 
Platform  Committee  to  direct  more  federal 
effort  toward  the  support  of  the  private  sector 
in  order  to  strengthen  the  quality  and  acces- 
sibility of  medical  care  for  all  Americans. 

Testifying  before  the  platform  committee  in 
Washington,  AMA  Chairman  Lowell  Steen, 
M.D.,  said  the  private  sector  is  best  equipped 
to  take  the  lead  in  these  activities  with  the  role 
of  the  government  limited  to  a supportive  one. 

The  Platform  should  include  a strong 
statement  urging  the  elimination  of  unneces- 
sary federal  regulation  in  medicine.  Dr.  Steen 
said. 

Noting  that  the  medical  profession  is  not 
opposed  to  all  regulation,  the  AMA  official 
said  that  any  regulation  attempting  to  dictate 
physician  medical  judgment  and  practice  must 
be  avoided.  Any  interference  with  the  phy- 
sician-patient relationship  and  the  confiden- 
tiality of  this  relationship  should  be  opposed. 
Dr.  Steen  said. 

The  AMA  recommended  that  the  Platform 
call  for  reforms  in  the  regulatory  process  and 
that  federal  agencies  be  more  publicly  ac- 
countable for  their  activities. 

A key  proposal  was  that  the  Platform  call  for 
increased  efforts  to  improve  the  nation’s 
health  status.  “Included  should  be  continued 
support  for  medical  manpower  and  health  care 
facility  development,  with  increased  research 
in  the  basic  medical  sciences.  Special  efforts 
should  be  concentrated  in  areas  of  health 
education  for  all  individuals.” 

The  Democratic  Committee  was  asked  to 
recognize  the  Voluntary  Effort  (VE)  initiated 
by  various  private  sector  parties  as  the  most 
effective  and  appropriate  means  of  meeting 
hospital  cost  issues.  “It  has  succeeded  in 
holding  down  the  rate  of  increase,”  said  Dr. 
Steen. 

The  Platform  should  emphasize  support  to 
private  sector  efforts  to  improve  health  in- 
surance coverage  and  protection,  especially 
aginst  catastrophic  illness,  said  Dr.  Steen. 
Improvements  also  should  be  sought  in 


Medicare  and  Medicaid  to  assure  mainstream 
medical  care,  he  added. 

The  overwhelming  majority  of  the  popula- 
tion has  coverage  for  medical  services,  but 
there  are  still  gaps  in  coverage.  Dr.  Steen  said. 
“However,  those  problems  do  not  necessitate  a 
radical  restructuring  of  the  health  care  delivery 
system,  such  as  is  proposed  by  the  President 
or  by  Senator  Kennedy  in  their  National 
Health  Insurance  plans.” 

The  AMA  Chairman  said,  “We  reject  the 
notion  that,  to  meet  the  challenges  of  tomor- 
row, we  must  scrap  the  success  of  yesterday 
and  today.  Private  health  insurance  has  been  a 
successful  vehicle  to  opening  the  access  to 
medical  care  for  the  vast  majority  of  our 
population.  We  believe  that  the  private  sector 
can,  in  cooperation  with  the  federal  govern- 
ment where  necessary,  close  the  remaining 
gaps  in  insurance  coverage.” 

Dr.  Steen  said  the  Democrats  should  include 
in  their  Platform  a call  on  the  federal 
government  “to  keep  its  promise  to  the  elderly 
and  the  poor  — that  Medicare  and  Medicaid 
eliminate,  not  perpetuate,  financial  barriers  to 
mainstream  medical  care.” 


Drug  approval. 

Despite  the  insistence  of  the  Food  and  Drug 
Administration  that  there  is  no  lag  time  in  the 
approval  process  for  new  drugs,  the  U.S. 
General  Accounting  Office  has  declared  the 
drug  lag  official. 

In  a recent  report  entitled  “FDA  Drug 
Approval  — A Lengthy  Process  That  Delays 
the  Availability  of  Important  New  Drugs,”  the 
GAO  said  that  for  some  important  drugs  (those 
providing  a major  or  modest  gain  over  any 
other  marketed  drugs),  the  approval  process 
delays  the  availability  of  the  therapeutic 
benefits  a drug  may  provide  to  the  public.” 

The  report  found  that  during  one  particular 
period,  July,  1975  to  February,  1978,  the  FDA 
approved  14  significant  new  drugs,  13  of  which 
had  already  been  approved  abroad.  Norway, 
Canada,  and  Switzerland  approve  new  drugs 
on  an  average  of  one  half  the  U.S.  approval 
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time,  while  England  averages  one  fifth  the  U.S. 
approval  time. 

Generic  names. 

The  HHS  Department  is  sending  a cata- 
logue of  comparative  price  information  on  184 
prescription  drugs  to  all  physicians  and 
pharmacists. 

The  catalogue  divides  184  of  the  most 
frequently  prescribed  drugs  plus  aspirin  and 
acetaminophen  into  16  therapeutic  categories 
such  as  analgesics  and  anti-infectives. 

Under  each  category,  the  guide  lists  the 
generic  and  trade  names  for  each  drug,  the 
marketer  of  the  products,  and  the  cost  to  the 


pharmacist  of  an  amount  equal  to  one  day  of 
therapy  of  each  drug.  Bar  graphs  show  the 
daily  therapy  cost  of  each  drug  relative  to 
other  brands  of  the  same  drug. 

HHS  said  about  half  of  the  drugs  commonly 
prescribed  in  the  U.S.  are  available  from 
multiple  sources  — by  both  brand  and  generic 
names  — and  at  widely  varying  prices. 

Current  statistics  show  that  only  12  percent 
of  written  prescriptions  specify  the  generic 
names  of  a drug. 

Pharmacists  are  allowed  in  35  states  to 
dispense  lower  priced  generic  drugs  in  place  of 
brand  name  products  without  the  consent  of 
the  physician  unless  the  physician  indicates 
that  the  patient  needs  the  higher  priced  brand. 


Welcome  New  Members 


Harjeet  R.  Walia,  M.D. 
17th  & N Street 
Lincoln,  Nebraska  68508 


Frederick  A.  Mausolf,  M.D. 
1102  Sharp  Bldg. 

Lincoln,  Nebraska  68508 


The  Letter  Box 

Dear  Doctor  Cole: 

VVe  would  very  much  appreciate  your 
making  a change  in  the  announcement  of  our 
1980  Assembly  in  the  upcoming  issues  of  The 
Nebraska  Medical  Journal,  to  read  as  follows: 


48th  Annual  Postgraduate  Assembly,  Oma- 
ha Mid-West  Clinical  Society;  October  27,  28, 
and  29,  1980;  The  Red  Lion  Inn  (formerly.  The 


Michael  Morrison,  M.D. 

808  South  52nd  Street 
Omaha,  Nebraska  68106 

John  D.  Kugler,  M.D. 

University  of  Nebraska  Medical  Center 
42nd  & Dewey  Avenue 
Omaha,  Nebraska  68105 


Omaha  Hilton  Hotel).  For  information,  please 
write  to: 

Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  Street,  #210-A 
Omaha,  Nebraska  68114 
Thank  you. 

Sincerely, 

Omaha  Mid-West  Clinical  Society 
Lorraine  E.  Seibel 
Executive  Secretary 
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Coming  Meetings 


CRIPPLED  CHILDRENS  CLINICS  — 
August  9 — Norfolk,  Elks  Lodge 
September  27  — Ainsworth,  Elementary 

School 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  2-4,  1980,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 

— Alumni  Reception,  October  7,  1980,  in 
New  Orleans,  in  conjunction  with  American 
Academy  of  Family  Physicians  meeting. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 

— Alumni  Centennial  Gourmet  Dinner  and 
Dance,  Monday,  October  27,  1980,  at 


Holiday  Inn  High  Rise,  70th  and  Grover, 
Omaha;  in  conjunction  with  Omaha  Mid- 
West  Clinical  Society  Postgraduate 
Assembly. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 48th  Annual  Postgraduate  Assembly: 
October  27,  28,  and  29,  1980;  Omaha  Hilton 
Hotel;  write  to:  Lorraine  E.  Seibel,  Execu- 
tive Secretary,  7363  Pacific  Street,  #210-A, 
Omaha,  Nebraska  68114. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Interim  Session,  House  of  Delegates, 
December  7-10,  1980,  San  Francisco,  Cali- 
fornia. 


NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  May  3-6,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska 


Our  Medical  Schools 


The  sun. 

While  suntans  may  be  desirable  to  some, 
getting  one  can  be  medically  disadvantageous 
if  you  take  certian  medications,  according  to  an 
assistant  professor  of  dermatology  at  the 
University  of  Nebraska  Medical  Center. 

Dr.  John  R.  Luckasen  says  that  people  who 
use  certain  types  of  therapeutic  drugs  are 
especially  susceptible  to  sunburns  and  skin 
problems  that  result  from  overexposure  to  the 
sun. 

Because  of  their  little  understood  relation- 
ship with  sunlight,  some  types  of  antibiotics, 
tranquilizers,  and  high  blood  pressure  medica- 
tions can  make  their  users  photosensitive,  or 
extremely  sensitive  to  the  rays  of  the  sun.  As  a 
result,  these  people  not  only  burn  more 
readily  than  usual,  but  they  also  develop 
complications  and  allergic  reactions,  as 
blisters  and  rashes. 

“Instead  of  taking  an  hour  in  the  sun  to  get  a 
tan  as  they  normally  would,  people  who  take 
these  medications  can  be  burned  within  10  or 


15  minutes,”  Dr.  Luckasen  said.  “So  if  they’re 
going  to  be  out  in  the  sun  these  people  should 
be  very  careful  and  ask  their  doctors  whether 
their  medications  are  photosensitizers.” 

If  they  are.  Dr.  Luckasen  said  patients 
should  check  with  their  physicians  concerning 
alternative  medications  without  the  photo- 
sensitive side  effects.  These  patients  should 
also  investigate  the  use  of  a sunscreen  or 
protective  lotion. 

While  medications  are  often  the  basis  for 
photosensitivity  problems,  hormonal  changes 
in  the  body  due  to  pregnancy  or  oral  contra- 
ception can  cause  other  sun-related  skin 
problems,  he  said. 

Dr.  Luckasen  explained  that  because  of 
fluctuations  in  the  hormonal  balance  during 
pregnancy  or  contraception  and  their  sub- 
sequent effect  on  skin  pigmentation,  expectant 
mothers  and  women  on  birth  control  pills  tend 
to  develop  a brownish  discoloration  on  their 
faces,  melasma,  when  sunbathing. 
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Picture  Gallery 


NMA  1980  Annual  Session 


Doctor  James  S.  Carson  presenting  Reference 
Committee  report 


Doctors  John  C.  Sage,  Eugene  M.  Zweiback  and 
William  R.  Hamsa,  Jr.,  Scientific  Breakfast  .Meeting 


Scientific  Breakfast  Meeting 


Mr.  Pat  Mallette  addressing  .■\thletic  .Medicine 
Luncheon 


Doctor  Frank  Cole  and  Mrs.  Betty  Hadley,  Auxiliary 
President 


Doctor  Martin  Goldberg  presenting  Symposium  on 
Sexuality 


NMA  Past  Presidents  Breakfast 
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Picture  Gallery 


NMA  1980  Annual  Session 


Mrs.  Beverly  Karrer  addressing  House  of  Delegates 


Doctor  Carlyle  E.  Wilson,  Jr.,  named  President-Elect 


juK  LANOKPAf 


Doctor  Carlyle  E.  Wilson,  Jr.  addressing  House  of 
Delegates 


Doctor  Russell  L.  Gorthey  addressing  House  of 
Delegates 


Doctor  Charles  W.  Landgraf,  Jr.  presenting  gavel  to 
Doctor  Russell  L.  Gorthey 


Doctor  Charles  W.  Landgraf,  Jr.  addressing  House  of 


Annual  Distinguished  Luncheon 


Doctor  Russell  L.  Gorthey  receives  presidential  plaque 
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Doctor  Russell  L.  Gorthey  presenting  past  president’s 
badge  to  Doctor  Charles  W.  Landgraf 


Doctor  John  S.  Zapp  addressing  Annual  Distinguished 
Luncheon 


Doctor  Francis  D.  Donahue,  President,  Metropolitan 
Omaha  Medical  Society  presiding  at  Annual  Dis- 
tinguished Luncheon 


I 
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The 

Auxiliary 

The  Summer  of  ’80 

Rural  Weekend  Visits  is  an  innovative 
Auxiliary  project,  whereby  medical  students 
and  their  spouses  are  invited  to  spend  time 
with  a practicing  physician’s  family  in  a non- 
urban  setting.  Several  such  visits  were  ar- 
ranged throughout  the  summer  months  by 
the  program’s  chairman,  Mrs.  Michael  Sorrell 
(Shirley).  It  is  the  hope  of  the  Auxiliary  to 
interest  young  physicians  in  rural  Nebraska  by 
providing  them  with  the  opportunity  to  see 
what  it  is  like  living  and  practicing  in  a non- 
urban  community.  In  the  fall,  letters  will  be 
sent  to  all  new  married  students  introducing 
them  to  the  program. 

The  A.M.A.A.  annual  convention  was  held  in 
Chicago  July  20-23,  with  workshops  preceding 
the  sessions.  Nebraska’s  Auxiliary  delegates 
were  Mrs.  F.  William  Karrer  (Bev),  Mrs.  C.  M. 
Hadley  (Betty  Lou),  Mrs.  L.  Palmer  Johnson 
(Shirley),  and  Mrs.  Bryce  Shopp  (Wanda). 
Alternates  were  Mrs.  Carl  Cornelius,  Jr. 
(Rose),  Mrs.  Russell  Gorthey  (Vivian),  and 
Mrs.  Warren  Bosley  (Alleen). 

Your  Auxiliary  officers  have  had  many 
summer  planning  sessions  and  the  Executive 
Committee  will  meet  in  Lincoln  August  29th. 
The  Fall  Board  Meeting,  open  to  all  Auxiliary 
members,  will  be  held  on  September  9th  in 
Fremont  at  the  Memorial  Community  Hospital. 

At  the  American  Medical  Association 
Auxiliary  Convention  Mrs.  Leland  Olson  of 
Omaha  was  elected  treasurer.  Dorothy  served 


Mrs.  Leland  Olson  (Dorothy) 


three  years  on  the  national  auxiliary’s  Board  of 
Directors  as  Director  of  the  North  Central 
Region.  In  the  previous  years  she  served  as  the 
National  Legislation  Chairman  on  the  Board 
and  as  such  was  a member  of  the  American 
Medical  Association’s  Council  on  Legislation, 
the  only  auxilian  at  that  time  to  hold  an 
appointment  to  a men’s  council.  Dorothy  was 
President  of  the  Nebraska  Medical  Associa- 
tion Auxiliary  in  1971-72  and  selected  as  its 
Woman  of  the  Year  in  1974.  Before  and  since 
she  has  been  active  in  the  auxiliary  on  the 
county  and  state  level.  At  present  she  serves  as 
the  state  Medical  Political  Action  Committee 
Chairman.  Long  active  in  numerous  civic 
organizations  Dorothy  presently  is  a Board 
member  of  the  Visiting  Nurse  Association.  She 
and  Dr.  Olson,  an  obstetrecian-gynecologist, 
have  two  daughters,  Nancy,  who  lives  in 
Omaha,  Karen  of  Louisville,  Kentucky  and  a 
son.  Dr.  David  Olson  who  is  an  internist.  He, 
his  wife,  Elizabeth,  and  their  two  children  also 
live  in  Omaha. 
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Gender  of  Infants  Conceived  on  Different 
Days  of  the  Menstrual  Cycle  — S.  Harlap 
(Hebrew  Univ  of  Jerusalem,  Jerusalem, 
Israel)  N Engl  J Med  300:1445-1448  (June 
28)  1979 

The  baby’s  sex  was  studied  in  3,658  births 
to  Jewish  women  who  observed  the  orthodox 
ritual  of  sexual  separation  each  month  and  who 
resumed  intercourse  within  two  days  of  ovula- 
tion. The  day  of  resuming  intercourse  relative 
to  ovulation  was  estimated  from  the  character- 
istics of  each  woman’s  menstrual  cycle  and  the 
number  of  days  of  sexual  abstinence  observed 
after  the  last  menstruation.  The  proportion  of 
male  babies  was  significantly  higher 
(65.5+3.9%,  mean  +SD)  in  the  offspring  of 
women  who  resumed  intercourse  two  days 
after  ovulation.  This  proportion  tended  to  be 
lower  on  or  near  the  day  of  ovulation  than  on 
the  previous  one  or  two  days.  These  results, 
which  were  consistent  in  different  demographic 
subgroups,  demonstrate  that  insemination  on 
different  days  of  the  menstrual  cycle  does  lead 
to  variations  in  sex  ratio.  Couples  should  be 
cautioned  against  attempting  to  conceive  a boy 
by  delaying  intercourse  until  after  ovulation. 


until  further  research  has  established  whether 
delayed  fertilization  causes  birth  defects. 

Carpal  Tunnel  Syndrome  and  Selected 
Personal  Attributes  — T.  J.  Armstrong 
and  D.  B.  Chaffin  (Dept  of  Environmental 
and  Industrial  Health,  Univ  of  Michigan, 
Ann  Arbor,  MI  48109)  J Occup  Med  21:481- 
486  (July)  1979. 

Carpal  tunnel  syndrome  has  been  reported 
to  occur  between  two  and  ten  times  as 
frequently  in  women  as  in  men  and  is  often 
associated  with  the  performance  of  certain 
manual  tasks.  This  study  investigated  why 
carpal  tunnel  syndrome  develops  in  some 
people  and  not  in  others.  Two  matching  female 
populations,  one  with  a known  history  of  carpal 
tunnel  syndrome  and  one  without  a known 
history  of  carpal  tunnel  syndrome,  were 
selected  and  differences  in  hand  size  and  work 
methods  were  studied.  Both  populations  were 
employed  in  the  same  production  sewing  jobs. 
Use  of  forceful  exertions  and  of  deviated  wrist 
and  pinch  hand  positions  — particularly 
during  forceful  exertions  — were  found  to  be 
associated  with  the  carpal  tunnel  syndrome. 
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Physicians'  Classified 


EMERGENCY  MEDICINE  OPPORTUNITY 
AVAILABLE:  Opportunity  to  join  two  other 
physicians  in  providing  emergency  care  in  this 
attractive  community  located  in  the  central  portion 
of  the  state.  Excellent  income  while  enjoying  the 
freedoms  of  flexible  scheduling  and  no  on-call 
responsibilities.  Professional  liability  insurance 
provided.  For  details,  send  credentials  in  con- 
fidence to  Mr.  William  Salmo,  Chase  Stone  Center, 
Holly  Sugar  Building,  Suite  440,  Colorado  Springs, 
Colorado  80903,  or  call  collect,  (303)  471-4981. 


GP  OR  FAMILY  PRACTITIONER:  To  join  a 4- 
man  group  in  West  Central  Iowa.  Good  community, 
and  faiily  new  100  bed  hospital.  Large  practice 
opportunity  available  here  immediately,  night  and 
weekend  call  shared  equally.  Guaranteed  income, 
early  partnership  available.  Call  or  write,  Ed 
Mui'phy,  f'linic  Manager,  Carroll  Medical  Center, 
.")02  North  Court  Street,  Carroll,  Iowa  .51401 
Tele[)hone:  (712)  792-1500. 

MEDICAL  DIRECTOR:  Planned  Parenthood, 
Lincoln,  .Nebraska.  OB-GYN  or  F.P./G.P.  wanted 
for  ()art  time  position,  a[)proximately  20  bours  [)er 
week.  Attractive  [tosition  for  physician  establishing 
new  i)iactice.  (’linicaj  and  administrative  duties. 
Salary  negotiable,  Rei^  tiincluding 

General  Liability  Insurance.  Cbnt/lctr  Bruce  Taylor, 
M.D.,  .3830  Adams,  Lincoln.  Nebraska  08500  or 
call:  (402)  407-4091.  . 


N 

Norfolk  Printing  Co.,  Inc 4 

P 

Parke  Davis  & Company 7 


R 

Roche  Laboratories 2,  3.  21,  22 

U 

United  .States  Air  Force  Recruiting 4 

W 

Wyeth  Laboratories 17,  18 


I came  in  for  a checkup  - I haven’t  been  sick  for 
several  years  and  I want  to  know  what’s  wrong. 
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Librium' 

chbrdiazepoxide  HO /Roche 


Proven  antianxiety  performance 

An  unsurpassed  safety  record 

Predictable  patient  response 

Minimal  effect  on  mental  acuity  at 
recommended  doses 

Minimal  interference  with  many 
primary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  antihypertensive  agents 


Before  prescribing,  please  consult  comp>lete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  various  disease  states.  Efficacy  beyond 
four  months  not  established  by  systematic  clinical  studies. 
Periodic  reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
ities required  for  tasks  such  as  driving  or  operating  ma- 
chinery may  be  impaired,  as  may  be  mental  alertness  in  chil- 
dren. and  that  concomitant  use  with  alcohol  or  CNS  depres- 
sants may  have  an  additive  effect.  Tfiough  physical  and  psy- 
chological dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbi- 
turates. have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  shouid  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  six.  limit  to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally  not  recom- 
mended. if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of  potentiating  drugs 
; such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
1 precautions  in  presence  of  impaired  renal  or  hepatic  func- 
i tion.  Paradoxical  reactions  (e.q. . excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  de- 
pression; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  has  not  been  es- 
tablished clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dos- 
age ranges.  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  Oow-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis).  Jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral— Adults:  Mild  and  moderate  anxiety  and  ten- 
sion, 5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d.  (See 
Precautions.) 

Supplied:  Librium  ®(chlordiazepoxide  HCI)  Capsules,  5 
mg.  10  mg  and  25  mg— bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-number- 
ed boxes  of  25,  and  in  boxes  containing  10  strips  of  10; 
Prescription  Paks  of  50,  available  singly  and  in  trays 
of  10.  Libritabs  ®(chlordiazepoxide)  Tablets,  5 mg, 

10  mg  and  25  mg— bottles  of  100  and  500.  With  re- 
spect to  clinical  activity,  capsules  and  tab- 
lets are  indistinguishable. 
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Just  one  buHt-in  advantage 


Ensures  smooth  therapeutic  eftect  even 
if  a dose  is  missed  The  relatively  longer  half- 
life  of  Valium ’(diazepam/Roche]  has  impor- 
tant olinioal  and  pharmacological  implica- 
tions. Steady-state  levels  generally  are 
reached  within  5-7  days  with  no  further 
accumulation,  At  this  plateau,  the  patient 
benefits  from  the  consistent,  steady  response 
you  expect.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
half-life,  do  not  appear  with  Valium. 

Avoids  sudden  symptom  breakthrough 

Once  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlapping  half- 
lives  that  are  advantageous  not 
only  during  therapy  but  espe- 
cially when  pharmacologic 
support  is  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 


the  patient.  In  comparison,  blood  levels  of 
short-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  be  associated  with  withdrawal 
symptoms  if  medication  is  stopped  abrupt- 
ly* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol. 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medical  practice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Valium 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping. 

♦Sellers  EM:  Drug  Metab  Rev  5(1):5-11, 1978 


m tfiE  managEmEnt  of 
agmptoma  of  anxiEtg 


2-mg,  5-mg,  10-mg  scored  tablets 


effective  therapg  through 

efficient  pharmacodgnamics 


Before  prescribing,  please  see  summary  of  product  information  on  next  page 


Valiuml 

dtazEpam/RochE 


Before  prescribing,  please  consult  complete 
product  Information,  a summary  of  which 
follows: 

Indications:  Management  ol  anxiety  disorders, 
or  short  term  relief  ot  symptoms  of  anxiety,  symp- 
tomatic relief  of  acute  agitation,  tremor  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal.  ad)unctiveiy  m skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis. stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is.  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  ol  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  m psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  m convulsive  disorders  possibility 
of  increase  m frequency  and/or  severity  of 
grand  mat  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  m frequency  and  or  severity  of 
seizures  Advise  against  simultaneous  mgestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use.  generally  at  higher 
therapeutic  levels  for  at  least  several  months 
After  extended  therapy  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  depenaence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines  narcotics,  barbiturates  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate Its  action  Usual  precautions  indicated  in 
patients  severely  depressed  or  with  latent  de- 
pression or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness  confusion,  diplopia, 
hypotension,  changes  in  libido  nausea,  fatigue, 
depression,  dysarthria  jaundice  skin  rash, 
ataxia,  constipation  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia, jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 


“Remember  the  expensive  job  we  did  for  Dr.  Martin. 
Well,  he  says  the  whole  system  leaks  and  he’s  suing  us 
for  malpractice.” 


ADVICE  TO  AUTHORS 

The  Editor  of  this  .Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manu.scripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  |8V4  x 11  in.  (22  x 28  cm)|  white  paper;  leave 
wide  margins:  do  not  use  script  or  all  capital  letters.  Show  the 
author’s  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  comer,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  comer  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Do  not  hyphenate  a word  at  the  end  of  a line. 

News  items  must  be  received  by  the  first  of  the  month  to  be  included 
in  the  next  month’s  issue. 

Always  send  a covering  letter  or  letter  of  transmittal  with  a 
manuscript,  and  refer  to  your  manuscript  by  its  title  in  this  letter  and  in 
all  correspondence. 

Letters-to-the-Editor,  for  which  galley  proofs  are  not  sent,  should  be 
double-spaced,  and  accompanied  by  the  notation:  For  Publication. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everything. 

Manuscripts  are  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  the  galley  proofs  are  received  from  the 
authors.  Please  do  not  ask  when  your  article  will  be  printed,  and  do  not 
request  earlier  publication  than  is  warranted;  it  is  not  fair  to  other 
authors,  whose  articles  would  then  be  held  up,  and  it  upsets  the  Editor. 
We  try  to  publish  manuscripts  quickly,  with  as  little  waiting  as  possible. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Co.,  Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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Quinamrri 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS:  For  the  prevention  and  treat- 
ment of  nocturnal  recumbency  leg  muscle 
cramps,  including  those  associated  with 
arthritis,  diabetes,  varicose  veins,  throm- 
bophlebitis, arteriosclerosis,  and  static  foot 
deformities. 

CONTRAINDICATIONS:  Because  of  the 
quinine  content,  Quinamm  is  contraindicated 
in  women  of  childbearing  potential,  in 
pregnancy,  in  patients  with  known  quinine 
sensitivity,  and  in  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency. 
Hemolysis  (with  the  potential  for  hemolytic 
anemia)  has  been  associated  with  a G-6-PD 
deficiency  in  patients  taking  quinine. 

PRECAUTIONS:  Thrombocytopenic  pur- 
pura may  follow  the  administration  of  quinine 
in  highly  sensitive  patients.  Recovery  will  fol- 
low withdrawal  of  the  medication. 

Cinchona  alkaloids,  including  quinine,  have 
the  potential  to  depress  the  hepatic  enzyme 
system  that  synthesizes  the  vitamin  K-de- 
pendent  factors.  The  resulting  hypopro- 
thrombinemic  effect  may  enhance  the  action 
of  warfarin  and  other  oral  anticoagulants. 
ADVERSE  REACTIONS:  Aminophylline 
may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizzi- 
ness, and  gastrointestinal  disturbance.  If 
ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur,  the  drug  should 
be  discontinued 

DOSAGE  AND  ADMINISTRATION: 

1 tablet  upon  retiring  When  necessary, 

1 additional  tablet  may  be  taken  following  the 
evening  meal. 

Product  Information  as  of  September,  1977 
U.S.  Patent  2,985,558 

Merrell 

MERRELL-NATIONAL  LABORATORIES  Inc. 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inquiries  to: 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U S A. 

Licensor  of  Merrell" 
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Quinamm 

each  tablet  obtains  quinine  sulfate  260  mg.,  aminophylline  195  mg. 


specific  therapy  for  painful 
night  leg  cramps 

Nocturnal  recumbency  leg  muscle  cramping  is  frequently  an  unwelcome  bedfellow 
for  many  patients— especially  those  with  arthritis,  diabetes  or  peripheral  vascular 
disease . . . consider  Quinamm . . . simple,  convenient  dosage— usually  just  one  tablet 
at  bedtime . , . can  provide  restful,  welcome  sleep  without  night  leg  cramps. 


See  opposite  page  for  prescribing  information. 


AS  CLOSE  AS  A CLASSIC  CAN  COME  TO  THE  FUTURE. 

Aspirin  and  codeine.  Classic  agents  whose  respective  roles  in  medicine  continue  to  be 
developed.  Empirin®  c Codeine.  An  impressive  history  and  an  important  future. 


EMPIRIIVrC  CODEINE 

Each  tablet  contains;  aspirin,  325  mg;  plus  codeine  phosphate  in  one  of  the  following  strengths:  ^ 

No.  2 — 15  mg.  No.  3 — 30  mg,  and  No.  4 — 60  mg.  (Warning — may  be  habit-forming.)  Vl!l/ 


Burroughs  \X/lellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A IfinilF  Getting  there  and  getting  there  fast  is  what  a Bonanza  is  all  about. 

|}^0  Bonanza  is  the  fastest  single  engine  airplane  in 
roimrls  in  production  today. 

Remarkably  well  designed  and  engineered,  it  also  otters  the 

aBnnCmZfl  roominess,  comtort  and  economy  that  has  long  been  part  of 

Beechcraft's  reputation. 

Affordable?  You  bet.  Especially  when  you  buy  under  our  lease-back  purchase  plan.  This 
unique  agreement  allows  you  to  defray  ownership  costs  while  still  retaining  all  the  benefits 
of  owning  a Beechcraft 
Come  see  us  soon  for  a demonstration  flight  in 
a Bonanza.  To  arrange  a date  and  time,  call 
our  executive  sales  department  today 
Then,  make  your  rounds  in  a Bonanza 
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Eppley  Airfield  • Omaha,  Nebraska  68119 

CALL  (402)  422-6768 
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First  District:  Councilor:  Stanley  M. 
Truhlsen.  Omaha.  Counties:  Douglas. 
Sarpy. 

Second  District:  Councilor:  Louis  J. 
Gogela.  Lincoln.  Counties:  Cass,  Lan- 
caster. Otoe. 

Third  District:  Councilor:  Myron  E. 
Samuelson,  Wymore.  Counties:  Gage. 
Johnson.  Nemaha.  Pawnee.  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Antelope, 
Cedar,  Cuming,  Dakota.  Dixon.  Knox, 
Madison,  Pierce.  Stanton.  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 

Miller.  Columbus.  Counties:  Boone. 
Burt,  Colfax.  Dodge.  Merrick.  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 

Pitsch.  Seward.  Counties:  Butler. 

Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 
Zimmer,  Friend.  Counties,  Clay,  Fill- 
more. Jefferson.  Nuckolls.  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace,  Gordon,  Counties:  Boyd, 

Brown.  Cherry,  Holt,  Keyapaha,  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 

Boslev,  Grand  Island.  Counties:  Blaine. 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley,  Hall,  Hooker,  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase.  Dundy.  Franklin,  Frontier, 
Furnas,  Gosper,  Harlan,  Hayes,  Hitch- 
cock, Kearney,  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner.  Box 
Butte,  Cheyenne.  Dawes,  Kimball, 
Morrill,  Scotts  Bluff.  Sioux. 
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John  Floyd,  Scottsbluff Bruce  D.  Forney,  Alliance 

David  C.  Babbitt,  Kearney Robert  N.  Baker,  Kearney 

Lawrence  Rudolph,  David  City Victor  Thoendel,  David  (^ity 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Chris  U.  Bitner,  Sidney 

Robert  H.  Scherer,  West  Point  ....  Thomas  R.  Tibbels,  West  Point 
Loren  H.  Jacobsen,  Broken  Bow . . . N.  Leon  Books,  Broken  Bow 

Craig  Bartruff,  Gothenburg J.  H.  Worthman,  Cozad 

J.  Michael  Adams,  Fremont William  B.  Eaton,  Fremont 

Henry  J.  Billerbeck,  Randolph Robert  B.  Benthack,  Wayne 


Patrick  C.  Gillespie,  Beatrice Klemens  E.  Gustafson,  Beatrice 

A.  E.  Van  Wie,  Grand  Island Gordon  D.  Francis,  Grand  Island 

John  C.  Wilcox,  Aurora Kenneth  R.  Treptow,  Aurora 


G.  O.  Johnson.  Fairbury R.  A.  Blatny,  Fairbury 

Douglas  M.  Laflan,  Creighton Delwyn  J.  Nagengast,  Bloomfield 


Samuel  H.  Perry.  North  Platte Ronald  L.  Asher,  North  Platte 

Harold  Dahlheim,  Norfolk G.  Tom  Surber.  Norfolk 

Frank  D.  Donahue,  Omaha John  F.  Fitzgibbons,  Omaha 

Otto  J.  Wullschleger,  Norfolk 

Robert  Rasmussen,  Chadron Robert  Hanlon,  Chadron 

Paul  R.  Madison,  Nebraska  City 

Bryce  G.  Shopp,  Imperial Paul  F.  Bottom,  Grant 

Warren  R.  Miller,  Columbus Ronald  W.  Klutman,  Columbus 

Walter  Gardner,  Crete Walter  Gardner,  Crete 

J.  Paul  Glabasnia,  Papilhon Michael  J.  Moran,  Papillion 

John  E.  Hansen,  Jr.,  Wahoo Robert  E.  Morris.  Wahoo 

James  J.  Simpson,  Mitchell Wendell  Ropp,  Scottsbluff 

Paul  Plessman,  Seward Van  Vahle,  Seward 

Richard  E.  Penry,  Hebron C.  F.  Ashby,  Geneva 

Paul  Scott,  Auburn Gary  Ensz,  Auburn 

Elizabeth  D.  Edwards.  McCook  ...  .David  A.  Allerheiligen,  McCook 

Kenneth  C.  Bagby,  Blair CUfford  M.  Hadley,  Lyons 

James  D.  Bell,  York Ben  N.  Greenberg,  York 

Otto  J.  Wullschleger,  Norfolk) 
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ANUSOL-HC'  SUPPOSITORIES 

Hemorrhoidal  Suppositories 

ANUSOL-HC*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocor- 
tisone acetate,  10  0 mg;  bismuth  subgallate,  2 25%.  bismuth 
resorcin  compound,  1 75%,  benzyl  benzoate,  1 2%,  Peruvian 
balsam,  1 8%,  zinc  oxide.  11.0%,  also  contains  the  following 
inactive  ingredients;  dibasic  calcium  phosphate,  and  certified 
coloring  in  a hydrogenated  vegetable  oil  base 
Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone 
acetate,  5.0  mg,  bismuth  subgallate,  22  5 mg,  bismuth 
resorcin  compound,  17  5 mg,  benzyl  benzoate,  12  0 mg, 
Peruvian  balsam,  18  0 mg;  zinc  oxide,  1 10  0 mg,  also  contains 
the  following  inactive  ingredients  propylene  glycol,  propyl- 
paraben, methylparaben.  polysorbate  60  and  sorbitan 
monostearate  in  a water-miscible  base  of  mineral  oil,  glyceryl 
stearate  and  water 

Indications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain  and 
discomfort  in;  external  and  internal  hemorrhoids,  proctitis, 
papillitis,  cryptitis,  anal  fissures,  incomplete  fistulas  and  relief  of 
local  pain  and  discomfort  following  anorectal  surgery 
Anusol-HC  Cream  is  also  indicated  for  pruritus  am 


Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can  be 
maintained  on  regular  Anusol*  Suppositories  or  Ointment 
Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations 
Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established  Therefore,  during  pregnancy, 
they  should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time 
Precautions:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

If  irritation  develops,  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  and  appropriate 
therapy  instituted 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted  If  a 
favorable  response  does  not  occur  promptly,  the  cortico- 
steroid should  be  discontinued  until  the  infection  has  been 
adequately  controlled 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 

Anusol-HC  IS  not  for  ophthalmic  use 
Dosage  and  Administration:  Anusol-HC  Suppositones 
Adults  Remove  foil  wrapper  and  insert  suppository  into  the 
anus  Insert  one  suppository  in  the  morning  and  one  at 


bedtime  for  3 to  6 days  or  until  inflammation  subsides  Then 
maintain  patient  comfort  with  regular  Anusd  Suppositories 
Anusol-HC  Cream  — Adults  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the 
exterior  surface  and  gently  rub  in  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying  gentle 
continuous  pressure  Then  squeeze  the  tube  to  deliver 
medication  Cream  should  be  applied  3 or  4 times  a day  for  3 
to  6 days  until  inflammation  subsides  Then  maintain  patient 
comfort  with  regular  Anusd  Ointment 
NOTE  H staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabnc  by  hand  or  machine 
washing  with  household  detergent 
How  Supplied:  Anusd-HC  Suppositories-  boxes  of  12 
(N  0047-0089-12)  and  boxes  of  24  (N  0047-0089-24)  in 
silver  foil  strips  with  Anusd-HC  W/C  printed  in  black 
Anusd-HC  Cream  — one-ounce  tube  (N  0047-0090-01) 
with  plastic  applicator 
Store  between  59”  86”  F (1 5*  - 30*  C) 

Full  information  is  available  on  request 

®1980  Warner  Lambert  Company  00022  PO  JA-0234  I P 

PARKE-DAVIS 

Div  of  Warner-Lambert  Co 
Morris  Plains,  NJ  07950  USA 


ENJOY... 


the  benefits  of  passing  the  responsibility  for  the  management  of  the  business  aspects  of 
group  practice  to  us,  Medical  Management  Services  of  Omaha,  Inc. 

These  benefits  include: 

Significant  reduction  of  time  the  physician  spends  in  non-medical  matters; 

Increase  in  net  revenue  to  the  group  practice; 

Maintenance  of  high  quality  of  patient  care  and  level  of  patient  satisfaction; 

Improvement  in  cash  flow,  third  party  relationships,  personnel  management 

and  purchasing  practices; 

And  many  other  beneficial  areas. 

Medical  Management  Services  provides  these  benefits  by  utilizing  your  existing  staff  in 
cooperation  with  our  management  experts.  MMS  Professionals  will  address  the  following 
dimensions  of  practice  management:  billing  and  collections,  third  party  rules  and 
regulations,  finance,  purchasing,  personnel,  budgeting,  management  engineering  and 
other  pertinent  aspects. 

Medical  Management  Services  will  develop,  implement,  and  maintain  a Management 
Program  which  is  tailored  to  meet  your  group  practice  needs  with  specific  goals,  objectives 
and  time  tables  while  maintaining  total  confidentiality. 

Start  to  ENJOY  the  benefits  by  taking  the  first  step; 

Call  402/449-1555  or  Write  to: 

T.  D.  Smith,  President 

Medical  Management  Services  of  Omaha,  Inc. 

__  RO.  Box  6487  Elmwood  Park  Station 

Orhdha,  Nebraska  681^6  — 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Udivley  medical 

SLPPLV  CDMPAIVY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 


IDENTIFICATION  & MANAGEMENT  OF 
EAR  PROBLEMS  IN  SCHOOL  AGE  CHILDREN 

Physicians  Day  — October  22,  1980 
Allied  Health  Professionals  Day  — October  23,  1980 


Charles  F.  Curry  Auditorium 

Baptist  Memorial  Hospital  6601  Rockhill  Road  Kansas  City,  Missouri 
DISTINGUISHED  PROGRAM  FACULTY 
CHARLES  D.  BLUESTONE,  M D.  VIRGIL  M.  HOWIE,  M.D. 
Professor  of  Otolaryngology  Professor  Pediatrics 

School  of  Medicine  Department  of  Pediatrics 

University  of  Pittsburg  University  of  Texas  Medical  Branch 
Pittsburg,  Pennsylvania  Galveston,  Texas 


JERRY  L NORTHERN,  Ph  D, 
Professor  of  Otolaryngology 
Associate  Professor  of  Pediatrics 
Head,  Audiology  Division 
Department  of  Otolaryngology 
University  of  Colorado 
Health  Sciences  Center 
Denver,  Colorado 


ROLLIE  R.  HOUCHINS,  PhD. 

Professor  of  Audiology 
Department  of  Speech  and 
Hearing 

Kansas  University  Medical  Center 
Kansas  City,  Kansas 


One  day  registration  fee  is  $50  00  for  Physicians  (October  22);  $30  00  tor 
Allied  Health  Professionals  (October  23),  $ 1 0.00  for  students  and  residents 
of  medicine  and  allied  health  fields.  This  includes  the  seminar,  coffee 
breaks  and  luncheon.  Advance  registration  is  appreciated 

ACCREDITATION 

AMA  - 6 Category  I Hours;  AOA  - 7 Category  2-0  Hours;  Amer,  Acad, 
of  Family  Phy  - 6 Hours;  Kansas  State  Board  Nursing  - 6 Contact  Hours; 
Missouri  State  Board  Nursing  - 6 Contact  Hours 


For  additional  information  contact. 
Program  Coordinators: 

Forrest  H Kendall,  Jr , M 0 
1010  Carondelet.  Suite  224 
Kansas  City,  Missouri  64114 
(816)  942-7200 


Nirmal  K Mitra.  M 0 
11201  Colorado 
Kansas  City,  MO  64137 
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Tenuate^  (S 

Idiethylpropion  hydrochloride  NF) 

Tenuate  Dospan' 

Idiethylpropion  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  In  the 
management  of  exogenous  obesity  as  a short-term  adiunct  la  lew 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states.  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS;  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect,  rather,  the  drug 
should  be  discontinued  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylproplon.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  amfrelated  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEG,  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  Insomnia,  irritability,  hyperactivity,  and  personality  changes 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children.  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen,  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary 

ADVERSE  REACTIONS;  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System:  Overstimulation,  nervousness,  restlessness,  dizziness.  )it- 
teriness.  Insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting. abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances. A/Zerg/c;  Urticaria,  rash,  ecchymosis,  erythema.  fr?docz/ne 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upset  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia. Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria. 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  In  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride)  controlleo-release  One  75  mg 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended lor  use  In  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness,  hallucinations,  panic  states.  Fatigueanddepresslonusually 
follow  the  central  stimulation  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  (Regitine’)  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey.  Puerto  Rico  00633 
Direct  Medical  Inauiries  to 
MERRELL-NATIONAL  LABORATORIES 
Oivision  of  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215,  USA 
Licensor  of  Merrell" 

References:  1 . Citations  available  on  request  from  Medical  Research 
Oeparlment.  MERRELL-NATIONAL  LABORATORIES.  Cincinnati, 
Ohio  45215  2,  Hoekenga,  M 1 . O'Dillon  IDillonI,  R H and  Leyland, 
H M A comprehensive  review  of  diethylpropion  hydrochloride  In. 
Central  Mechanisms  of  Anorectic  Drugs,  S Gaiattini  and  R Samanin, 
Ed  , New  York,  Raven  Press,  1978  pp  391-404 

Merrell 


1T957A1 


• • .H  , ' ■ 

Overweight  may  not  always  be  simple., 
complications  can  develops 

Complicated  or  not... 


Ibnuate  Dospan  ^ 

(diethylpropion  hydrocliloride  NF) 

75  mg.  controlled-release  tablets 


’Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases 


Merrell 


For  prescribing  Information  see  opposite  page. 


Clinical  effectiveness.  o ^ I 

The  anorectic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
the  unique  chemistry  of  Tenuate  provides  "...anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation .”2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


Tenuate-it  makes  sense. 

And  it’s  responsible  medicine. 


A useful  short-term  adjunct 

in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often  require 
strict  appetite  control  and  a successful  program  of  weight 
reduction  may  tend  to  diminish  the  incidence  or  severity  of  the 
complications  in  some  patients,  Diethylpropion  hydrochloride 
has  been  reported  useful  in  such  patients  and  while  it  is  not 
suggested  that  Tenuate  itself  in  any  way  reduces  the 
complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen.  Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension; 
see  additional  Warnings  and  Precautions  on  the  opposite  page. 


In  uncomplicated  overweight. 


Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 


antianxiety/antisecretory/antispasmodic 


for  adjunctive  therapy  of  duodenal  ulcer* 
and  irritable  bowel  syndrome* 


librax 

Please  consult  complete  prescribing  Informa- 
tion, a summary  of  which  follows: 


Indications:  Based  on  a review  of  this 
drug  oy  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows: 

■Rossibiy"  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  In  the 
treatment  of  the  irritable  bowel  syndrome 
(I'ritabie  colon  spastic  colon,  mucous  col- 
Itist  and  acute  enterocolitis 
Final  classification  of  the  less-than- 
effect  ve  'nO'Cations  requires  further 
investiga'.on 

Contraindications:  Giaucoma.  prostat'C  hyper- 
trophy. benign  bladder  neck  obstruction,  hyper- 
sensitivity to  chlordiazepoxide  HCi  and  or 
clidmlum  B'om.de 

Warnings:  Caution  pat'ents  about  possible  com- 
bined effects  W'th  a conoi  and  other  CNS 
depressants  ana  aga  nst  haza'dous  occupations 
requiring  comp  ete  menta:  aertness  <e  g . operat- 
'«g  machiner,  or  y ng),  Priys'ca'  and  psychoiogi- 
ca'  dependence  'are^y  reported  on  -ecommended 
orses.  but  use  caut  on  m admm.ster.ng  Lib'-ume 
c'diazepoxide  hC.  Roche)  to  Knowni  add  c- 


tion-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  eide'V  ana  deb'iitateo  limit  dos- 
age to  sma'^es!  effect  ve  amount  to  preclude 
ataxia  ove'seoa:  on  confusion  (no  more  than  2 
capsules'oa.  initially,  increase  gradually  as 
needed  ana  toe'ated)  Though  generally  not 
(ecommended.  if  combination  therapy  with  other 
psychotropics  seenns  ndicated  ca'efuiiy  consider 
pharmacology  of  aaents.  pahicularly  jsotentiatlng 
drugs  such  as  MA(j  inhibitors,  phenothiazines 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Raradox'cai 
reactions  'eoorted  in  psychiat'  c pat'ents  Employ 
usual  precautions  m treating  anxiety  states  with 
evidence  of  impending  depress  on  su  c dai  tena- 
encies  may  be  present  and  protect  ve  measu'es 
necessary  Variable  effects  on  biooo  coagu'at  on 
reDcrfed  very  rarely  in  patients  rece  v "g  ’ne  drug 


and  oral  anticoagulants,  causal  relationship  not 
established 

Adverse  Reactions:  No  side  effects  or  manifes- 
tations not  seen  with  either  compound  alone 
reported  with  Librax  When  chlordiazepoxide  HCI  ■ 
is  used  alone  drowsiness,  ataxia,  confusion  may 
occur  especially  in  elderly  and  debilitated,  avoid- 
able in  most  cases  by  proper  dosage  adjustment 
but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a tew  instances  Also  1 
encountered  isolated  instances  of  skin  eruptions 
edema,  minor  menstrual  Irregu'aMies  nausea  ana 
constipation,  extrapyramidai  symptoms  increased  | 
and  decreased  libido — all  Infrequent  generally 
controlled  with  dosage  reduction,  changes  m tEG 
patterns  may  appear  during  and  after  treatment, 
blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCl.  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy  Adverse  effects  re- 
ported with  Librax  typica'  of  antchoiinergic 
agents,  r e..  dryness  of  mouth,  blurring  of  vision 
urinary  hesitancy  constipation  Const'pation  has 
occurred  most  often  when  Librax  the'apy  'S  com- 
bined W'th  othe'  spasmolytics  ana  o'  low  residue 
d'ets 


Roche  Products.  Inc 
Wanati.  Puerto  Rico  0070^ 


Remember 


“Please  give  me  this  week’s  symptoms  in  alpha- 
betical order.” 


ZYIOPRIM 

the  original  (allopurinol) 


WHERE  WOULD  YOU  LIKE  TO  PRACTICE  MEDICINE? 


THE  AIR  FORCE  WILL  ASSIGN  YOU  THERE. 


Germany  or  Little  Rock  — Alaska  or  Tucson, 
Arizona  — whatever  your  geographical  prefer- 
ence, we’ll  work  to  place  you  there.  And  you’ll 
know  the  assignment  before  you  are  committed. 

This  is  just  one  of  the  many  advantages  for 
physicians  in  Air  Force  medicine.  We  also  pro- 
vide excellent  salaries.  30  days  of  paid  vacation 
each  year:  and  for  qualified  physicians,  an  op- 
portunity to  train  in  a specialty  area  Most  im- 
portantly, we  provide  an  environment  in  which 
you  can  practice  medicine.  And  the  support  to 
eliminate  your  involvement  in  paperwork. 

We  would  like  to  tell  you  more  about  Air 
Force  medicine. 


Capt.  Archie  Summerlin 

116  South  42nd  Street,  Omaha,  NE,  (402)  221-4319 


iAqiu2H^ 

A great  way  of  life. 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 
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WHEN 

ANXIETY 

AND 

TENSION 

MAGNIFY 


PAIN 

IN  MUSCULOSKELETAL 
DISEASE* 


A non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

EQUAGESIC " 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


EQUAGESIC — Abbreviated  Summary 
*INOICAT)ONS:  Based  on  a review  ol  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Counal  and  or  other  information.  FDA  has  classified 
the  indicatKjns  as  follows 

Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 
The  effectiveness  of  Equagesic  in  long-term  use.  i e 
more  than  lour  months,  has  not  been  assessed  by 
systematic  cNnical  studies  The  physician  should  pe- 
riodically reassess  usefulness  of  the  drug  for  the  indi- 
vidual patient 

CONTRAINDICATIONS'  Equagesic  should  not  be  given  to 
mdMduals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspinn  meprr^mate.  or  ethoheptazine  atrate 
WARNINGS:  Careful  supennsion  of  dose  and  amounts  pre- 
scribed for  patients  is  advised  especially  with  those  patients 
with  known  propensity  tor  taking  excessive  quantities  of  doigs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g . 
atooholics  former  addicts.  arxJ  other  severe  psychoneurot- 
cs.  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
tor  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped  since  withdrawal  of  a crutch" 
may  preapitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  ongmatly  prescnbed  Abrupt 
dscontmuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  re- 
sultant slowing  of  reaction  time  and  impairment  of  judgement 
ai>d  coordination 

USAGE  IN  PREGNANCY  AND  LACTATION:  An  in- 
creased risk  of  congenital  malformations  associated  with 
the  use  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoiide.  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  in  several  studies.  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided.  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  institution  of 
therapy  should  be  considered  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  In  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  materrtal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspirin  should  be  kepi  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suiadal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  b^n  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow 
and  slow.  CNS  stimulants,  e g . caffeine.  Metrazol.  or  am- 


phetamine. may  be  cautiously  administered  It  severe  hypo- 
tension develops,  pressor  amines  should  be  used  parenterally 
to  restore  blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  atrate  with  aspirin  is  administered  in  recom- 
mer>ded  dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous. macuiopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae.  ecchymoses.  peripheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema  bronchial  spasms,  hypotensive  crises  (t 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  ol  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (t  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A lew  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE:  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethc^eptazme  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
light-headedness.  with  uneventful  recovery  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appropriate  therapy  of 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication  Observation 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  tor  ketoaci- 
dosis and  dehydration  watching  for  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprothrombinemia  which,  it 
It  occurs  usually  requires  whole-biood>tran$fusions 
DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate. 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 
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‘This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 
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MODERATE 

PAIN 


A therapeutic  dose 
of  acetaminophen 
in  one  tablet 


A therapeutic  dose 
of  two  complementary 
analgesics 


The  convenience  and 
economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 


WHY  NOT  WYGESIC 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC — Abbreviated  Summary 
INDICATION:  For  Ihe  relief  of  mild-to*moderate  pain. 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE  Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histones  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdotage). 

DRUG  DEPENDENCE;  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance.  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morpnine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine's  al- 
though quantitatively  less,  and  propoxyphene  should 
be  proscribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and'or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Sale  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad^- 
vorso  effects  on  total  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  bo  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweioh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  oocumented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  Ihe  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrine  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol. 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting.  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients;  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  Include  constipation,  ab- 
dominal pain,  skin  rashes.  Iight-headedness.  head- 
ache. weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics, and  other  CNS  depressants  has  an  aoditive 
depressant  effect.  Patients  taking  this  drug  should 
bo  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended,  (see  Warnings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrine 

MANAGEMENT  OF  OVERDOSAGE;  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdns- 
age  and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume.  Cheyne- 
Slokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  Circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions. a prominent  feature  in  most  cases  of  severe 
poisoning  (jardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill:  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxiciiy.  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy.  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A l3-gram  dose  has  re- 
portedly been  fatal. 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan.  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV,  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient’s 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen,  IV  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  m poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
IS  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load. It  has  been  reported  that  mercaptamme  (cys- 
teamine)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-tO 
hours)  N-acetylcysteine  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme.  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407.  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  piasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


COLOR  THE  STAIRS 

People  who  cover  floors  in  public  buildings 
are  obsessed  by  the  absurd  notion  that  in  going 
from  one  level  to  another,  upper  and  lower 
levels  and  the  stairs  should  all  be  carpeted  in 
exactly  the  same  color.  This  serves  to  hide  the 
steps,  so  that  it  is  easy  to  fall  when  going  up  or 
down. 

This  may  be  as  valuable  an  editorial  as  any  I 
have  written,  if  it  will  keep  you  or  me  from 
falling  and  breaking  a hip. 

There  is  nothing  clever  about  hiding  the  two 
levels  and  the  stairs  in  the  same  color,  so  that 
the  steps  seem  not  to  exist.  When  I point  this 
out,  I am  always  told,  yes,  it  is  bad,  and  yes, 
people  have  fallen.  So  I suggest  that  when  two 
or  three  steps  separate  one  level  from  another, 
the  stairs  should  be  in  contrasting  colors,  black 
or  white,  so  that  when  you  approach  them,  to 
go  up  or  down,  you  cannot  avoid  seeing  the 
differently  colored  stairs. 

If  you  fall  upstairs,  it’s  a sign  that  you  are 
going  to  be  married.  But  whichever  way  you 
are  going,  it  can  mean  you  are  going  to  break 
your  neck. 

Color  the  stairs. 

F.C. 

THIRTY  YEARS  WITHOUT  A DOCTOR 

I know  a lady  who  has  not  seen  a doctor 
professionally  for  30  years,  and  she  will  not  see 
one  now.  Earlier,  she  has  undergone  hyster- 
ectomy, tonsillectomy,  appendectomy,  and 
breast  biopsy.  I keep  breaking  out  with  things, 
and  all  she  does  is  cough  and  take  cough  drops. 

Now  what  is  going  on?  She  is  the  kind  that 
does  not  get  sick,  or  she  is  thinking  herself 
well,  into  a state  of  health,  where  she  will  not 
need  a doctor;  or  I am  seeing  foo  many  doctors, 
and  so  is  everybody  else.  And  I think  she  has 
this  funny  feeling,  although  she  does  not  admit 
it,  that  if  she  sees  a doctor,  she  will  get  sick, 
and  just  because  she  has  seen  him. 

Of  course,  if  she  goes  to  see  a doctor,  it  may 
be  the  other  way  around,  she  may  be  getting 
sick. 

She  had  wax  washed  out  of  her  ears  some 


time  back,  but  I think  I insisted  on  it.  It  would 
probably  have  gone  away  all  by  itself,  what 
with  all  her  luck.  I keep  asking  her,  how  do  you 
expect  us  to  make  a living?  And  she  is  miss 
stubborn  itself. 

But  30  years  without  a doctor?  What  is  the 
record,  I wonder? 

F.C. 

GOODBYE  HEW,  HELLO  HHS 

Health  Education  and  Welfare  is  now  the 
Department  of  Health  and  Human  Services. 

The  government  says  it  is  the  principal 
federal  agency  for  furthering  the  good  health  of 
all  Americans. 

It  will  control  300  programs, 
employ  150,000  people, 

and  cost  226  billion  dollars  in  fiscal 
year  1981. 

As  people  say  when  they  tell  you  something 
you  would  just  as  soon  not  know,  I thought 
you’d  like  to  know. 

F.C. 

TOENAILS  AND  FINGERNAILS 

I use  my  fingernails  to  scratch  and  to  open 
the  blade  of  my  pocket  knife.  I have  no  use  for 
my  toenails.  I keep  my  fingernails  short  so  I 
can  play  my  grand  piano  instead  of  just  looking 
at  it.  I do  my  toenails,  too,  so  I can  get  my 
stockings  on,  and  anyway,  it  seems  indecent  to 
let  them  go  untrimmed. 

But  my  fingernails  are  easy  to  do,  and 
toenails  are  hard.  I have  learned  to  do  my 
fingernails  out  on  the  lawn,  because  the 
trimmings  fly  every  whichway  and  make  life 
hard  for  me;  toenails  present  a problem. 

For  one  thing,  they  are  hard  to  see.  They  are 
far  away,  and  my  old  discarded  eyeglasses 
would  help,  or  a telescope  would  do.  I have 
thought  of  painting  them  red,  but  you  know, 
suppose  I were  sick  or  injured  and  wound  up  in 
the  hospital;  what  would  they  think? 

Toenails  are  simply  a nuisance.  They  are  not 
as  easy  to  cut,  they  curve,  and  they  do  nothing 
for  me.  And  there  is  one  more  thing.  I cannot 
bend  forward  as  easily  as  I should  like  to,  and 
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so  I cannot  get  at  them.  And  their  waste 
products  fly  away,  too,  but  inside  my  house, 
where  I do  not  want  them;  I cannot  see  doing 
toenails  out  on  my  lawn. 

Do  toenails  grow  as  fast  as  fingernails? 

We  talk  about  the  coccyx  and  the  appendix 
as  useless  vestiges  of  our  upbringing. 

Remember  the  toenails. 

F.C. 

AT  THE  ACCIDENT 

Someone  is  lying  on  the  sidewalk,  sur- 
rounded by  wellwishers,  and  one  of  them  calls 
you  by  name;  or  somebody  rings  your  doorbell 
and  asks  you  to  come  out  and  attend  to  the  sick 
one.  People  do  not  usually  lie  down  on  the 
sidewalk. 

Must  you  go? 

You  have  not  been  called  by  the  patient,  who 
may  later  disown  you,  and  may  even  sue  you 
for  what  may  be  called  improper  treatment. 


Should  you  go? 

What  good  can  you  do  if  you  are  a 
dermatologist,  or  a psychoanalyst,  or  if  your 
practice  is  limited  to  allergy?  But  it  has  been 
suggested  that  in  an  emergency,  and  where  you 
are  the  only  doctor,  people  do  not  care  about 
your  specializing.  To  those  who  need  a doctor, 
you  are  the  doctor.  You  may  not  have  delivered 
a baby  in  half  a century,  but  you  will  do  it  now. 
You  may  not  have  reduced  a fracture  in  years, 
but  you  must  reduce  one  now. 

And  have  you  acquired  a patient?  May  you 
charge  for  your  time  and  your  service?  The 
laborer  is  worthy  of  his  hire;  the  plumber  and 
the  electrician  send  in  their  bills,  and  why 
should  not  the  doctor? 

You  cannot  render  first  aid,  you  are  a doctor. 
But  can  you  refuse  to  treat  the  patient  on  the 
sidewalk?  You  may  have  come  from  a cocktail 
party,  you  may  be  on  the  way  to  one,  or  the 
patient  may  have  been  to  too  many  cocktail 
parties.  Can  you  walk  away? 

F.C. 
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ORIGINAL  ARTICLES 


Methods  of  Oxygen  Delivery 


The  goal  of  oxygen  therapy  in 
hypoxemia  is  to  increase 
alveolar  oxygen  concentration 
(Pfl02)  and  the  amount  of  oxygen  carried  in 
the  blood.  Many  oxygen  delivery  devices  are 
available.^  The  partial  pressure  of  the  dis- 
solved O2  in  the  plasma  (Pa02)  desired, ^ the 
reliability  and  simplicity  of  the  O2  delivery 
system,  and  the  patient’s  comfort  are  factors  in 
determining  the  best  method  of  delivering 
oxygen  to  a patient. 

Face  tent,  tracheostomy  collar,  or  a T-tube 
are  used  with  a nebulizer  for  aerosol  therapy 
(Fig  1).  The  nasal  cannula,  nasal  catheter,  simple 
oxygen  mask,  mask  with  reservoir,  and  venturi 
mask  (Fig  2)  are  commonly  used  to  increase 
the  fraction  of  inspired  oxygen  (F1O2).' 

The  calculated  oxygen  concentrations  for 
these  devices  are  shown  in  Table  1.^  These  are 
estimated  concentrations  and  exist  only  under 
controlled  conditions.  In  reality,  there  are 
many  factors  which  may  alter  the  F1O2  when 
using  any  of  the  above  devices,  except  the 
venturi  mask.  These  devices  supply  only  a part 
of  the  inspired  gas,  and  the  rest  of  the  inspired 
volume  is  drawn  from  the  room  air.  Some 
factors  which  affect  the  true  F1O2  are:^ 

1.  Tidal  volume:  the  larger  the  tidal  volume. 
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the  more  room  air  entrainment,  and  the 
lower  the  F1O2. 

2.  Inspiratory  flow  rate:  the  faster  the  flow 
rate,  the  more  room  air  entrainment,  and 
the  lower  the  F1O2. 

3.  Respiratory  rate:  if  minute  volume  exceeds 
the  minute  flow  rate  of  gas,  the  reservoir  is 
not  filled  and  F1O2  is  lowered. 

4.  Volume  of  reservoir:  with  a nasal  cannula  or 
catheter,  the  only  reservoir  is  the  volume  of 
the  nose  and  pharynx.  With  a simple 
oxygen  mask,  face  tent,  or  nonbreathing 
mask,  extra  reservoir  volume  is  available. 
The  larger  the  reservoir,  the  less  the  room 


FIGURE  1.  VENTURI  DEVICES 
Shown  above  are:  (a)  nebulizer  with  face  tent;  (b)  venturi  mask. 
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FIGURE  2.  NON-VENTURI  DEVICES 

Shown  above  are:  (c)  non  rebreathing  mask;  (d)  simple  oxygen  mask;  (e)  nasal  cannula 


TABLE  1. 

GUIDELINES  POP  F«tTTMATIMC 
OXYGEN  CONCENTRATION  WITH  LOW-FLOW  OXYGEN  DEVICES 


loot  O2  FLOW  RATE 
IN  LITERS 


A.  Nasal  Cannula  or  Catheter: 

1 L 

2 L 

3 L 

4 L 

5 L 

6 L 

B.  Oxygen  Mask: 


MAXIMUM  OXYGEN 
CONCENTRATION 


24X 

28t 

32X 

36t 

40t 

44t 


5- 6  L 40t 

6- 7  L 50t 

7- 8  L 60t 

C.  Mask  with  Reservoir  Bag: 

6 L 60t 

7 L 70t 

8 L 80t 

» L 90t 

10  L 99t 


Note:  Normal  ventilatory  pattern  Is  assumed. 

Reproduced  with  permission  from  Shapiro,  B.A., 
Harrison,  R.P.,  and  Walton,  J.R.:  Clinical  Application  of 
Blood  Gases,  2nd  edition.  Copyright  ®1977  by  Year  Book 
Medical  Publishers,  Inc.,  Chicago. 


air  entrainment,  and  the  less  the  F1O2  is 
decreased. 

5.  Fit  of  the  appliance:  a close  fit  of  the 
appliance  to  the  patient  is  necessary  to 
maintain  the  proper  functioning  of  the 
system. 


Venturi  devices  (Fig  1)  deserve  special 
consideration.'’  Most  brands  of  venturi  masks 
are  capable  of  diluting  pure  oxygen  to  several 
F1O2S  between  .24  and  .40  by  room  air 
entrainment.  The  total  flow  of  gas  (the  O2  and 
the  entrained  room  air)  is  high  enough  to  meet 
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the  patient’s  inspiratory  demands,  and  there- 
fore the  F1O2  remains  constant. 

Nebulizers  (Fig  1)  employ  a venturi  device 
for  oxygen  dilution.  At  concentrations  less 
than  457c,  the  total  flow  (the  O2  and  the 
entrained  room  air)  is  adequate  for  most 
patients,  and  the  F1O2  remains  fairly  constant. 
However,  as  an  attempt  to  increase  the  FjO?  is 
made,  the  air  entrainment  is  less,  and  the  total 
flow  of  gas  is  decreased.  The  flow  rate  of  the 
O2  must  be  increased  to  compensate  for  the 
decreased  air  entrainment. 

A nebulizer  without  a heater  produces  a cool 
mist  that  is  helpful  in  reducing  postextubation 
laryngeal  edema.  A heated  nebulizer  or  ultra- 
sonic nebulizer  will  provide  enough  mist  to 
hydrate  secretions  and  facilitate  bronchial 


hygiene.  Adequate  gas  humidification  is  im- 
portant, regardless  of  the  means  of  oxygen 
administration. 
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Status  Report, 

Department  of  Pharmacology, 
University  of  Nebraska  Medical  Center 


Poisons  and  medicine  are  oftentimes  the  same 
substance  given  with  different  intents. 

Peter  Mere  Latham  (1789-1875) 


Based  on  the  dose-related  effects 
of  drugs,  the  sciences  of 
pharmacology  and  toxicology 
become  inseparable.  All  life-saving  therapeutic 
compounds  could  bring  about  disastrously 
toxic  and  lethal  effects  when  used  erroneously 
and  injudiciously.  Hence  the  distance  between 
a “safe”  and  “unsafe”  therapeutic  regimen  is 
narrow  and  easily  traversed.  Therefore,  one  of 
two  objectives  of  the  Department  of  Pharma- 
cology is  to  provide  the  medical  students, 
nursing  students,  physician  assistant  students, 
and  physical  therapy  students  with  basic 
pharmacologic  information  and  to  impart  an 
understanding  of  the  actions  of  drugs  on 
humans  so  that  he  or  she  can  apply  the 
knowledge  to  the  judicious  use  of  drugs. 

The  second  objective  has  been  to  create  a 
stimulating  and  unconfining  academic  environ- 
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ment,  not  hampered  by  convention,  where 
creative  minds  with  fundamental  backgrounds 
in  physics,  chemistry,  and  mathematics  could 
isolate  and  characterize  receptor  sites  and 
study  the  interaction  of  drugs  on  these 
macromolecules.  Since  the  field  of  pharma- 
cology is  unusually  wide,  the  research  prob- 
lems under  investigation  are  of  a varied 
character. 

The  faculty,  the  institutes  where  they 
obtained  their  doctorate  and  post-doctorate 
educations,  along  with  their  research  activities, 
are  hereby  summarized. 

Jean  D.  Deupree,  Ph.D.:  Michigan  State 
University  and  University  of  Wisconsin  - 
Studies  on  adrenergic  storage  granules; 
mechanism  of  action  of  anticonvulsants. 
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Thomas  E.  Donnelly,  Jr.,  Ph.D.:  Yale  Uni- 
versity and  University  of  Copenhagen  - 
Properties  of  nuclear  cyclic  GMP-dependent 
protein  kinase;  studies  in  clinical  and  experi- 
mental pancreatic  cancer. 

Manuchair  Ehadi,  Ph.D.:  University  of  Mis- 
souri and  National  Institute  of  Mental  Health 
- The  modulation  of  GABA  receptor  sites  by 
pyridoxal  phosphate;  the  regulation  of 
melatonin  synthesis  in  pineal  gland. 

Carl  F.  Gessert,  Ph.D.:  University  of  Wiscon- 
sin and  Washington  University  - Mechanism 
of  action  of  phenytoin  and  its  binding  to 
synaptosomal  proteins. 

Terry  D.  Hexum,  Ph.D.:  University  of  Kansas 
and  University  of  Wisconsin  - Function  of 
enkephalin-like  peptides  from  adrenal  glands; 
cardiovascular  effects,  changes  with  age. 

Charles  W.  Mackenzie,  III,  Ph.D.:  University  of 
Southern  California  and  University  of  Min- 
nesota - Cyclic  nucleotides:  role  in  smooth 
muscle  relaxation. 

L.  Charles  Murrin,  Ph.D.:  Yale  University  and 
Johns  Hopkins  University  - Ontogeny  of 
dopamine,  acetylcholine  and  neuroleptic 
receptors;  development  of  mammalian  central 
nervous  system. 

Ronald  Pfeiffer,  M.D.  : University  of  Nebraska  - 
Clinical  pharmacology  of  parkinsonism  and 
other  movement  disorders. 

Walter  N.  Piper,  Ph.D.:  Purdue  University  and 
University  of  Iowa  - Lead  and  drug  toxicity 
related  to  heme  biosynthesis;  toxicant  de- 
regulation of  endocrine  heme  synthesis. 


Eric  M.  Scholar,  Ph.D.:  University  of  Illinois 
and  Brown  University  - Drug-induced 
membrane  changes  and  tumor  metastasis. 

Gerald  L.  Wolf,  Ph.D.,  M.D.:  University  of 
Nebraska  and  Harvard  Medical  School  - 
Cardiovascular  radiology;  renal  and  vascular 
pathophysiology. 


The  results  of  their  investigations  have  been 
presented  at  national  and  international  con- 
ferences, and  published  in  a variety  of  refereed 
journals. 

Because  there  is  a great  need  for  pharma- 
cologists on  both  regional  and  national  levels 
to  work  in  educational,  industrial  and  govern- 
mental activities,  the  department  has  been 
active  in  providing  graduate  education  to 
young  scientists  primarily  from  the  state  of 
Nebraska  but  also  from  other  parts  of  the 
United  States.  In  addition,  during  the  past  10 
years,  the  department  has  provided  post- 
doctoral research  experience  to  12  scientists 
with  M.D.  or  Ph.D.  degrees  from  all  over  the 
world. 

Bound  by  a common  humanitarian  concern, 
and  armed  with  complex  conceptual  and 
technical  capabilities,  the  members  of  the 
faculty  in  this  department  find  the  unsolved 
problems  in  medicine  exciting  and  humbling.  It 
is  hoped  that  our  teaching  of  students  of 
medicine  and  our  research  and  scholarly 
activities  would  serve  the  people  of  the  state  of 
Nebraska  well  and  and  improve  the  quality  of 
life  in  general. 
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Coronary  Heart  Disease, 
Surgical  Treatment 


Despite  the  fact  that  in  the  last 
decade  there  has  been  a 
decline  in  the  number  of  deaths 
from  coronary  heart  disease,  it  still  is  the 
leading  cause  of  death  in  America.  Five  per 
cent  of  the  adults  in  the  United  States 
population  have  some  degree  of  coronary 
artery  disease,  and  every  year  600,000  patients 
die  due  to  myocardial  infarction.  In  compari- 
son, 250,000  to  300,000  deaths  per  year  take 
place  due  to  various  types  of  malignant 
neoplasms. 

Since  the  myocardium  requires  ten  times 
more  blood  and  twenty  to  thirty  times  more 
oxygen  than  the  rest  of  the  body,  it  is  easy  to 
understand  the  adverse  effect  that  arteries 
critically  narrowed  due  to  atherosclerosis 
would  have  upon  myocardial  performance. 
What  is  critical  coronary  artery  stenosis?  If  the 
internal  diameter  of  the  coronary  artery  is 
reduced  by  70  percent  or  if  the  luminal  area  is 
reduced  by  50  percent,  it  is  a hemodynamically 
significant  obstruction.  Of  course,  the  location 
of  the  stenosis,  the  length  of  the  obstructing 
lesion,  and  the  number  of  such  lesions  in  a 
given  artery  also  affect  the  flow  of  blood 
through  it.  In  order  of  their  frequency  of 
occurrence,  the  middle  one-third  of  the  right 
coronary  artery  followed  by  the  proximal  one- 
third  of  the  LAD,  proximal  right  coronary 
artery  and  obtuse  marginal  branch  of  the 
circumflex  are  the  commonest  locations  that 
are  involved  by  atherosclerosis. 

Indications  for  Coronary  Artery 
Bypass  Surgery: 

A.  Anatomical  - When  based  primarily  upon 
the  anatomical  location  of  the  disease,  ir- 
respective of  the  patient’s  symptoms,  coronary 
artery  bypass  surgery  is  advised. 

B.  Physiological 

Left  main  coronary  artery  obstructions:  It 
has  been  unanimously  agreed  that  obstruction 
to  the  left  main  coronary  artery  is  a surgical 
disease;  a 50  percent  obstruction  in  its 
diameter  being  considered  as  a hemody- 
namically significant  stenosis.  If  such  patients 
are  treated  medically,  40  to  50  percent  of  them 
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can  be  expected  to  die  in  three  years.  However, 
in  patients  who  are  treated  with  coronary 
bypass  surgery,  a 75  to  90  percent  survival  rate 
is  projected  at  the  end  of  three  years.  Surgery 
can  be  accomplished  in  these  patients  with  1 to 
3 percent  operative  mortality. 

Chronic  stable  angina:  The  primary  mode  of 
treatment  in  these  patients  is  medicine. 
Surgery  is  recommended  when  medical  treat- 
ment fails  to  alleviate  the  patient’s  symptoms 
or  where  there  is  left  main  coronary  stenosis, 
severe  three-vessel  disease  and  proximal 
obstruction  in  a big  primary  coronary  artery. 

Unstable  angina:  These  critically  ill  patients 
have  angina  at  rest  which  does  not  respond  to 
nitrate  and  ECG  shows  evidence  of  myocardial 
ischemia.  In  these  patients  there  is  no 
enzymatic  or  electrocardiographic  evidence  of 
myocardial  infarction.  Angina  is  first  stabilized 
with  vasodilators,  beta  blockers,  etc.  However, 
they  may  occasionally  need  an  intra-aortic 
balloon  device  to  control  it.  Once  coronary 
angiography  is  done  in  these  patients,  based 
upon  their  clinical  behavior  and  anatomical 
location  of  the  disease,  surgery  should  be 
recommended. 

The  role  of  coronary  artery  bypass  surgery 
in  patients  with  acute  myocardial  infarction, 
congestive  heart  failure,  ventricular  arrhyth- 
mia, and  Prinzmetal  angina  is  controversial. 

Goals  of  Coronary  Artery  Surgery 

The  primary  goal  of  the  surgeon  during 
coronary  artery  bypass  surgery  is  to  ac- 
complish total  myocardial  revascularization. 
Following  bypass  surgery,  80  to  90  percent  of 
the  patients  experience  significant  relief  from 
angina.  As  critically  narrowed  coronary 
arteries  are  bypassed,  imminent  danger  of 
myocardial  infarction  is  prevented.  Patients  in 
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whom  grafts  remain  open,  exhibit  improve- 
ment in  the  performance  of  treadmill  tests.  In 
those  patients  who  had  only  ischemia  of  the 
myocardium  and  not  infarction  prior  to  bypass 
surgery,  improvement  in  the  left  ventricle 
functions  can  be  seen.  Recently,  many  centers 
have  reviewed  their  experience  with  coronary 
artery  bypass  surgery  and  have  come  to  the 
conclusion  that  even  in  patients  with  chronic 
stable  angina,  coronary  artery  bypass  surgery 
does  prolong  life.  The  recurrence  rate  of 
angina  in  these  patients  is  approximately  2 
percent  a year.  Late  myocardial  infarction  and 
late  mortality  is  1 to  3 percent  per  year. 

The  operative  mortality  of  coronary  bypass 
surgery  is  primarily  dependent  upon  left 
ventricular  functions.  In  patients  with  excel- 
lent ventricular  reserve,  it  can  be  accomp- 
lished with  an  operative  mortality  under  1 
percent. 

The  patency  rate  of  the  saphenous  vein  graft 
is  75  to  85  percent  at  the  end  of  the  first  year, 
whereas  that  of  the  internal  mammary  artery 
graft  is  about  95  percent.  Closure  of  the  graft 
in  the  immediate  postoperative  period  is  due 
to  technical  faults  at  the  time  of  surgery.  Late 
graft  closure  is  usually  due  to  intimal  hyper- 
plasia or  accelerated  atherosclerosis. 

The  common  sequelae  of  coronary  heart 
disease  are  left  ventricle  aneurysm,  papillary 
muscle  dysfunction,  ischemic  ventricular 
septal  defect,  pseudoaneurysm  of  the  left 
ventricle  and  rupture  of  the  heart.  The  most 
common  is  left  ventricular  aneurysm. 

When  a major  coronary  artery  is  blocked, 
the  myocardium  which  is  dependent  upon  that 
artery  for  its  nutrition  undergoes  infarction 
and  is  replaced  by  fibrous  tissue.  This  scar 
cannot  withstand  left  ventricle  pressure  and 
bulges  paradoxically  with  each  systole  of  the 


heart.  Ten  to  twenty  percent  of  the  myocardial 
infarctions  result  in  left  ventricular  aneurysm. 
Eighty  percent  of  these  aneurysms  involve  the 
anterior  wall  of  the  left  ventricle  and  are  seen 
four  times  more  often  in  male  than  in  female 
patients.  Moreover,  in  over  90  percent  of  the 
patients,  they  are  due  to  ischemic  heart 
disease.  In  rare  cases,  left  ventricular 
aneurysm  may  develop  following  blunt  or 
penetrating  trauma  and  sarcoidosis.  Over  75 
percent  of  these  patients  will  have  angina 
which  is  due  to  associated  coronary  artery 
disease  and  increased  tension  in  the  myo- 
cardial wall.  About  one-half  of  these  patients 
present  with  congestive  heart  failure  and  50  to 
75  percent  of  the  left  ventricle  aneurysms  con- 
tain clots  which  sometime  embolize  into  the 
systemic  circulation.  Once  these  patients  with 
left  ventricular  aneurysm  become  sympto- 
matic, three-fourths  of  them  die  within  5 years. 
Following  surgery,  75  percent  of  them  are  alive 
at  the  end  of  5 years.  Dr.  Charles  Bailey  did 
the  first  left  ventricular  aneurysmectomy 
without  cardiopulmonary  bypass  in  1955,  and 
in  1958,  the  same  operation  was  done  by  Dr. 
Cooley  using  cardiopulmonary  bypass.  Today, 
this  surgery  can  be  accomplished  with  an 
operative  mortality  of  about  5 percent.  As- 
sociated critical  coronary  artery  obstruction 
should  be  bypassed. 

Atherosclerotic  coronary  artery  disease  is 
one  of  the  most  malignant  diseases.  We  still 
know  very  little  about  the  etiology  of  athero- 
sclerosis, although  we  know  some  of  the  risk 
factors  which  can  be  modified.  With  few 
exceptions,  the  primary  treatment  is  medicine, 
but  when  this  fails,  coronary  artery  bypass 
surgery  can  provide  excellent  results  with 
minimal  morbidity  and  mortality.  It  produces 
relief  from  angina,  prevents  myocardial  in- 
farction, and  in  selected  cases,  it  improves  left 
ventricle  function  and  prolongs  life.  It  still  is 
only  a palliation  and  not  a cure. 
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My  Specialty;  Pediatrics 


PEDIATRICS  can  be  defined,  in 
part,  as  the  practice  of  internal 
medicine  with  children.  How- 
ever, in  reality  it  is  more  than  that.  Rapid 
changes  in  the  child  make  preventive  medicine 
extremely  important,  for  if  disease  is  un- 
detected, a child  may  be  sentenced  to  a life  of 
disability.  Knowledge  of  the  p.sychological 
characteristics  of  the  premature  infant  and 
young  child  is  a requirement  of  the  pedia- 
trician, as  is  familiarity  with  the  psychosocial 
aspects  of  children  and  families.  The  pedia- 
trician generally  limits  his  surgery  to  simple 
lacerations  and  other  minor  procedures. 

Although  pediatricians  originally  limited 
their  practice  to  the  younger  child,  most  now 
care  for  children  and  adolescents.  Some  care 
for  older  individuals  also,  for  example, 
adolescent  or  youth  medicine,  and  some 
become  involved  in  perinatal  medicine. 

Interestingly  enough,  I did  not  go  into 
pediatrics  because  I was  originally  interested 
in  children.  I initially  was  impressed  with  the 
diseases  themselves  and  the  fact  that  children 
become  ill  rapidly  but  they  improve  rapidly  as 
well.  I also  was  interested  in  preventive 
medicine  and  preventive  psychiatry.  However, 
as  I have  worked  with  children  I have  grown  to 
really  enjoy  interacting  with  them  and  helping 
them  through  crises,  whether  big  or  small. 

One  of  the  most  useful  roles  of  the 
pediatrician  is  to  provide  consultation  to  the 
adult  specialist  or  other  physicians  less  familiar 
with  the  special  needs  of  children.  In  some 
cases  this  might  alter  the  management  of  the 
patient. 

My  daily  schedule  usually  begins  with 
hospital  rounds  on  newborns  or  on  a few  sick 
children.  Several  times  a month  I’ll  have  a 
hospital  meeting  at  7:00  or  7:30  A.M.  Hospital 
rounds  are  followed  by  office  practice  which 
begins  mid-moming.  At  noon  I go  home  for 
lunch  or  go  to  the  hospital  to  finish  rounds.  I 
have  noon  meetings  once  or  twice  per  week. 

My  schedule  is  broken  up  by  having  a 
behavior  clinic  on  Tuesday  morning,  in  as- 
sociation with  a behaviorial  psychologist,  and 
on  Wednesday  morning  I consult  at  the 
Lincoln-Lancaster  Child  Guidance  Center. 
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Our  group  of  four  physicians  is  fortunate  to 
have  a child  health  associate  who  works  with 
us.  He  sees  patients  in  the  absence  of  one  of 
the  physicians  or  when  one  is  called  away  in  an 
emergency  situation.  He  also  sees  some  of  the 
well  children.  His  presence  eases  our  load, 
especially  at  peak  seasons. 

An  R.N.  reduces  the  number  of  phone  calls 
we  have  to  respond  to  by  screening  or  handling 
them  directly.  She  is  also  available  on  week- 
ends to  help  with  the  phone  and  assist  the 
physicians  who  comes  into  the  office  on 
Saturday  and  Sunday  afternoon  to  see  ill 
patients.  We  are  on  call  every  fourth  weekend. 
This  allows  for  more  time  off  to  spend  with  our 
families. 

There  is  “good  news”  and  “bad  news”  when 
it  comes  to  pediatrics,  as  is  the  case  with  all 
areas  of  medicine.  The  “good  news”  is  that  we 
are  dealing  with  a young  population.  Generally 
speaking,  they  do  well  and  are  not  chronically 
ill.  Children  are  fun  and  usually  the  parents  are 
grateful  when  you  have  helped  them.  The  “bad 
news”  is  that  seeing  large  numbers  of  patients 
for  brief  interactions  can  sometimes  be  tiring. 

Anxious  mothers  can  be  frustrating  and 
routine  problems  (to  the  doctors)  and 
checkups  don’t  provide  the  stimulation  that  a 
person  interested  in  difficult  and  challenging 
cases  may  desire.  However,  some  general 
pediatricians  have  partially  solved  this  prob- 
lem by  developing  a subinterest  which  allows 
them  to  concentrate  on  a particular  area  and 
still  reap  the  benefits  of  general  pediatric 
practice.  Others  go  ahead  and  sub-specialize. 
The  subspecialist  usually  ends  up  in  the  larger 
cities  often  practicing  in  a medical  center  or 
university  setting. 

Finally,  because  young  families  are  under 
the  most  economic  pressure  at  this  time,  and 
because  much  of  the  service  provided  to  them 
is  not  covered  by  third  party  carriers,  the 
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pediatrician  does  not  fare  so  well  financially, 
being  at  the  low  end  of  the  scale  of  the 
specialities.  If  we  add  up  the  pluses  and 
minuses,  I believe  in  the  final  analysis,  the 


positive  features  outweigh  the  negative.  This  is 
especially  true  if  one  structures  his  time  and 
practice  to  make  it  enjoyable  and  interesting. 


OB- GYN  Section;  AAeconium  Aspiration 


Meconium  stained  amniotic  fluid 
is  seen  in  five  to  ten  percent  of 
all  births.  It  seems  to  be 
extremely  more  common  in  post-term  infants 
who  are  often  small  for  gestational  age. 

Once  meconium  stained  fluid  is  noted,  there 
should  be  a careful  evaluation  to  make  sure 
that  there  is  no  evidence  of  fetal  distress  or 
anoxia.  If  the  fluid  is  thicker  than  “pea  soup 
consistency”  or  if  there  are  any  signs  of  fetal 
distress  or  anoxia,  there  must  he  a physician 
on  hand  to  care  for  the  infant. 

Meconium  aspiration  can  occur  in  utero  or 
with  the  first  breath.  It  has  been  shown  that 
this  results  in  small  airway  obstruction  with  a 
subsequent  pneumonitis,  loss  of  surfactant 
and  with  resulting  respiratory  distress.  The 
respiratory  distress  may  be  quite  prolonged 
and  require  ventilation  therapy  and  oxygen  for 
prolonged  periods  of  time. 

Meconium  aspiration  pneumonitis  is  now  felt 
to  be  a preventable  cause  of  respiratory  distress 
in  most  instances. 

Treatment  begins  immediately  upon  de- 
livery, with  the  nasopharynx  and  oral  passage 
being  gently  suctioned  of  meconium.  The 
infant  then  receives  direct  tracheal  suction. 
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This  can  either  occur  while  the  head  is  on  the 
perineum  or  immediately  after  delivery.  In  this 
writer’s  observation,  it  is  much  easier  to 
deliver  the  infant  and  then  visualize  the  cords 
rather  than  attempt  to  do  this  on  the  perineum. 
Therefore,  after  immediate  oral  pharyngeal 
suction,  the  child  is  transferred  to  the  mother’s 
abdomen  or  to  the  warmer.  No  attempts  to 
stimulation  drying  are  made,  but  the  infant  is 
immediately  intubated  with  a Cole  tube  — 2.5 
to  3.0  mm  (#12  - 14  French).  Direct  suction  is 
applied  to  this,  either  by  mouth  suction  and/or 
wall  suction  at  approximately  40  mm  of 
mercury.  If  meconium  is  encountered  while 
withdrawing  the  endotracheal  tube  from  the 
trachea,  the  trachea  is  repeatedly  suctioned 
until  clear. 

After  these  steps,  the  child  is  dried,  stimu- 
lated and  given  oxygen  and  other  measures  of 
resuscitation  as  needed. 

These  maneuvers  will  prevent  most  cases  of 
meconium  aspiration  pneumonitis  and  the 
resultant  respiratory  distress  in  infants. 
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Botulinum  Intoxication: 

A Case  Report  with  Discussion  of 
Diagnosis  and  Management 


Abstract 

A 38-year  old  woman  was  hospitalized 
because  of  progressive  weakness  of  extra- 
ocular, bulbar,  and  proximal  limb  muscles. 
Botulinum  toxin.  Type  A,  was  identified  by 
the  Center  for  Disease  Control  in  Atlanta 
(CDC)  in  home-canned  tomatoes.  Clostridium 
botulinum  was  isolated  from  the  patient’s 
stools.  Clinical  features,  differential  diag- 
nosis, treatment,  and  preventive  measures 
are  discussed. 

Introduction 

A REVIEW  of  the  records  from 
the  Nebraska  Department  of 
Health  and  the  CDC  indicate 
only  2 previous  outbreaks  of  botulism  in 
Nebraska.  These  occurred  in  1923  and  1931 
with  3 and  2 cases  respectively.  All  resulted 
in  death.  The  relative  rarity  of  botulism  in 
the  past  may  lead  the  public  to  a false  sense 
of  security.  This  is  particularly  unfortunate 
in  the  light  of  the  recent  interest  in  home 
grown  natural  foods  and  home  canning. 

Case  report 

A 38-year  old  woman  was  admitted  to 
UNMC  because  of  progressive  muscle  weak- 
ness. Seven  days  earlier  she  had  experienced 
nausea  and  vomited  once.  Double  vision, 
dizziness,  and  droopy  eyelids  were  present 
the  next  morning.  The  symptoms  worsened, 
and  during  the  next  five  days  dysarthria, 
dysphagia,  weakness  of  arms  emd  legs,  and 
dry  mouth  developed.  The  past  medical 
history  was  noncontributory. 

Physiced  examination  revealed  an  alert 
patient.  Blood  pressure  was  120/90,  heart 
rate  76  per  minute  and  regular.  Temperature 
36  C.  Respiration  18  per  minute  emd  shallow. 
Mucous  membranes  of  the  mouth  were  dry, 
lungs  were  cleeu-,  and  examination  of  the 
abdomen  unremarkable.  Neurologically  there 
was  moderate  bilateral  ptosis:  upward  gaze 
was  restricted  as  was  abduction  of  the  eyes 
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bilaterally  with  horizontal  double  images. 
There  was  moderate  dysarthria  and  dys- 
phagia. Pupils  were  round,  4 mm,  with 
normal  light  and  near  reflex.  Neck  flexors 
and  extensors,  trunk  muscles,  proximal  limb, 
and  less  so  distal  muscles  were  moderately 
to  severely  weak.  The  tendon  reflexes  were 
normal.  Gait  was  unsteady  due  to  muscle 
weakness.  No  muscle  fasciculations  or 
cramps  were  noted.  There  was  no  muscle 
pain  or  tenderness.  Sensation  was  intact  to 
all  modalities.  There  was  no  objective  im- 
provement to  the  intravenous  injection  of  10 
mg  edrophonium  chloride. 

Initial  laboratory  studies  included  normal 
values  for  the  following:  Complete  blood 
count,  chemistry  profile,  serum  electrolytes, 
magnesium  and  calcium  level,  thyroid  profile, 
emd  urinalysis.  Lumbar  puncture  revealed  a 
normal  opening  pressure  and  normal  values 
for  protein  and  glucose  content  and  2 
mononuclear  cells.  EKG  revealed  nonspecific 
ST-T  segment  changes. 

Electrodignostic  studies  revealed  normal 
motor  nerve  conduction  velocities  and  distal 
latencies.  The  median  and  ulnar  evoked 
sensory  nerve  action  potentieds  were  of 
normal  amplitude  and  latency.  The  evoked 
compound  muscle  action  potentials  (CMAPs) 
were  of  decreased  amplitude  from  thenar 
(3.0  mv-normal  4-18),  hypothenar  (1.5  mv- 
normal  6-16),  and  EDB  (1.5  mv-normal  2-12) 
upon  stimulation  of  the  appropriate  nerves. 
Repetitive  stimulation  at  rates  from  2 to  10 
per  second  did  not  reveal  a decremental 

♦Reprint  requests  to  E.  W.  Streib,  M.D.,  Dept,  of  Neurology,  UNMC. 


September  1980  Nebraska  Medical  Journal  253 


response.  The  amplitude  of  the  CMAPs  did 
not  change  following  periods  of  10  to  30 
seconds  of  isometric  exercise.  The  patient 
did  not  tolerate  higher  rates  of  stimulation. 
Selected  muscles  of  the  right  leg,  right  arm, 
and  face  were  examined  with  a needle 
electrode.  No  abnormal  spontaneous  activity 
was  present.  The  motor  unit  action  po- 
tentieils  were  of  shortened  duration,  and  full 
interference  patterns  could  be  obtained  in  all 
muscles  with  moderate  strength  of  contrac- 
tion. 

Course 

Muscle  strength  rapidly  deteriorated  dur- 
ing the  next  24  hours.  The  patient  was 
unable  to  speak  or  swallow,  to  turn  in  bed, 
or  to  sit  up  by  herself.  Tendon  reflexes 
decreased  in  briskness.  Respiratory  function 
markedly  declined,  and  nasotracheal  intuba- 
tion and  ultimately  tracheostomy  with  man- 
datory ventilation  became  necessary.  Ade- 
quate nutrition  was  maintained  by  naso- 
gastric tube  feeding.  After  establishing  the 
diagnosis  of  botulism,  the  patient  was  treated 
with  guanidine  hydrochloride  in  doses  from 
15  to  30  mg  per  kg  per  day,  given  through 
the  nasogastric  tube.  Moderate  improvement 
of  ptosis,  general  muscle  strength,  and 
respiratory  parameters  occurred.  Deteriora- 
tion of  these  was  noted  after  discontinua- 
tion of  GHCL  for  2 days,  and  medication 
with  15  mg/kg  GHCL  was  resumed.  Respira- 
tory function  and  muscle  strength  improved 
to  the  point  that  the  patient  could  be 
transferred  to  her  neighborhood  hospital 
after  43  days.  At  that  time  she  was  off  the 
respirator,  except  for  continuation  on  a 
CPAP  system  at  10  ml  of  water.  She  was 
able  to  walk  20  to  30  meters  with  support. 
Repeat  electrodiagnostic  studies  at  the  time 
of  transfer  revealed  an  increase  of  the  ampli- 
tudes of  the  CMAPs  to  single  stimuli  of 
100-200%  recorded  from  various  muscles.  Six 
months  following  the  onset  of  her  illness  she 
is  back  to  work  part  time,  but  muscle 
weakness  is  still  present,  and  she  is  main- 
tained on  small  doses  of  guanidine  hydro- 
chloride. 

Initial  serum  and  stool  samples  of  the 
patient  did  not  contain  botulinum  toxin,  but 
a type  A toxin  was  identified  in  3 jars  of 
home-canned  tomato  juice.  Stool  cultures 


were  reported  positive  after  3 months  for 
Clostridium  botulinum. 

Discussion 

Botulinum  toxin  impedes  the  release  of 
acetylcholine  from  presynaptic  nerve  termin- 
als.^ The  combination  of  the  anticholinergic 
action  at  the  autonomic  synapses  and  im- 
pairment of  neuromuscular  transmission 
leads  to  a fairly  typical  clinical  picture. 
Within  hours  of  consummation  of  spoiled 
food,  nausea  and  vomiting  may  occur.  This  is 
followed  by  rapidly  progressing,  descending 
weakness  of  extraocular,  bulbar,  and  proxi- 
mal limb  muscles,  as  well  as  photophobia,  dry 
mouth,  decreased  sweating,  and  decreased 
bowel  activity.  Dilated  pupils  may  be  found; 
however,  fixed  pupils  were  noted  in  only  4% 
and  5%  of  the  patients  with  botulinum 
intoxication  of  types  A and  B respectively.^ 
The  tendon  reflexes  may  be  normal  or 
depressed.  The  victims  Eire  afebrile,  and 
normal  cognitive  function  and  somatic  sensa- 
tion are  important  negative  features.  Res- 
piratory paralysis  and  tetraplegia  may 
develop  in  less  than  48  hours.  Individual 
variation  in  the  degree  and  type  of  deficit, 
however,  may  confuse  or  delay  the  diagnosis, 
and  mild  cases  may  even  go  undiagnosed.^ 
While  epidemiologic  history  might  be  helpful, 
it  should  be  noted  that  in  the  period  1970  to 
1972,  83%  of  all  outbreaks  consisted  of  one 
or  two  individuals. 

Differential  diagnosis 

If  diptheria,  magnesium  intoxication’’  and 
the  adverse  effect  of  certain  antibiotics®  are 
excluded,  there  remain  few  disorders  in  the 
differential  diagnosis:  In  our  patient  acute 
myasthenia  gravis  was  excluded  by  several 
negative  tensilon  tests  and  lack  of  typical 
electrophysiologic  features.  Acute  idiopathic 
polyneuropathy  can  preferably  affect  the 
cranial  nerves  and  present  in  a similar  way 
as  in  our  patient,'^  but  there  is  areflexia  and 
the  electrophysiologic  features  are  quite 
different  than  in  botulism.  In  primary  and 
secondary  forms  of  hypokalemic  or  hyper- 
kalemic  periodic  paralysis,  the  cranial  nerve 
innervated  muscles  are  usually  spared,  de- 
spite profound  tetraparesis  or  tetraplegia. 
The  attacks  are  often  recurring,  and  the 
family  history  may  be  positive.  Abnormal 
electrolytes  can  usually  be  demonstrated. 
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Patients  with  acute  poliomyelitis  are  usually 
febrile,  moderate  pleocytosis  is  found  in  the 
spinal  fluid  examination  and  signs  of  anterior 
horn  cell  loss  are  found  in  the  electromyo- 
graphic examination.  As  in  botulism,  acetyl- 
choline release  is  also  impaired  in  the 
Eaton-Lambert  type  of  myasthenic  syndrome 
(ELS):  those  patients  may  present  with 
similar  clinical  features  including  dysauto- 
nomia.*^  The  brunt  of  weakness  in  the  ELS, 
however,  is  in  proximal  muscles  with  relative 
sparing  of  the  extraocular  and  bulbar 
muscles.  Further,  the  course  of  this  illness  is 
less  acute. ^ Tickenvenomation  can  cause  a 
rather  acute,  progressive  muscle  paralysis  of 
the  descending  type  and,  indeed,  may  have 
botulinum-like  effects  at  the  neuromuscular 
junction.  This  diagnosis  should  be  par- 
ticularly considered  in  children  and  forest 
workers.  The  diagnosis  and  treatment  are 
finding  and  removal  of  the  tick. 

Although  electrophysiologic  abnormalities 
are  not  totally  specific  for  botulism,  the 
abnormalities  are  typical  enough  to  suggest 
this  diagnosis  and  exclude  other  possibilities. 
The  major  abnormality  consists  of  rather 
small  amplitudes  of  the  evoked  compound 
muscle  action  potentials  on  motor  nerve 
conduction  studies.  Motor  conduction  veloci- 
ties, distal  motor  latencies  and  sensory  nerve 
action  potentials  are  all  normail.  On  slow 
repetitive  stimulation,  a small  decremental 
response  may  or  may  not  be  present  and 
with  high  rates  of  stimulation,  there  may  be 
a moderate  incrementing  response.^'' 
Needle  electrode  examination  may  in  severe 
cases  show  the  presence  of  fibrillation  poten- 
tials in  the  resting  muscle.  The  MUAPs  are 
of  shortened  duration  and  many  potentials 
fire  with  minimal  or  moderate  strength  of 
contraction;  this  is  quite  in  contrast  to 
diseases  with  loss  of  anterior  horn  cells  or 
blocking  of  nerve  conduction  as  in  the 
demyelinating  neuropathies.  ^ It  was  the 
electrodiagnostic  features  in  our  patient 
which  strengthened  the  suspicion  of  botulism. 

Treatment 

When  the  clinical  diagnosis  of  botulism  is 
under  consideration,  the  Center  for  Disease 
Control  (CDC)  in  Atlanta  should  be  promptly 
notified  and  samples  of  serum,  stool,  and 
home-canned  products  should  be  gathered  for 


analysis  of  toxin.  Anaerobic  cultures  of  stool 
may  further  strengthen  the  diagnosis  in  rare 
circumstances.  If  botulinum  intoxication  is 
strongly  suspected,  polyvalent  antitoxin  to 
types  A,  B,  E should  be  given  immediately. 
Failure  to  administer  antitoxin  in  type  E 
intoxication  has  been  shown  to  increase 
morbidity.'^  If  the  clinical  diagnosis  is  un- 
certain, one  should  await  the  analysis  of 
serum  and  stool  samples  for  toxin,  since  the 
incidence  of  reactions  to  the  equine  antitoxin 
may  approach  20% , including  3%  anaphy- 
laxis. 

Other  early  measures  include  induction  of 
vomiting  and  administration  of  a rapid  acting 
bowel  preparation  to  rid  the  gut  of  further 
toxin  load.  It  is  of  utmost  importance, 
however,  to  avoid  magnesium  containing 
cathartics,  since  magnesium  can  potentiate 
the  already  impaired  acetylcholine  release.'^ 
Penicillin  or  oral  nonabsorbable  antibiotics 
have  been  used  in  the  past  in  an  attempt  to 
reduce  production  of  toxin  by  endogenous 
organisms.  The  effectiveness  of  this  measure 
is  not  established,  and  one  has  to  keep  in 
mind  that  certain  antibiotics  might  have  an 
adverse  effect  on  neuromuscular  transmis- 
sion.'^ 

Guanidine  hydrochloride  (GHCL)  improves 
neuromuscular  transmission  by  increasing 
the  release  of  acetylcholine  from  the  pre- 
synaptic  terminal  at  the  neuromuscular  junc- 
tion. Although  there  have  been  positive 
reports  from  patient and  animal  studies,^ 
there  is  still  great  controversy  about  the 
clinical  effectiveness  of  GHCL  in  botulism.'^ 
Certainly,  our  patient  did  ambulate  earlier 
and  respiratory  function  improved  with 
GHCL.  The  usual  dose  of  GHCL  is  15  to  50 
mg  per  kg  per  day,  divided  into  4 or  5 doses. 
Minor  side  effects  include  nausea,  abdominal 
cramping,  increased  salivation,  tremors  and 
confusion.  All  of  these  are  dose  depen- 
dent.Major  side  effects  are  bone  marrow 
suppression  and  occasional  renal  and  hepatic 
toxicity.''^'®  For  these  reasons,  the  use  of 
this  drug  should  be  individualized;  the 
treatment  should  be  continued  only  if  there 
is  objective  evidence  of  improvement  in 
respiratory  parameters  and/or  electrophy- 
siologic evidence  of  better  neuromuscular 
transmission.  The  patient  should  eilso  be 
monitored  on  a weekly  basis  with  complete 
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blood  count  and  appropriate  liver  enzymes, 
BUN  and  creatinine. 

Depending  upon  the  ingested  dose  of  toxin 
and  other  variables  related  to  absorption, 
respiratory  failure  is  a frequent  complication. 
Recovery  in  severe  cases  of  botulism  may 
take  years. ^ Because  of  this,  the  modern 
mechanical  ventilator  is  the  single  most 
useful  therapeutic  agent.  Those  patients 
with  severe  disease  should  be  treated 
in  a setting  where  these  problems  can  be 
managed  aggressively.  Intensive  bronchial 
hygiene,  monitoring  of  respiratory  para- 
meters, as  well  as  skilled  nursing  care, 
£u-e  necessary.  Further  adjunctive  measures 
of  prime  importance  to  good  outcome  in 
these  cases  include  careful  attention  to 
nutritional  and  psychiatric  needs.  As  in  the 
care  of  any  severely  debilitated  patient, 
therapy  in  botulism  requires  an  integrated 
approach  involving  the  physician,  primary 
care  nurse  and  respiratory  therapist. 

Epidemiology  and  Canning  Techniques 

Between  1914  and  1964,  the  CDC  reported 
258  outbreaks  of  botulism  from  home-c2mned 
vegetables;  there  were  772  affected  in- 
dividuals. Cases  affected  by  type  E intoxica- 
tion are  not  included  in  these  figures. 
Interestingly  enough,  out  of  these  258  out- 
breaks, only  5 were  caused  by  tomato 
products  with  12  cases  altogether.  Virtueilly 
any  canned  vegetable  may  be  contaminated 
with  the  spores  of  C.  botulinum,  but  the 
most  commonly  implicated  foods  are:  beans, 
peppers,  spinach,  corn,  and  asparagus.  The 
bacteria  require  a ph  of  4.6  to  7.0  for  optimal 
growth.  Tomatoes  generally  have  a greater 
acidity.  Overripe  tomatoes,  however,  do  have 
a higher  ph  than  normal.  This  is  also  true  for 
4 varieties  which  have  ph  vedues  greater 
than  4.6,  including  garden  state,  ace,  55  VF, 
cal  ace. 

Tomatoes  may  be  thoroughly  cooked  and 
packed  while  hot  in  jars.  They  should  be 
processed  for  10  minutes.  Processing  implies 
placement  in  a boiling  water  bath  with  a 
level  sufficient  to  cover  the  jar  during 
boiling.  Raw  or  filled  cold  jars  require 
processing  for  35  minutes  if  pint  size  and  45 
minutes  if  quart  size.  The  4 varieties  men- 
tioned previously  with  higher  ph  values, 
overripe  or  spoiled  tomatoes  are  inadequate- 


ly prepared  by  this  method.  These  require 
cooking  under  pressure  to  obtain  higher 
temperatures.  Canning  at  high  altitudes  also 
requires  the  pressure  cooker,  since  the 
temperature  in  an  open  boiling  bath  cannot 
be  brought  to  212°F.  in  addition,  used 
rubber-lined  sealing  lids  or  jars  and  lids  not 
designed  for  canning  should  never  be  used. 

Summary 

Current  economic  trends  toward  conserva- 
tion and  income  budgeting,  as  well  as  the 
increased  interest  in  natural  foods,  make 
home  canning  an  increasingly  popular  house- 
hold practice.  Every  physician  should  be 
familiar  with  the  clinical  features,  manage- 
ment and  prevention  of  botulism. 

Acknowledgment:  We  thank  Dr.  Robert 
Baker  for  referral  of  the  patient  and  follow-up 
information. 
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My  Specialty:  Ophthalmology 


Ophthalmology  is  the  prac- 
tice of  medicine  and  surgery 
with  regard  to  the  eyes  and 
related  structures,  including  the  use  of  all 
modalities  to  measure,  evaluate  and  treat 
visual  function  and  related  structures.  Cur- 
rently to  qualify  for  the  American  Board  of 
Ophthalmology  Examination,  a licensed  phy- 
sician must  complete  a three  year  residency 
during  which  there  is  medically  supervised, 
gradually  increasing  responsibility  in  the  care 
of  large  numbers  of  patients  with  healthy  and 
sick  eyes.  One  of  the  most  satisfying  things  an 
eye  physician  and  surgeon  does  is  to  reassure 
patients  that  medically  competent  examina- 
tion reveals  the  absence  of  eye  disease,  that 
symptoms  asked  about  are  not  ominous,  and 
that  their  visual  function  and  comfort  may  be 
improved  by  glasses  or  contact  lenses. 

In  the  past  ten  years,  the  use  of  the 
operating  microscope,  special  fine  instruments 
and  relatively  durable  fine  sutures  have 
improved  our  ability  to  close  traumatic  and 
surgical  wounds  of  the  eyes.  Timely  diagnosis 
and  adequate  photocoagulation  treatment 
have  been  proven  to  reduce  the  rate  of  loss  of 
vision  due  to  complications  of  diabetes 
mellitus.  The  optical  rehabilitation  of  cataract 
patients  has  been  improved  by  improved 
aspheric  spectacle  lenses  fitted  a lash-length 
away  from  the  eye,  and  also  by  improved 
contact  lenses  some  of  hich  can  in  some 
patients  be  worn  for  montns  at  a time,  and  by 
intraocular  lens  replacements,  now  used  in 
one-fourth  of  American  cataract  operations. 
Surgery  of  the  vitreous  body  h^.s  improved  the 
prognosis  of  some  conditions. 


NEIL  H.  JOSEPH,  M.D. 

Ophthalmology  is  the  first  medical  specialty 
to  organize  a society  in  America  in  1864  (the 
American  Ophthalmological  Society),  a board 
for  examinations  in  1916  (the  American  Board 
of  Ophthalmology),  and  an  organization  speci- 
fically to  publicly  advocate  medically  compe- 
tent health  care  in  1977  (the  Physician’s 
Education  Network). 

A growing  number  of  eye  physicians  and 
surgeons  believe,  as  does  Dr.  Christopher 
Fordham,*  that  we  ought  to  “continue  to  be 
critical  advocates  for  our  patients  and  for  sick 
people  in  general,  that  we  increasingly  express 
that  advocacy  in  the  public  as  well  as  the 
private  arena;  and  that  we  express  it  for  what  it 
truly  is,  the  service  of  others.” 

I chose  ophthalmology  because  it  allows 
much  of  diagnosis  to  be  done  with  reasonable 
medical  certainty  on  the  basis  of  physical 
findings  which  I find  interesting  to  observe, 
patient  care  is  gratifying,  most  useful  special- 
ized procedures  can  be  mastered  within  four 
years  of  medical  school  graduation,  and 
ophthalmologists  I knew  seemed  to  enjoy  what 
they  did  which  involved  obsessive  work  usually 
with  fairly  clear  cut  goals  which  were  often 
achieved. 

♦Fordham,  C.C.:  The  physician  as  patient  advocate, 
.JAMA,  243:1846,  1980. 
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Down  Memory  Lane 


1.  I feel  that  no  one,  no  matter  how 
capable,  is  able  to  make  an  accurate  diagnosis 
of  heart  disease  by  the  use  of  the  x-ray  alone. 

2.  I really  believe  most  of  you  will  agree 
possibly  25  per  cent  of  the  patients  coming 
into  our  offices  have  a mental  condition  in 
addition  to  the  physical  symptoms  which  they 
present. 

3.  Any  pulmonary  symptom  developing 
within  twenty-four  hours  following  an  opera- 
tion should  cause  one  to  suspect  pulmonary 
collapse. 

4.  Why  in  the  world  does  a hospital  have  to 
boil  everything  from  strawberries  to  beef? 

5.  Most  of  us  could  tell  interesting  tales 
about  the  first  dollar  received. 

6.  Cuba  is  making  a bid  for  tourist 
business. 

7.  A physician  may  by  propriety  sign 


Between  Cases 

Definitions. 

Colic:  acute  abdominal  pain. 

So  what  is  a colicky  pain? 

Quote  Unquote. 

You’ve  got  mono,  Lisa. 

On  Counting  People. 

We  can  hardly  believe  our  own  census. 

Words  I Can  Do  Without. 

Anomie,  manageable,  de  novo,  conceptually, 
you  see,  apropos. 

Two  Rights  Do  Make  A Wrong. 

Comes  in  complaining  of  bilateral  enlarge- 
ment on  the  right. 

On  Thanatology. 

For  death,  there  is  no  medicine. 

German  proverb. 


himself  “M.D.”  but  should  never  sign  “Dr.” 
except  under  very  extraordinary  circum- 
stances. 

8.  Just  take  one  of  these  pills  a half  hour 
before  you  feel  the  pain  coming  on. 

9.  The  physicians  of  Richardson  and 
Nemaha  counties,  Nebraska,  and  Brown 
county,  Kansas,  have  a habit  of  featuring  a 
tricounty  picnic  each  August  and  the  1930 
event  took  place  at  Sun  Springs,  Kansas,  with 
about  75  present. 

10.  It  is  extremely  difficult  at  times  to 
differentiate  mild  psychosis  from  certain  forms 
of  neurosis,  and  too  often  the  class  under 
discussion  is  considered  a part  of  that  great 
group  of  neuropathic  individuals  commonly 
called  “neurasthenic.” 

Nebraska  State  Medical  Journal 
September,  1930 


The  Physical. 

He  was  able  to  answer  questions  and  obey 
commands.  There  was  no  evidence  to 
believe  that  this  was  caused  by  accident. 

On  A Strong  Union,  Or  Our  51st  State? 

I have  long  thought  that  we  should  unite 
with  Canada,  and  form  one  larger  and 
greater  country. 

F.C. 

But  we  can’t.  Where  would  the  draft  dodgers 
go.? 

E.H. 

On  Osteology. 

Every  perfect 
Person  owns 
Just  two  hundred 
And  six  bones. 

Mrs.  Stoner 
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Section  On  Pain. 

If  you  wait,  it  will  go  away. 

Anon. 

Another  Law. 

The  remaining  distance  to  the  campsite 
remains  constant  as  night  approaches. 
Anon. 

The  History. 

Vernon  has  attritioned  from  Elmhurst. 


Section  On  Geriatrics. 

Age  improves  wine  and  compound  interest, 
and  that’s  all. 

Ibid. 

On  Testing. 

If  your  treatment  doesn’t  depend  on  the  test, 
skip  the  test. 

F.C. 


Our  Medical  Schools 


1980  Fall  Semester  CME  Courses, 
Creighton  University  School  of  Medicine, 
Division  of  Continuing  Education, 
Omaha,  Nebraska  68178 
402/449-2550 

Allergy  for  the  clinician  (15  hrs)  September  5- 
6,  1980  - Creighton  University  School  of 
Medicine  Pulmonary-Allergy  Division. 

Child  abuse/neglect  workshop  (7  hrs)  Septem- 
ber 17,  1980  - Saint  Joseph  Hospital  and 
Creighton  University  School  of  Medicine. 

Recent  advances  in  cardiac  pacing  (7  hrs) 
September  19,  1980  - Creighton  University 
School  of  Medicine  Division  of  Cardiology. 

Business  aspects  of  a medical  practice  (14  hrs) 
September  25-26,  1980  - Creighton  University 
School  of  Medicine. 

Seminar  on  anesthesiology  (4  hrs)  September 
27,  1980  - Creighton  University  School  of 
Medicine  Department  of  Anesthesiology’  and 
The  Nebraska  Society  of  Anesthesiologists. 

Bonding/stimulation/loss  - a family  affair  (12 


hrs)  October  7-8,  1980,  Lincoln  - Nebraska 
State  Health  Department  and  Creighton  Uni- 
versity School  of  Medicine  Department  of 
Pediatrics. 

Drugs  in  the  elderly  (12  hrs)  October  21-22, 
1980  - Creighton  University  School  of  Medi- 
cine, University  of  Nebraska  at  Omaha 
Gerontology  Program,  University  of  Nebraska 
Medical  Center. 

Perinatal  Care  (14  hrs)  November  13-14,  1980 

- Creighton  University  School  of  Medicine. 

Family  medicine  update  (14  hrs)  December  5- 
6,  1980  - Creighton  University  School  of 
Medicine,  Lincoln  Medical  Education  Founda- 
tion, University  of  Nebraska  College  of  Medi- 
cine. 

Seminars  on  oncology  (18  hrs)  Kauai,  Hawaii, 
November  5 - December  17,  1980,  January  21 

- April  1,  1981  - Creighton  University  School 
of  Medicine. 

Seminars  on  ophthalmology  (18  hrs)  Kauai, 
Hawaii  February’  4-17,  1981  - Creighton 
University  School  of  Medicine. 
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The 

Auxiliary 


American  Medical  Association 
Convention  Highlights 


Saturday  afternoon,  prior  to  the  opening  of 
convention,  workshops  were  held  on  member- 
ship, AMA-ERF,  health  projects,  and  legisla- 
tion. The  national  chairman,  regional  chair- 
man, and  AMA  legislative  consultants  con- 
ducted these  very  informative  workshops.  A 
time  for  consultation  and  sharing  of  ideas  was 
scheduled  following  each  workshop. 

A first  this  year  was  the  introduction  and 
seating  of  the  state  presidents  before  the 
convention  audience.  Another  was  the  use  of 
reference  committee  hearings  for  receiving 
testimony  on  the  proposed  by-law  amend- 
ments, the  1980-1981  budget,  and  resolutions 
from  national  committees  and  state  auxiliaries. 
The  Nebraska  delegates  each  attended  one  of 
these  hearings.  The  House  of  Delegates  voted 
on  the  reference  committee  recommendations 
during  one  of  the  business  sessions.  Another 
first  was  the  seating  of  a male  delegate  at  a 
national  auxiliary  convention. 

Mrs.  F.  William  Karrer,  Immediate  Past 
President,  reported  on  the  Auxiliary’s  state- 
wide accomplishments  during  the  past  year 
and  also  displayed  the  “Flaps  For  Fitness.” 

In  conjunction  with  the  AMA,  three  con- 
tinuing education  programs  were  offered: 
Foods  and  Nutrition  - Concerns,  Complexities 
and  Connections,  Physical  Fitness:  An  Idea 
Whose  Time  Hast  Come,  and  Facing  Death:  A 
Child’s  Point  of  View. 

Keynote  speaker  for  the  convention  was 
Letitia  Baldridge,  noted  author  and  public 

In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

Waltemath,  Glen  F.,  M.D.,  born  July  10,  1905, 

died  June  17,  1980,  University  of  Nebraska 


relation  consultant.  She  gave  highlights  of  her 
years  as  social  secretary  in  diplomatic  em- 
basseys  and  in  the  White  House.  Jessica 
Savitch,  NBC  News  Commentator,  was  a 
luncheon  speaker.  Her  topic  was  In  Pursuit  of 
Excellence. 

Phase  II  of  the  national  Shape  Up  For  Life 
campaign,  physical  exercise,  was  introduced.  A 
new  booklet  on  this  program  for  the  entire 
medical  family  is  now  available  for  auxiliary 
use.  A third  phase  — mental  health  — was 
approved  for  emphasis  in  1981-1982. 

Dr.  Hoyt  Garnder,  president  of  the  AMA, 
spoke  to  the  House  of  Delegates  on  the  Status 
of  the  American  Medical  Association.  He 
stressed  the  power  of  each  individual  and  their 
impact  within  the  group.  We  were  also  pleased 
to  be  addressed  by  Dr.  Hubert  Ritter,  Presi- 
dent of  the  AMA  and  Education  Research 
Foundation. 

Nebraska  was  pleased  to  receive  the  North 
Central  Regional  Award  for  the  greatest 
number  of  increase  for  Members-at-Large.  An 
award  was  also  received  for  the  organization  of 
a new  county  auxiliary  this  past  year,  the 
Southwest  Medical  Auxiliary. 

The  convention  closed  with  the  installation 
of  officers.  One  of  the  highlights  was  having 
Nebraska’s  Dorothy  Olson  installed  as  Na- 
tional Treasurer.  Following  the  ceremony, 
the  inaugural  address  was  given  by  Mrs.  John 
Baughan  (Mary  Ellen)  of  Washington  State. 
Her  topic  dealt  with  Protecting  and  Maintain- 
ing Family  Traditions. 

Mrs.  L.  Palmer  Johnson 
President-Elect  NMAA 


College  of  Medicine,  graduated  1923,  prac- 
ticed in  North  Platte,  Nebraska,  NMA  and 
AMA  member. 
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Books 


Review  of  medical  microbiology;  by  Ernest  Jawetz, 
Ph.D.,  M.D.  and  Joseph  L.  Melnick,  Ph.D.  and  Edward  A. 
Adelberg,  Ph.D.;  limp  cover,  $ 1 4.00;  593  pages;  published 
1980  by  Lange  Medical  Publications,  Los  Altos,  Cali- 
fornia 94022. 

This  is  the  14th  edition;  the  book  first  appeared  in 
1954.  The  authors  are  in  San  Francisco,  Houston,  and 
New  Haven.  There  are  no  less  than  41  chapters,  an  index, 
unnumbered  references,  and  many  figures.  Printing  is 
good,  and  the  print  and  the  authors’  style  make  for  easy 
reading,  even  to  a nonmicrobiologist.  But  you  don’t  have 
to  be  a chicken  to  judge  an  egg. 

The  picture  of  rabies  virus  is  beautiful,  but  it  scared  me; 
so  did  T.  pallidum.  It’s  a good  book;  it’s  up-to-date. 


F.C. 


State  mental  hospitals;  edited  by  John  A.  Talbott, 
M.D.;  219  pages;  bard  cover  $16.95;  published  1980  by 
Human  Sciences  Press,  New  York,  N.Y. 

The  book  is  written  by  15  authors;  14  are  M.D.s  and  one 
is  a Ph.D.,  although  the  foreward  says  physicians  all;  no 
matter.  There  are  four  parts  to  the  book,  dealing  with 
problems,  potential  role,  and  future  of  the  state  mental 
hospital;  the  text  is  further  divided  into  14  chapters. 

This  is  about  the  state  mental  hospital,  not  city,  county, 
or  federal,  or  community,  or  general  hospital  unit.  We  are 
asked;  is  treatment  inhumane,  is  it  inadequate,  is  the  staff 
incompetent,  or  callous? 

With  deinstitutionalization,  it  is  pointed  out,  the  census 
in  state  mental  hospitals  is  only  one  third  of  what  it  once 
was;  but  the  money  for  the  two  thirds  no  longer  there  is 
lacking.  There  are  numbered  references. 

F.C. 


Washing  toNotes 


Medicaid. 

A provision  barring  freedom  of  institutional 
choice  for  Medicaid  patients  has  provoked  the 
strong  opposition  of  the  AMA. 

Approved  by  the  Senate  Finance  Committee 
as  part  of  a budget  cutting  package,  the 
controversial  provision  would  repeal  the 
present  right  of  Medicaid  patients  to  exercise 
free  choice  in  selecting  qualified  suppliers  of 
medical  services.  The  amendment  authorizes 
states  to  limit  access  to  care  to  certain 
hospitals  and  other  providers. 

Although  the  provision  would  set  an 
important  precedent  involving  freedom  of 
choice  and  raises  again  the  question  of  a two- 
tier  health  system,  it  was  scarcely  noticed  by 
the  public  press  in  the  hectic  scrambling  of  a 
Congress  that  wishes  to  be  elsewhere  than 
Washington  in  this  election  year. 

In  a letter  to  committee  Chairman  Russell 
Long  (D-LA),  the  AMA  said  the  provision 
“would  change  the  entire  thrust  and  philo- 
sophic basis  for  the  Medicaid  program.  Rather 
than  continuing  the  program  as  designed,  to 
provide  access  to  mainstream  medical  care  for 
the  poor,  it  would  authorize  a two-tiered 
system  of  providing  care  — one  for  the  general 
public  and  another  for  the  poor.” 


James  H.  Sammons,  M.D.,  AMA  Executive 
Vice  President,  called  for  public  hearings  and 
opportunity  for  consideration  by  the  public 
and  the  committee:  “We  deplore  such  pre- 
cipitous action  that  would  have  the  long-term 
effect  of  institutionalizing  a two-tiered  system 
of  care.” 

The  provision  is  characterized  as  affecting 
only  institutional  services,  but  “in  our  view  this 
proposal  would  necessarily  effectively  limit  the 
patient’s  choice  of  physician  as  well,”  he  said. 
This  result  is  inevitable  since  patients  will  be 
limited  to  physicians  having  admitting  priv- 
ileges at  the  ‘Medicaid  Hospital’.” 

PSRO. 

Legislation  now  before  Congress  would 
block  unlimited  public  access  to  Professional 
Standards  Review  Organization  (PSRO) 
documents. 

The  AMA  has  urged  Congress  as  part  of  its 
18-part  package  of  PSRO  changes  to  specify 
that  PSROs  are  not  federal  agencies  and 
therefore  not  subject  to  requirements  of  the 
Freedom  of  Information  Law. 

A Court  of  Appeals  decision  is  pending  on 
the  issue  in  Washington,  D.C. 
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The  PSRO  provision  is  part  of  the  Medicare- 
Medicaid  amendments  measure  approved  by 
the  House  Commerce  and  Ways  and  Means 
Committees.  Though  it  does  not  take  the  non- 
federal  agency  route  of  the  AMA  proposal,  the 
amendment’s  procedures  for  court  orders  to 
obtain  information  would  serve  much  the  same 
effect. 

Seven  of  25  AMA-developed  PSRO  amend- 
ments were  substantially  adopted  in  the  last 
Congress. 

The  18  amendments  pending  would  author- 
ize organizations,  including  foundations,  des- 
ignated by  medical  societies  to  be  specifically 
eligible  for  consideration  as  PSROs;  and 
authorizing  of  physician  polling  on  agreements 
between  PSROs  and  the  government.  Many 
current  provisions  relating  to  PSRO  opera- 
tions would  be  deleted  or  modified  under  the 
AMA  proposals. 

Chiropractic  students. 

Chiropractic  students  would  be  eligible  for 
the  first  time  for  Federal  Health  Manpower 
loans  under  legislation  approved  by  the  Senate 
Human  Resources  Committee. 

The  provision,  by  Committee  Chairman 
Harrison  Williams  (D-NJ),  was  part  of  the 
Health  Professions  Education  Assistance  bill 
sent  to  the  Senate  Floor.  The  AMA  and  allied 
health  groups  protested  that  the  Committee 
should  have  deferred  the  issue  pending 
hearing  and  testimony.  The  provision  does  not 
make  schools  of  chiropractic  eligible  for 
federal  support.  The  Committee  called  on  the 
government  to  study  the  safety  and  efficacy  of 
chiropractic. 

The  overall  Manpower  Bill  approved  by  the 
Committee  sharply  restricts  federal  capitation 
aid  for  medical  schools.  However,  it  is  less 
sweeping  than  a three  year  phase-down 
adopted  by  the  House  Commerce  Committee. 

More  money  for  military  doctors. 

President  Carter  has  signed  into  law  legis- 
lation providing  higher  pay  for  military  phy- 
sicians. The  measure  allows  bonuses  of  $9,000 
- $10,000  to  physicians  in  the  military  as  well 
as  variable  special  pay  depending  on  years  of 
service,  payment  for  board  certification  and 
incentive  special  pay  for  critical  specialities. 


The  extra  pay  could  total  up  to  $33,000  on  top 
of  regular  pay.  A discretionary  special  pay 
provision  for  Public  Health  Service  physicians 
was  included  in  the  measure.  President  Carter 
had  vetoed  an  earlier  military  pay  bill  because 
of  provisions  for  nonmilitary  physicians  and 
non-physicians.  The  measure  was  backed  by 
the  AMA. 

Finally,  almost,  that  is,  THC  for 
cancer  patients. 

The  active  ingredient  in  marijuana,  called 
THC,  may  be  okayed  by  the  Food  and  Drug 
Administration  this  fall  for  restricted  distribu- 
tion use  by  cancer  patients  in  order  to  reduce 
nausea  caused  by  chemotherapy. 

An  FDA  advisory  panel  voted  five  to  four  to 
make  the  synthetic  product  available  at  cancer 
treatment  centers  and  medical  school  hospi- 
tals. 

The  AMA  commended  the  coordinated 
efforts  at  the  federal  level  “to  bring  to 
practitioners  and  patients  some  hope  of  relief 
form  the  mentally  and  physically  debilitating 
side  effects  of  cancer  chemotherapy.” 

Although  the  advisory  committee  action  was 
a boost  for  patient  groups  seeking  marijuana, 
some  argued  that  the  synthetic  product  in- 
volved is  much  less  efficacious  than  the  natural 
product. 

Medicaid  abortions. 

The  Supreme  Court  decision  on  Medicaid 
abortion  funding  may  have  an  impact  on 
federal  policies  toward  all  beneficiaries. 

In  effect,  the  high  Court  said  Congress  has 
the  right  to  impose  restrictions  on  benefits  that 
might  be  available  to  the  general  public. 

By  a 5-4  vote,  the  Justices  upheld  Congress’ 
restrictions  on  Medicaid  abortions,  limiting 
federal  payment  to  abortions  needed  to  save 
the  lives  of  mothers  or  in  cases  of  rape  or 
incest. 

The  so-called  Hyde  Amendment,  after  Rep. 
Henry  Hyde  (R-IL),  has  plunged  Congress  into 
annual  debate  for  four  years,  with  the  amend- 
ment forces  winning  out  each  time.  As  a result 
of  the  Hyde  Amendment,  Medicaid-funded 
abortions  have  dropped  from  300,000  before 
1976  to  less  than  2000  last  year. 
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Pro-abortion  and  anti-abortion  forces  have 
collided  bitterly  on  the  issue  and  opportuned 
Congress  unceasingly.  More  congressional 
mail  has  been  generated  on  abortion  than  on 
any  other  subject. 

The  Court’s  ruling  came  as  the  Health  and 
Human  Sen'ices  Department  was  .studying  what 
constitutes  “reasonable  and  necessary”  medi- 
cal services  that  Medicare  and  Medicaid 
should  finance.  Another  federal  study  involves 
heart  transplantation  and  how  and  whether 
Medicare  patients  should  be  reimbursed  for 
the  procedure. 

Supreme  Court  Justice  Potter  Stewart, 
writing  for  the  majority  said  that  “although 


The  Letter  Box 

Dear  Dr.  Cole, 

I occasionally  read  articles  in  the  Nebraska 
Medical  Journal  and  I notice  that  unless  the 
writer  is  associated  with  some  organization 
such  as  the  Medical  School  I am  unable  to 
determine  where  said  author  practices. 

As  I frequently  refer  difficult  problems  to 
specialists  it  would  be  helpful  if  I knew  in 
which  city  some  of  your  authors  practiced. 
Sincerely, 

Kenneth  Pierson,  M.D. 

I’ll  try.  p ^ 

Dear  Dr.  Cole: 

Please  include  in  your  next  issues  of  the 
Nebraska  State  Medical  Journal  the  following 
announcement  about  the  annual  NOGS 


Congress  has  opted  to  subsidize  medically 
necessary  abortions,  the  fact  remains  that  the 
Hyde  Amendment  leaves  an  indigent  woman 
with  at  least  the  same  range  of  choice  in 
deciding  whether  to  obtain  a medically  neces- 
sary abortion  as  she  would  have  had  if 
Congress  had  chosen  to  subsidize  no  health 
care  costs  at  all. 

“We  are  thus  not  persuaded  that  the  Hyde 
Amendment  impinges  on  the  constitutionally 
protected  freedom  of  choice  recognized  in  (a 
prior  Court  ruling).” 

In  a second  5-4  vote,  the  Court  said  states 
are  not  obligated  to  pay  for  medically  neces- 
sary abortions  for  which  federal  reimburse- 
ment is  not  available. 


meeting.  If  you  have  any  questions  regarding 
this  announcement  please  contact  me  at  402- 
541-4452. 

27th  Annual  Scientific  Session 
Nebraska  Ob-Gyn  Society  (NOGS) 
December  4-6,  1980 
MGM  Grand  Hotel 
Las  Vegas,  Nevada 
To  register  or  for  further  information 
please  contact: 

Dennis  Beavers,  M.D. 

8552  Cass  Street 
Omaha,  Nebraska  68114 

Thank  you  for  your  cooperation. 

Sincerely, 

Marjorie  E.  Adey 
Secretary 
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Coming  Meetings 


CRIPPLED  CHILDRENS  CLINICS  — 

Sept.  27  — Ainsworth,  Elementary 
School 

October  6 — Grand  Island,  Lutheran 
Hospital 

October  7 — Cozad,  Nebraska  Department 
of  Education,  Diagnostic 
Resource  Center 

October  8 — Ogallala,  Elks  Lodge 

October  9 —Alliance,  To  Be  Determined 

October  10  — Scottsbluff,  West  Nebraska 
General  Hospital  Soc. 

October  13  —Scottsbluff,  West  Nebraska 
General  Hospital  Soc. 

October  14  — North  Platte,  Elks  Lodge 

October  15  — McCook,  Elks  Lodge 

October  16  — Cozad,  Nebraska  Department 
of  Education,  Diagnostic 
Resource  Center 

October  17  — Grand  Island,  Lutheran 
Hospital 


NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  2-4,  1980,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 


UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 

— Alumni  Reception,  October  7,  1980,  in 
New  Orleans,  in  conjunction  with  American 
Academy  of  Family  Physicians  meeting. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Centennial  Gourmet  Dinner  and 
Dance,  Monday,  October  27,  1980,  at 
Holiday  Inn  High  Rise,  70th  and  Grover, 
Omaha;  in  conjunction  with  Omaha  Mid- 
West  Clinical  Society  Postgraduate 
Assembly. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 

— 48th  Annual  Postgraduate  Assembly: 
October  27,  28,  and  29,  1980;  Omaha  Hilton 
Hotel;  write  to:  Lorraine  E.  Seibel,  Execu- 
tive Secretary,  7363  Pacific  Street,  #210-A, 
Omaha,  Nebraska  68114. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Interim  Session,  House  of  Delegates, 
December  7-10,  1980,  San  Francisco,  Cali- 
fornia. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  May  3-6,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  OSS' 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tabiet  b.i.d.f  or  iO  to  i4  days 

■ Action  at  urinary/vaginal/lower  bowel  sites  helps  ■ Convenient  b.i.d.  dosage  provides  day-and-night 
eliminate  reservoirs  of  infecting  organisms  antibacterial  control 


■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinil  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
{Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy:  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 DS  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuis 

Tablets 

20 

9 

1 teasp.  (5  ml) 

’/2  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

1V2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

'/2  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 

Please  see  back  cover. 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis-i 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  introitalj 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginai  tract/iower  intestinai  tract 


Please  see  reverse  side  for  summary  of  product  information. 
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Highly  specific  calming  action 
virtually  free  of  unwanted 
side  effects:  this  was  the  remarkable 
clinical  promise  of  Librium  thiordiazepoxideHci) 
And  today  this  promise  continues  to  be 
fulfilled  in  a wide  variety  of  patients 
you  see  every  day. 


The  published  record  on  Librium  is 
enormous.  So  large*  In  fact.  It  had  to 
be  put  Into  a computer  data  bank  and 
retrieval  system.  It’s  a record  that 
shows  Librium  is  highly  effective  in  re- 
lieving anxiety;  that  Librium  is  seldom 
associated  with  serious  side  effects; 
that  Librium  rarely  Interferes  with 
mental  acuity  at  proper  doses;  that 
Librium  is  used  concomitantly  with 
primary  medications.  However,  ai§ 
with  ail  CNS  agents,  patients  should 
be  warned  against  hazardous  ® 
activities  requiring  complete 
alertness,  and  about 
possible  combined  effects 
with  alcohol. 


fSpMpJr:.' 


Ubrium'e 

chbrdiazepoxide  HQ/Roche 


□An  unsurpassed  safety  record 

□ Minimal  ^fect  on  mental  acuity 
in  proper  dosage 

OPredictabte  patient  response 


synonymous 
withrelief 
of  anxiety 


«#  'fssi  ^ 

5mg,  lOmg,  25mg  capsules 


Librium' 

chlordiazepa><ide  HO/Roche 

Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states.  Efficacy  beyond  four 
months  not  established  by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug 

Warnings:  Warn  patients  that  mental  and/or  physical  abilities 
required  for  tasks  such  as  driving  or  operating  machinery  may 
be  impaired,  as  may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  depressants  may  have  an 
additive  effect.  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution 
in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symptoms  (including  convul- 
sions). following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
SIX,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  it  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  indi- 
vidual pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion Paradoxical  reactions  (e  g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  oc- 
cur. especially  in  the  elderly  and  debilitated  These  are  revers- 
ible in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  encountered  are  iso- 
lated instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities. nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEC  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests  advisable  dur- 
ing protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  ef- 
fects. Oral-Adults:  Mild  and  moderate  anxiety  and  tension,  5 or 
10  mg  1 1 d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q./.d. 
Geriatric  patients:  5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium"  (chlordiazepoxide  HCl)  Capsules,  5 mg,  10 
mg  and  25  mg — bottles  of  100  and  500;  Tel-E-Dose"  packages 
of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10.  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10,  Libritabs"  (chlordiazepoxide) 
Tablets.  5 mg,  10  mg  and  25  mg— bottles  of  100  and  500,  With 
respect  to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable. 


“Remember  the  expensive  job  we  did  for  Dr.  Martin. 
Well,  he  says  the  whole  system  leaks  and  he’s  suing  us 
for  malpractice.” 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-fspaced,  on  one  side 
only,  of  firm  letter  size  |8>/4  x 11  in,  (22  x 28  cm)|  white  paper;  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author’s  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  comer,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  comer  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  If  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  .should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Do  not  hyphenate  a word  at  the  end  of  a line. 

News  items  must  be  received  by  the  first  of  the  month  to  be  included 
in  the  next  month’s  issue. 

Always  send  a covering  letter  or  letter  of  transmittal  with  a 
manuscript,  and  refer  to  your  manuscript  by  its  title  in  this  letter  and  in 
all  correspondence. 

Letters-to-the-Editor,  for  which  galley  proofs  are  not  sent,  should  be 
double-spaced,  and  accompanied  by  the  notation:  For  Publication. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  .someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everything. 

Manuscripts  are  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  the  galley  proofs  are  received  from  the 
authors.  Please  do  not  ask  when  your  article  will  be  printed,  and  do  not 
request  earlier  publication  than  is  warranted;  it  is  not  fair  to  other 
authors,  whose  articles  would  then  be  held  up,  and  it  upsets  the  Editor. 
We  try  to  publish  manuscripts  quickly,  with  as  little  wailing  as  possible. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing 
Co.,  Inc.,  P.O.  Box  278,  Norfolk.  Nebraska  68701. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 
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SURE  CURE  FOR 
PAPERWORK  HEADACHES 


Sick  and  tired  of 
sorting  out  patient 
histories,  billing 
information,  collection 
data,  correspondence 
and  frequently 
prescribed 
medicines  and 
therapies  the  hard 
way?  Lanier  has  a 
cure  that  can  put 
an  end  to  your 
record  keeping 
problems.  It’s  called 
“Records  Keeping  Smart 
Disc”™  and  it  knocks 


just  about  all  the  time  and 
tedium  out  of  recording, 
organizing,  maintaining 
and  retrieving 
essential  information! 
Ask  Hugo  Heyn  Co., 
your  local  Lanier 
distributor,  for  a 
complete  diagnosis 
of  your  particular 
case.  It  won’t  cost 
a penny  and  it 
could  give  you  a 
whole  new,  dollar 
saving  lease  on  your 
record  processing  life. 


HUGO  HEYN  COMPANY 

Distributors 

LANIER  Business  Products 

4225  Cuming  Street 
Omaha,  NE  68131 
(402)  556-2700 


250-mg  Pulvules® 


Keflex 

cephalexin 


Pediatric  Drops 

100  mg/ml 


Additional  information  available 
to  the  profession  on  request. 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


000823 


There’s  a Doctors  Building  in  your  Future! 


Bishop  Clarkson  Memorial  Hospital 

DOCTORS  BUILDING 


Features  Include: 

• direct  access  to  Clarkson  Hospital 

• plenty  of  covered  parking 

• enclosed  pedestrian  skyway 

• convenient  location 

• office  facilities  designed  to 
individual  specifications 


If  you  would  like  more  information 
on  this  unique  office  setting,  please 
write: 

Clarkson  Hospital  Doctors  Building 
c/o  Property  Management  Director 
4239  Farnam  Street,  Room  28 
Omaha,  NE  68131 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 
Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpy, 

Second  District:  Councilor:  Louis  J. 
Gogela,  Lincoln.  Counties:  Cass,  Lan- 
caster, Otoe. 

Third  District:  Councilor:  Myron  E. 

Samuel.son,  Wymore.  Counties:  Gage, 
John.son,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Antelope, 
Cedar,  Cuming,  Dakota,  Dixon,  Knox, 
Madison,  Pierce,  Stanton,  Thurston, 
Wayne, 

Fifth  Di.strict:  Councilor:  Warren  R. 
Miller,  Columbus.  Counties:  Boone, 
Burt,  Colfax,  Dodge,  Merrick,  Nance, 
Platte,  Washington. 

Sixth  Di-strict:  Councilor:  Richard  M. 
Pitsch,  Seward,  Counties:  Butler, 

Hamilton,  Polk,  Saunders,  .Seward, 
York. 

Seventh  District:  Councilor:  Clarence 
Zimmer,  Friend.  Counties,  Clay,  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace,  Gordon.  Counties:  Boyd, 

Brown,  Cherry,  Holt,  Keyapaha,  Rock, 
,Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley,  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley,  Hall,  Hooker,  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase,  Dundy,  P’ranklin,  Frontier, 
Furnas,  Gosper,  Harlan,  Hayes,  Hitch- 
cock, Kearney,  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPhenson,  Perkins. 

Twelfth  Di.strict:  Councilor:  R.  G.  Hea.sty, 
.Scottshluff.  Counties:  Banner,  Box 

Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  .Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams George  J.  Lytton,  Hastings George  L.  Osborne,  Hastings 

*Antelope-Pierce Robert  Kopp,  Plainview David  F.  Johnson,  Jr.,  Osmond 

Boone Gary  Smith,  Newman  Grove Charles  L.  Sweet,  Albion 

Box  Butte John  Floyd,  Scottshluff Bruce  D,  Forney,  Alliance 

Buffalo David  C.  Babbitt,  Kearney Robert  N.  Baker,  Kearney 

Butler Lawrence  Rudolph,  David  City Victor  Thoendel,  David  City 

Cass R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Cheyenne-Kimball-Deuel Chris  U.  Bitner,  Sidney 

Cuming Robert  H.  Scherer,  West  Point  ...  Thomas  R.  Tibbels,  West  Point 

Custer Loren  H.  Jacobsen,  Broken  Bow...N.  Leon  Books,  Broken  Bow 

Dawson Craig  Bartruff,  Gothenburg I.  H.  Worthman,  Cozad 

Dodge J.  Michael  Adams,  Fremont William  B.  Eaton,  Fremont 

‘Five Henry  J.  Billerbeck,  Randolph Robert  B.  Benthack,  Wayne 

Four 

Gage Patrick  C.  Gillespie,  Beatrice Klemens  E.  Gustafson,  Beatrice 

Hall A.  E.  Van  Wie,  Grand  Island Gordon  D.  Francis,  Grand  Island 

Hamilton John  C.  Wilcox,  Aurora Kenneth  R.  Treptow,  Aurora 

Holt  & N.W 

Jefferson G.  O.  Johnson,  Fairbury R A.  Blatny,  Fairbury 

‘Knox Douglas  M.  Laflan,  Creighton Delwyn  J.  Nagengast,  Bloomfield 

Lancaster 

Lincoln Samuel  H.  Perry,  North  Platte Ronald  L.  Asher,  North  Platte 

‘Madison Harold  Dahlheim,  Norfolk G.  Tom  Surber,  Norfolk 

Metropolitan  Omaha Frank  D.  Donahue,  Omaha John  F.  Fitzgibbons,  Omaha 

Northeast Otto  J.  Wullschleger,  Norfolk 

Northwest  Nebraska Robert  Rasmus.sen,  Chadron Robert  Hanlon,  Chadron 

Otoe Paul  R.  Madison,  Nebraska  City 

Perkins-Chase Bryce  G.  Shopp,  Imperial Paul  F.  Bottom,  Grant 

Platte-Loup  Valley Warren  R.  Miller,  Columbus Ronald  W.  Klutman,  Columbus 

.Saline Walter  Gardner,  Crete Walter  Gardner,  Crete 

.Sarpy ).  Paul  Glabasnia,  Papillion Michael  •!.  Moran,  Papillion 

.Saunders lohn  E.  Hansen,  .Ir.,  Wahoo Robert  E.  Morris,  Wahoo 

.Scotts  Bluff lames  J.  .Simp.son,  Mitchell Wendell  Ropp,  Scottshluff 

.Seward Paul  Plessman,  .Seward Van  Vahle,  .Seward 

.South  Central  Nebraska Richard  E.  Penry,  Hebron C.  F.  Ashby,  Geneva 

Southeast  Nebraska Paul  Scott,  Auburn Gary  Ensz,  Auburn 

.Southwest  Nebraska Elizabeth  I)  Edwards,  McCook  ....  David  A.  Allerheiligen.  McCook 

Washington-Burt Kenneth  (’.  Bagby,  Blair Clifford  M.  Hadley,  Lyons 

York lames  I).  Bell,  York Ben  N.  Greenberg,  York 

‘(Northeast  Otto  J.  Wullschleger,  Norfolk) 
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ANXIETY 

AND 

TENSION 

MAGNIFY 


IN  MUSCULOSKELETAL 
DISEASE* 


A non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

EQUAGESIC " 


[meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


EOUAGESIC — Abbreviated  Summary 
'INDICATIONS:  Based  on  a review  ol  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Counal  andor  other  mformatxxi.  FDA  has  classified 
tie  ■‘Ideations  as  follows 

'Possibly  effective  for  the  treatment  of  pain  accom- 
panied by  tension  andor  anxiety  in  parents  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-etfective  indica- 
tors requires  further  investigation 
The  effectiveness  of  Equagesic  m long-term  use.  i e 
more  than  four  months,  has  not  been  assessed  by 
systematK  cbnical  studies  The  physician  should  pe- 
nodicalfy  reassess  usefulness  of  the  drug  for  the  ffidi- 
vKJuai  patient 

CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
"dmduais  with  a history  of  sensitivity  or  severe  mtolerance 
3 aspinn  rr>eprobamaie  or  ethoheptazine  atrate 
VARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
enbed  for  patients  is  advised  especially  with  those  patients 
iifh  Known  propensiTy  for  taking  excessive  quantities  of  drugs 
xcessive  and  prolonged  use  in  susceptible  persons,  e g . 
•cohoics  former  addicts  and  other  severe  psychoneurot- 
3.  has  been  reooned  to  result  m dependence  on  or  habit- 
aton  to  the  drug  Where  excessive  dosage  has  continued 
>'  weeks  or  months  dosage  should  be  reduced  gradually 
ather  than  abruptly  stopped  since  withdrawal  of  a crutch" 
iay  preapitate  withdrawal  reaction  of  grealer  proportions 
''an  that  for  which  the  drug  was  originally  oresenbed  Abrupt 
'scorinuance  of  doses  m excess  of  the  recommerxJed  dose 
as  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
eizures 

oeoai  care  should  be  taken  to  warn  patients  taking  mepro- 
amate  that  tolerance  to  alcohol  may  be  lowered  with  re- 
jilarl  stowwig  of  reaction  time  and  impairment  of  judgement 
nd  ooordmation 

SAGE  IN  PREGNANCY  AND  LACTATION:  An  in- 
'Meed  risk  of  cong^itai  malformations  associated  with 
to  use  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoxide.  and  diazepam)  durir>g  the  first  trimester  of 
pregnancy  has  been  suggested  in  several  studies  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  durir>g  this  period  should  almost  always  be 
avoided.  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  institution  of 
therapy  should  be  considered  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
interKl  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uirtg  the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
bo^  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspinn  should  be  kepi  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced  If  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuna  Very 
few  suiodai  attempts  were  fatal  although  some  patients  in- 
gested very  targe  amounts  of  the  drug  (20  to  40  gm).  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously  and  in  small  amounts,  to  patients  who 
have  suiadai  tendencies  In  cases  where  excessive  doses 
have  been  taken  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  b^n  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow 
and  slow.  CNS  stimulants,  eg  . caffeine.  Metrazol.  or  am- 


phetamine may  be  cautiously  administered  If  severe  hypo- 
tension develops  pressor  amines  should  be  used  parenteralty 
to  restore  blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  ei^nence  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspmn  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but  as  3 rule  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mepheniermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  eftect  to  the  administration  of  mepro- 
bamate IS  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops  as  a rule,  in  patients  who 
have  had  only  t-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  charactenzed  by  an  itchy  unicanal  or  ery- 
thematous maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae,  ecchymoses.  penpherai  edema, 
and  fever  have  also  been  report^ 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema  bronchial  spasms,  hypotensive  enses  (1 
fatal  case)  anaphylaxis  stomatitis  and  proctitis  ( 1 case)  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  ol  epinephnne.  antihistamine,  and  possibly 
hydrocortisone  Meprooamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE:  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspinn  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
iight-headedness  with  uneventful  recovery  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appropriate  therapy  ol 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspinn  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication  Observation 
and  treatment  should  include  induced  vomiting  of  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration,  watching  for  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprothrombinemia  which.  il 
It  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION:  Each  Equagesic  tablet  contains  ISO  mg  me- 
probamate. 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  g 1980.  Wyeth  Laboratories 
All  rights  reserved 

'This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 


Wyeth 

Lii 


TM 


Laboratories 

Philadelphia,  Pa  19101 


FOR 

MODERATE 

PAIN 


A therapeutic  dose 
of  acetaminophen 
in  one  tablet 


A therapeutic  dose 
of  two  complementary 
analgesics 


The  convenience  and 
economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 


WHY  NOT  WYGESIC " 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC— Abbreviated  Summary 
INDICATION:  For  the  relief  of  mild-to-moderate  pain. 
CONTRAINDICATION:  Hypersensitivity  to  propox* 

hene  or  to  acetaminophen 

ARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  atone  or  in 
combination  with  other  (DNS  depressants  Most  of 
these  patients  had  histones  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  tor  such  patients 
(see  Management  of  Overdoaage) 

DRUG  DEPENDENCE;  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morpnine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and'or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  m pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweiqh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrine.  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol. 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes,  light-headedness,  head- 
ache. weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances.  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  iiver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics. and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Wernings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrine 

MANAGEMENT  OF  OVERDOSAGE;  SYMPTOMS 
The  manifestations  of  serious  overdosago  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume.  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
ana  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions. a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill.  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity.  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  (jue  to 
tubular  necrosis,  and  myocardiopathy.  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A l3-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan.  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV.  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient  s 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions. 


Oxygen,  IV  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a Significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
IS  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  ot 
fluids  should  be  carefully  monitored  to  avoid  over- 
load. It  has  been  reported  that  mercaptamme  (cys- 
teamine)  or  other  Ihiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (6-10 
hours)  N-acetylcysteine  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme.  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  (or  further 
information  (JAMA  237  2406-2407.  1977) 

Clinical  and  laboratory  evidertce  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  haif-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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inherent  minicomputer  capabilities,  you  can 
electronically  store,  retrieve,  and  manipulate  pertinent 
patient  information  on  command  to  automatically 
process  all  insurance  claims,  produce  billing  records, 
and  access  schedule  appointments.  No  longer  will  you 
be  sorting  through  endless  ledger  sheets  to  find 
account  balances.  Hours  of  non-productive  time  once 
spent  in  photocopying  monthly  statements  and  I.R.S. 
required  annual  service  summaries  for  patients  can 
now  be  more  effectively  utilized. 


ACCOUNTS  RECEIVABLE  • SERVICE  REPORT  ANALYSIS  • STATEMENTS  • ETC. 


Contact; 

Gary  L.  Green 

COMPUTER  SYSTEMS,  INC. 
611  North  27th 
Lincoln,  NE  68503 


CALL  4021474-2800  TODAY  FOR  A DEMONSTRATION  OR  FURTHER  INFORMATION. 


“Sorry,  Fred,  the  F.D.A.  just  banned  the  drug  that 
could  cure  you!” 
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Tenuate''  (S 

(diethylpropion  hydrochloride  NF| 

Tenuate  Dospan'^ 

(diethylpropion  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Briel  Summary 

INOICATION;  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  lew 
weeks)  in  a regimen  ot  weight  reduction  based  on  caloric  restriction 
The  limited  usefulness  ol  agents  ot  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect;  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle,  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  ot  subjects  becoming  psychologically  dependent 
on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program  Abuse  of  amphetamines  anrf  related  drugs  may 
be  associaterJ  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which.  In  the  case  of  certain  drugs,  may  be  severe 
There  are  reports  ot  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  hign 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion. changes  are  also  noted  on  the  sleep  EEG  Manifestations  ot 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  Intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  ot  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellltus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  ot  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  atonetime  in  order  tominimizethe possibility 
ol  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  ol 
Tenuate  may  be  necessary 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  ptecordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  ol  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  )it- 
teriness.  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache,  rarely  psy- 
chotic episodes  at  recommended  doses  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  repotted  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting. abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upset  Hema- 
topoietic System  Bone  marrow  depression,  agtanuloc^osis.  leuko- 
penia Miscellaneous  A variety  ot  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  Increaserf sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride); One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  In  midevening  If  desired  to  overcome  niohi  hunger  Tenuate 
Dospan  (diethylpropion  hydrochloride)  controllerf-release  One  75  mg 
tablet  daily,  swallowed  whole,  in  miomorning.  Tenuate  is  not  recom- 
mended (or  use  In  children  under  12  years  of  age 
OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest 
lessness,  tremor,  hyperreflexia.  rapid  respiration,  confusion,  assault- 
iveness. hallucinations.  panicstates.Fatigue  and  depresslonusually 
follow  the  central  stimulation  Cardiovascular  effects  Include  arrhyth- 
mias. hypertension  ot  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  ot  pharmacologically  similar  com- 
pounds has  resulted  In  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  (Regitine*)  has  been  suggesterTon  pharmacologic 
grounds  lor  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey.  Puerto  Rico  00633 
Direct  Medical  Inouiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  ot  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215.  U S A 
Licensor  of  Merrell' 


“Let  me  know  if  this  new  prescription  does  you  any 
good  — I’ve  got  eight  other  patients  with  the  same 
symptoms  just  barely  crawling  around.’’ 
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Overweight  may  not  always  be  simple 
complications  can  develop*. 

Complicated  or  not  ■■■ 


(diethylpropion  hydrocnioricle  NF) 

75  mg.  controlled-release  tablets 


A useful  short-term  adjunct 

in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic categoriesoften  require 
strict  appetite  control  and  a successful  program  of  weight 
reduction  may  tend  to  diminish  the  incidence  or  severity  of  the 
complications  in  some  patients,  Diethylpropion  hydrochloride 
has  been  reported  useful  in  such  patients  and  while  it  is  not 
suggested  that  Tenuate  itself  in  any  way  reduces  the 
complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen.  Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension; 
see  additional  Warnings  and  Precautions  on  the  opposite  page. 

In  uncomplicated  overweight. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness. 

The  anorectic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
the  unique  chemistry  of  Tenuate  provides  “..  .anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.”^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 

Tsnuate-it  makes  sense. 


‘Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases. 

Merrell 


For  prescribing  information  see  opposite  page. 


The  Family  ol  Man  ' by  Roberto  Morelti. 
a statuary  in  crystal  symbolizing  the  broad  range  ol 
hypertensive  palienis  eligible  lor  Iherapy  with  Calapres 


Advantage: 

It’s  for  all  kinds  of  hypertensives 

• Unlike  beta  blockers,  Catapres^  has  no  contraindications. 

• Catapres  can  be  useful  even  in  these  patients  with: 

Congestive  heart  failure  Allergic  rhinitis 
Ventricular  hypertrophy  Hepatic  disease 
Hyperglycemia  Hyperuricemia 

, Diabetes  mellitus  Gouty  arthritis 

Bronchial  asthma  Sulfonamide  hypersensitivity 

Like  any  antihypertensive,  use  with  caution  in  severe 
mBt  coronary  insufficiency,  recent  myocardial  infarction, 

cerebrovascular  disease  or  chronic  renal  failure. 

work/play— normal  hemodynamic  responses  to  exercise  maintained. 

lOV©— low  incidence  of  impotence  and/or  loss  of  libido: 

2.8%  in  1,923  patients  studied. '' 

cardiac  output— tends  to  return  to  control  values  during  long-term  therapy. 

blood  flow—  preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 

The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
etc.  A rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 


■ Ceniral  alpha-adrenergic  stimulation  decreases  sympathetic  outflow  from 
the  brain,  as  shown  in  animal  studies 

1-  Data  on  file  at  Boehringer  Ingelheim  Ltd. 

Please  see  last  page  for  brief  summary,  including 
warnings,  precautions,  and  adverse  reactions. 


Now  available  in  new 
i-  0#  mg  tablets 


j Tablets  of  0.1, 0.27S|img; 

(clonidineV^I) 

Hypertension 


The  Alpha 
Advantage: 

It’s  for  all  kinds 
of  hypertensives 

■ Tablets  of  0.1, 0.2, 0.3  mg 

Catapres 

(clonidine’HCI) 

Hypertension 


• No  contraindications. 

• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

• Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


The  usual  starting  dose  of  Catapres  is  0.1  mg  at  brea 
fast  and  0.1  mg  at  bedtime.  Some  patients  may  bene 
from  a starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range — 0.2  — 0.8  mg 

Maximum  daily  dose — 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed. 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient’s  individual  blood 
pressure  response. 


Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1, 0.2, 0.3  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of  hypertension.  As  an  anti- 
hypertensive  drug,  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 
Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a reevaluation 
of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  and  fetus. 

Usage  in  Children:  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2 to  4 days  to  avoid  a possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochloride  therapy.  A causal  relationship 
has  not  been  established  in  these  cases.  It  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine.  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  witfi 
caution  in  patients  with  severe  coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive  periodic  eye  examinations  While,  except 
for  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a dose-dependent  increase  in  the  incidence  and  severity  of 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6 mon 
longer. 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drowsines 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been  rep 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The  folk 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely.  (In 
instances  an  exact  causal  relationship  has  not  been  established.)  These  me 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnormalii 
liver  function  tests:  one  report  of  possible  drug-induced  hepatitis  without  x 
and  hyperbilirubinemia  in  a patient  receiving  clonidine  hydrochtonde, 
thalidone  and  papaverine  hydrochloride.  Weight  gain,  transient  elevation  of 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure.  Rayn 
phenomenon;  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  cha 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  rash 
gioneurotic  edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  asset 
with  a rash,  impotence,  urinary  retention,  increased  sensitivity  to  alcohol,  dry 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gynecom 
weakly  positive  Coombs  test,  asymptomatic  electrocardiographic  abnortn. 
manifested  as  Wenckebach  period  or  ventricular  trigeminy. 

Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminished  ( 
sent  reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  (cloi 
hydrochloride)  by  several  children  from  19  months  to  5 years  of  age.  G 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  compte 
covery  within  24  hours.  Tolazoline  in  intravenous  doses  of  10  mg  at  30-ir 
intervals  usually  abolishes  all  effects  of  Catapres,  (clonidine  hydrochloride) 
dosage. 

How  Supplied:  Catapres.  brand  of  clonidine  hydrochloride,  is  available  as  0 
(tan)  and  0.2  mg  (orange)  oval,  single-scored  tablets  In  bottles  of  100  and  1000 
available  as  0.3  mg  (peach)  oval,  single-scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing  information. 

UrxJer  license  from  Boehringer  Ingelheim  GmbH 

Boehringer  Boehringer  Ingelheim  I 

Ingelheim  Ridgefield,  CT  06877 


IfOUT  Getting  there  and  getting  there  fast  is  what  a Bonanza  is  all  about. 
ywH*  In  fact,  the  Bonanza  is  the  fastest  single  engine  airplane  in 
rAimHc  in  production  today. 

* UK  Remarkably  well  designed  and  engineered,  it  also  offers  the 

roominess,  comfort  and  economy  that  has  long  been  part  of 
Beechcraft's  reputation. 

Affordable?  You  bet  Especially  when  you  buy  under  our  lease-back  purchase  plan.  This 
unique  agreement  allows  you  to  defray  ownership  costs  while  still  retaining  all  the  benefits 
of  owning  a Beechcraft. 

Come  see  us  soon  for  a demonstration  flight  in 
a ^nanza  To  arrange  a date  and  time,  call 
our  executive  sales  department  today 
Then,  make  your  rounds  in  a Bonanza 


AlltlkAAIA^oi 


«A\AHA,  li\«: 


Eppley  Alilield  • Omaha,  Nebraska  68119 

CALL  (402)  422-6768 


Learn  to  Fly. 

Contact  oxix 
Beech  Aero  Club, 
(402)  422-6770 


“Last  summer  they  had  a lemonade  stand  there. 
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CHECK  YOUR  WAITING  ROOM. 

DO  THE  BRIEFCASES  OUTNUMBER  THE 
MEDICAL  CASES? 


You're  familiar  with  them  by  now  — at- 
torneys, accountants  and  salesmen  — all 
interested  in  your  time  and  money. 

They  represent  modern  business.  And, 
if  you're  like  many  physicians,  you're  prob- 
ably spending  a greater  percentage  of  your 
time  each  year  as  a businessman  ...  at  the 
expense  of  your  practice. 

We  believe  that  Air  Force  medicine  pro- 
vides a viable  alternative  to  the  rigors  of 
today's  practice.  We  provide  well  staffed, 
modern  facilities,  an  excellent  program  of 
compensation,  and  opportunities  for  pro- 
fessional growth  and  specialization. 

Equally  important,  we  provide  an  environ- 
ment in  which  you  may  practice  medicine. 
And  that’s  what  your  life  is  about. 

We  would  like  to  tell  you  more  about  Air 
Force  Health  Care. 

CONTACT  (Call  Collect):  Capt.  Archie  Summerlin 
1 16  South  42nd  St.,  Omaha,  NE,  402-221-4319 

Wo]IS{ci3=‘^ 

A great  way  of  life. 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Donley 


MEDICAL 


SLPPLV  COMPAIVY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 

AUTHOaiZEO  CONTRACT  ACINT 


DuA.  'Ccr'tiU-  /lautAi. 

O^ljonJitLo  yyiau^ 

}pOuLprr\A^/nt . XAyy^ 

a^~LLc 

9xx  Ji± 


“Of  course  when  I say  you’re  running  behind 
schedule,  1 realize  it’s  3 o’clock  and  I’m  your  3 
o’clock  appointment  — but  I’m  yesterday’s  three 
o’clock  appointment!’’ 
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IT'S  HIGHLY 
RECOMMENDED... 

AND  FOR  GOOD  REASONS 


\V2>. 


provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 

helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses:  and  it’s  painless 
and  cosmetically  pleasing 

contains  three  antibiotics  that  are  rarely  used  systemically 

you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes:  1 oz  tube,  Vz  oz  tube,  or  the  versatile,  single-use 
foil  packet 


NEOSPORIN*  Ointment 


selected 
by  NASA  for 
the  Apollo  and 
Skylab  missions 


Dolymyxin  B-bacitracin-neomycin) 


ich  gram  contains:  AerosporinS  (Polymyxin  B Sulfate) 
CX)0  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
mg  (equivalent  to  3 5 mg  neomycin  base);  special  white 
Jtrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
pprox  ) foil  packets 

ARNING:  Because  of  the  potential  hazard  of  nephro- 
xicity  and  ototoxicity  due  to  neomycin,  care  should  be 
:ercised  when  using  this  product  in  treating  extensive 
jrns.  trophic  ulceration  and  other  extensive  conditions 
here  absorption  of  neomycin  is  possible  In  burns  where 
ore  than  20  percent  of  the  body  surface  is  affected, 
specially  if  the  patient  has  impaired  renal  function  or  is 
ceiving  other  aminoglycoside  antibiotics  concurrently. 
)t  more  than  one  application  a day  Is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin  The 
manifestation  of  sensitization  to  neomycin  is  usually  a low 
grade  reddening  with  swelling,  dry  scaling  and  itching;  it 
may  be  manifest  simply  as  a failure  to  heal.  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served These  symptoms  regress  quickly  on  withdrawing 
the  medication  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter 

PRECAUTIONS:  As  with  other  antibacterial  preparations. 


prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi  Appropriate  measures  should 
be  taken  if  this  occurs 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin  Ototoxicity  and  nephrotoxicity  have  been 
reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML 

' Burroughs  Wellcome  Co. 

Research  Triangle  Park 
^ / North  Carolina  27709 


ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210, 

6910  Pacific  Street,  Omaha  68106 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 

Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212.  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E”  St,  Lincoln  68501 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  No.  69th  St.  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
Karen  Mundv.  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  10.3.  Hillcrest  Bldg..  76th  & Main.  Ralston  68127 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Building,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Kidney  Foundation  of  Nebraska 

Karen  Engelsman,  Acting  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level.  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St..  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Mr.  Harrison  J.  Welch,  Executive  Director 
740  Keeline  Bldg.,  319  So.  17th  St..  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
John  F.  Aita,  M.D.,  Secretary-Treasurer 
2302  North  55th  St.,  Omaha  68104 
Nebraska  Academy  of  Ophthalmology 
Richard  Meissner,  M.D.,  President 
434  The  Doctors  Building,  Omaha  68114 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 
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the  benefits  of  passing  the  responsibility  for  the  management  of  the  business  aspeots  of 
group  practice  to  us.  Medical  Management  Services  of  Omaha,  Inc. 

These  benefits  include: 

Significant  reduction  of  time  the  physician  spends  in  non-medical  matters; 

Increase  in  net  revenue  to  the  group  practice; 

Maintenance  of  high  quality  of  patient  care  and  level  of  patient  satisfaction; 

Improvement  in  cash  flow,  third  party  relationships,  personnel  management 

and  purchasing  practices; 

And  many  other  beneficial  areas. 

Medical  Management  Services  provides  these  benefits  by  utilizing  your  existing  staff  in 
cooperation  with  our  management  experts.  MMS  Professionals  will  address  the  following 
dimensions  of  practice  management:  billing  and  collections,  third  party  rules  and 
regulations,  finance,  purchasing,  personnel,  budgeting,  management  engineering  and 
other  pertinent  aspects. 

Medical  Management  Services  will  develop.  Implement,  and  maintain  a Management 
Program  which  is  tailored  to  meet  your  group  practice  needs  with  specific  goals,  objectives 
and  time  tables  while  maintaining  total  confidentiality. 

Start  to  ENJOY  the  benefits  by  taking  the  first  step: 

Call  402/449-1555  or  Write  to: 

T.  D.  Smith,  President 

Medical  Management  Services  of  Omaha,  Inc. 

RO.  Box  6487  Elmwood  Park  Station 
Omaha,  Nebraska  68106 
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SUPPOSITORIES/CREAM  WITH  HYDROCORTISONE  ACETATE 
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ANUSOL-HC*  SUPPOSITORIES 

Hemorrhoidal  Suppositories 

ANUSOL-HC’*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocor- 
tisone acetate,  10  0 mg,  bismuth  subgallate,  2.25%:  bismuth 
resorcin  compound,  175%,  benzyl  benzoate,  1 2% ; Peruvian 
balsam,  1 8% , zinc  oxide,  1 1 0% , also  contains  the  following 
inactive  ingredients:  dibasic  calcium  phosphate,  and  certified 
coloring  in  a hydrogenated  vegetable  oil  base 
Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone 
acetate,  5.0  mg,  bismuth  subgallate,  22.5  mg,  bismuth 
resorcin  compound,  17  5 mg,  benzyl  benzoate,  12.0  mg, 
Peruvian  balsam,  18,0  mg,  zinc  oxide,  1 10  0 mg,  also  contains 
the  following  inactive  ingredients,  propylene  glycol,  propyl 
paraben.  methylparaben,  polysorbate  60  and  sorbitan 
monostearate  in  a water-miscible  base  of  mineral  oil,  glyceryl 
stearate  and  water 

Indications:  Anusol  HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain  and 
discomfort  in.  external  and  internal  hemorrhoids,  proctitis, 
papillitis,  cryptitis,  anal  fissures,  incomplete  fistulas  and  relief  of 
local  pain  and  discomfort  following  anorectal  surgery 
Anusol-HC  Cream  is  also  indicated  for  pruritus  am 


Anusol-HC  is  especially  indicated  when  inflammation  is 
present.  After  acute  symptoms  subside,  most  patients  can  be 
maintained  on  regular  Anusol*  Suppositories  or  Ointment. 
Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 
Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established  Therefore,  during  pregnancy, 
they  should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time 
Precautions:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment. 

If  irritation  develops,  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  and  appropriate 
therapy  instituted 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted  If  a 
favorable  response  does  not  occur  promptly,  the  cortico- 
steroid should  be  discontinued  until  the  infection  has  been 
adequately  controlled. 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 

Anusol-HC  is  not  for  ophthalmic  use 
Dosage  and  Adnainistration:  Anusol  HC  Suppositories 
Adults  Remove  foil  wrapper  and  insert  suppository  into  the 
anus  Insert  one  suppository  in  the  morning  and  one  at 


bedtime  for  3 to  6 days  or  until  inflammation  subsides  Ttup 
maintain  patient  comfort  with  regular  Anusol  Suppositories. 

Anusol-HC  Cream  — Adults  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the 
exterior  surface  and  gently  rub  in  For  internal  use,  attach  th 
plastic  applicator  and  insert  into  the  anus  by  applying  gentL 
continuous  pressure  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  lot 
to  6 days  until  inflammation  subsides  Then  maintain  patient 
comfort  with  regular  Anusol  Ointment 
NOTE  If  staining  from  either  of  the  above  products  occur: 
the  stain  may  be  removed  from  fabric  by  hand  or  machine 
washing  with  household  detergent 
How  Supplied:  AnusoTHC  Suppositories  — boxes  of  12 
(N  0047-0089-12)  and  boxes  of  24  (N  0047-0089-24)  in 
silver  foil  strips  with  Anusol-HC  W/C  printed  in  black 
Anusol-HC  Cream  - one-ounce  tube  (N  0047-0090-01) 
with  plastic  applicator 
Store  between  59”-  86°  f (15°-  30”  C). 
full  information  is  available  on  request 
®1980  Warner-Lambert  Company  00022  PD  JA  0234 
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EDITORIALS  ^ 


THE  NEBRASKA  MEDICAL  JOURNAL 


LET  THE  PATIENT  HOPE 

When  all  the  bad  things  came  out  of 
Pandora’s  box,  one  goodie  was  left,  and  that 
was  Hope. 

Tell  the  patient  all  the  bad  news  there  is, 
when  you  are  sure,  and  get  it  over  with;  then  he 
can  fight  his  battle.  But  do  not  rob  him  of 
Hope.  There  is  always  something  he  can  cling 
to,  there  is  ever  some  sunshiny  ray  to  show 
him.  There  must  be,  if  we  look  hard  enough, 
something  good  with  all  that  ba^.  It  may  be 
only  a one  percent  chance,  but  it  will  be  real;  it 
may  be  freedom  from  pain.  It  may  be  visitors, 
or  going  home,  or  nursing  care.  We  do  not  live 
forever,  and  the  sick  patient  is  being  treated  by 
the  doctor  who  is  himself  not  immortal. 

I think  Hope  will  do  more  than  just  brighten 
the  patient’s  day  and  night;  I believe  it  will  give 
him  more  days  and  nights. 

And  it  may  be  that  Hope  is  one  of  the  best 
medicines  in  our  medicine  bag.  The  dose  is 
enough,  to  be  given  when  necessary.  I know. 

F.C. 

ON  MORTALITY 

Semicolon,  M.D. 

I am  Doctor  Anonymous.  I am  semicolon, 
because  two  and  a half  years  ago,  I had  a right 
hemicolectomy  for  cancer.  I want  to  call  it  a 
radical  appendectomy,  but  I know  better.  Well, 
anyway,  my  surgeon  told  me  right  after  the 
operation  that  it  was  carcinoma,  and  that  the 
five-year  mortality  rate  was  75  percent.  I 
foolishly  tried  to  change  everything  and  I said, 
I hope  you  mean  my  prognosis  is  75  percent, 
and  he  looked  me  in  the  eye  and  he  said  no,  75 
percent  was  my  chance  of  being  dead,  of  the 
cancer,  that  is,  in  the  next  five  years.  Well, 
nobody  lives  forever,  I thought. 

But  it  has  been  two  and  a half  years,  and 
every  day  I find  myself  in  a different  statistical 
group,  because  others  in  my  original  series 
have  died,  and  I am  alive.  I suggested  this  to 
him  once,  and  he  said,  yes,  the  fatality  rate  was 
down  to  something  like  50  percent  now.  Well, 
that  is  nice,  I am  beating  the  odds,  I thought,  I 
am  outliving  some  of  my  statistical  fellows;  it 


must  be  all  that  good  clean  living  and  thinking 
right  thoughts. 

But  wait  just  a little  minute,  an  inner  voice 
told  me,  I was  once  a pretty  fair  mathematician, 
and  mathematicians  are  logicians.  In  order  to 
beat  the  odds,  if  that  is  what  I think  I am  doing, 
I must  do  so  every  day,  and  only  by  living 
another  day;  and  in  doing  that,  I am  using  up 
another  one  of  the  finite  number  of  days 
allotted  to  me.  And  if  I overcome  the  odds, 
ever  so  slightly,  and  only  by  one  day  at  a time, 
it  takes  me  a whole  day  to  do  it,  so  that  I am 
probably  standing  still. 

Well,  standing  still  isn’t  so  bad. 


KEEPING  RECORDS 

I visited  an  intensive  care  unit  recently,  and  I 
saw  ten  nurses  at  their  station.  It  was  quite  a 
sight. 

They  were  all  writing. 

I once  asked  a nurse.  Who  reads  nurses 
notes? 

And  she  said.  Nurses. 

Of  course,  it  was  visiting  hours,  and  I 
suppose  that  they  were  with  the  patients  at 
other  times. 

F.C. 


THE  COMPANY  DOCTOR 
AND  THE  PATIENT 

Is  there  a patient-doctor  relationship  during 
a workman’s  compensation  examination?  If 
you  examine  someone  for  a company,  one  that 
hires  him,  or  one  that  insures  the  company  that 
hires  him,  and  it  is  the  company  that  has  hired 
you,  not  the  patient;  and  the  company  is 
paying  you,  not  the  patient;  should  you  tell  him 
everything  you  find  during  the  examination?  If 
the  Wassermann  test  is  positive,  must  you  tell 
him?  If  the  chest  x-ray  is  suspicious,  are  you 
required  to  tell  the  patient? 

And  if  you  do  not  notice  a small  shadow  on 
x-ray,  have  you  a liability  to  the  patient? 
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Remember,  you  are  not  going  to  treat  the 
patient.  But  is  he  your  patient? 

I mean,  are  you  his  doctor,  just  as  though  he 
had  chosen  you  and  had  come  to  you  to  be  his 
private  doctor? 

Patients  don’t  choose  company  doctors. 
Companies  choose  company  doctors. 

F.C. 


THE  VIPS  & THE  VUPS 

Medical  students  used  to  be  asked,  who  is 
the  most  important  person  in  the  hospital? 
And  after  they  stumbled  through  the  doctor 
and  the  administrator  and  the  various  special- 
ists, they  were  told  that  it  was  the  patient. 

Patients  are  Very  Important  People,  and 
some  individuals  on  the  scene  may  be  Very 
Unimportant  Persons.  Medicine  includes  the 
doctor,  the  hospital  administrator,  the  nurse, 
the  nursing  home  personnel,  the  pharmacist, 
the  hospice  people,  the  federal  government, 
the  patient;  and  city,  county,  and  state 
authorities.  The  patient  is  being  crowded  into 


a corner,  and  so  is  the  doctor,  and  I think  it  is 
the  same  corner. 

May  the  lady  have  an  abortion?  Can  we  stop 
resuscitating  measures  that  cannot  resusci- 
tate? Shall  quack  remedies  be  dispensed?  Will 
untrained  healers  who  do  not  heal  be  allowed 
on  the  scene? 

The  physician  was  always  a rugged  in- 
dividual, and  his  air  of  knowing  what  was  best 
for  you  gave  you  confidence  and  got  you  well. 
Patients  are  VIPs,  but  we  are  VIPs,  too. 

F.C. 


HOW  TO  GET  A MEDICAL  BOOK 
WITHOUT  PAYING  FOR  IT 

When  I review  books  for  the  Journal,  I get  to 
keep  the  books. 

These  are  fine  books,  and  they  are  brand 
new.  If  you  want  a book  that  is  reviewed  in  the 
Journal,  come  to  my  house  and  I’ll  give  it  to 
you,  free. 

F.C. 


266 


Nebraska  Medical  Journal 


October  1980 


OB- GYN  Section;  Smoking  During  Pregnancy 


IN  1957,  Simpson  demonstrated  a 
relationship  between  maternal 
smoking  and  lowered  birth 
weight.  Numerous  studies  since  then  have 
confirmed  this  observation  and  demonstrated 
other  adverse  effects  on  the  fetus,  but  the 
number  of  women  of  childbearing  age  who 
smoke  is  growing.  Education  about  the  known 
adverse  effects  of  smoking  on  the  fetus  should 
be  an  integral  part  of  clinical  management  of 
the  pregnant  patient. 

Birth  weight  reduction  in  infants  of  smoking 
mothers  ranges  from  120-480  grams,  with  a 
dose  response  relationship  demonstrable. 
Smoking  lower  tar  and  nicotine  or  filter 
cigarettes  does  not  seem  to  alter  the  effect  on 
birth  weight.  An  important  finding  is  that 
mothers  who  quit  smoking  by  the  fourth  month 
of  pregnancy  have  infants  whose  birth  weights 
average  the  same  as  non-smokers. 

Studies  have  shown  that  smoking  during 
pregnancy  is  associated  with  a significant  2-37c 
increase  in  spontaneous  abortions.  There  is 
also  a dose-related  27-359?  increased  inci- 
dence of  perinatal  mortality.  Comparing  only 
heavy  smokers,  perinatal  mortality  is  higher  in 
blacks  versus  whites;  higher  in  older  multi- 
parous women,  those  on  welfare,  or  anemic. 
This  higher  rate  of  perinatal  mortality  has  been 
correlated  with  an  increased  incidence  of 
placenta  previa,  abrupio  placentae,  immaturi- 
ty, pneumonia,  and  respiratory  distress  syn- 
drome. 

Disagreement  exists  concerning  the  associa- 
tion of  smoking  during  pregnancy  and  birth 
defects,  but  increased  incidences  of  cleft  lip, 
cleft  palate,  anencephaly  and  congenital  heart 
defects  have  been  reported. 

Studies  of  long-term  behavioral  effects  on 
children  whose  mothers  smoked  more  than  10 
cigarettes/day  during  pregnancy  reveal  a 3-5 
month  delay  in  general  ability,  reading  and 
mathematics.  Physicians  diagnose  “minimal 
cerebral  dysfunction”  twice  as  often  in  child- 
ren of  smoking  mothers.  Sons  of  smokers  are 
more  frequently  identified  by  their  teachers  as 
having  more  behavioral  problems  than  sons  of 
non-smokers. 

Tobacco  smoke  is  chemically  complex; 
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hypotheses  for  its  mode  of  action  on  the  fetus 
are  many.  Nicotine  may  cause  vasoconstriction 
of  uterine  vessels,  resulting  in  fetal  under- 
noui’ishment  and  direct  acceleration  of  fetal 
metabolism,  resulting  in  greater  needs  for 
nutrients.  Carbon  monoxide  in  smoke  pro- 
duces tissue  hypoxia  by  forming  carboxyhe- 
moglobin,  resulting  in  fetal  growth  retardation. 
The  cyanide  in  smoke  is  detoxified  at  the 
expense  of  essential  amino  acids  and  zinc. 
Carbon  dioxide  and  cyanide  inhibit  carbonic 
anhydrase  and  intracellular  respiratory  en- 
zymes, producing  acidosis  and  hampering 
cellular  growth. 

Physicians  should  encourage  their  patients 
to  quit  during  pregnancy,  or  if  they  cannot,  to 
reduce  the  number  of  cigarettes/day.  Pregnant 
women  seem  more  receptive  to  educational 
and  motivational  techniques  directed  toward 
cessation  of  smoking.  Some  suggestions  to 
help  the  pregnant  patient  to  cut  down  or  quit 
are: 

(a)  Cigarettes  should  be  included  in  the  list  of 
drugs  to  be  avoided. 

(b)  Advise  the  patient  that  she  is  at  higher  risk 
for  detrimental  effects  on  the  pregnancy. 

(c)  Obtain  a carboxyhemoglobin  level  and 
stress  to  the  patient  that  this  may  be 
harmful  to  the  fetus. 

(d)  Tell  the  patient  about  local  smoking 
cessation  clinics. 

(e)  Smoking  should  not  be  allowed  in  the 
physician’s  office. 

(References  available  upon  request.) 


October  1980  Nebraska  Medical  Journal  267 


Sleep  Apnea  Syndromes  — 

A Case  Report  And  Clinical  Update 


SLEEP  apnea  was  first  observed 
in  extremely  obese  patients  as 
a rare  disorder  in  which  breath- 
ing periodically  stopped  during  sleep  because 
of  upper  airway  obstruction.  However,  in 
recent  years,  sleep  apnea  syndromes  are  being 
recognized  with  increasing  frequency  and  are 
now  known  not  to  be  confined  only  to  obese 
individuals.  In  addition  to  obstructive-type 
sleep  apnea,  central  and  mixed-type  sleep 
apnea  syndromes  are  now  also  recognized,  and 
may  be  associated  with  a number  of  different 
diseases. 

The  purpose  of  this  paper  is  to  review  the 
classification,  clinical  features,  diagnosis,  and 
treatment  of  this  important  syndrome,  which 
may  go  unrecognized  in  clinical  practice.  The 
discussion  will  be  preceded  by  an  illustrative 
case  report  of  a patient  with  sleep  apnea  who 
presented  with  severe  but  treatable  complica- 
tions of  this  disorder. 

Case  report 

A 60-year-old  man  was  referred  for  evalua- 
tion of  cor  pulmonale  and  right-sided  conges- 
tive heart  failure.  The  patient  gave  a lV2-year 
history  of  peripheral  edema  and  increasing 
fatigue.  He  had  chronic  bronchitis  and  a 40- 
pack-year  smoking  history.  He  denied  dyspnea 
on  exertion  and  orthopnea.  The  patient  had 
been  evaluated  one  year  earlier  and  was  noted 
to  have  chronic  hypoxemia,  hypercapnia,  and 
polycythemia.  Right  heart  catheterization  had 
revealed  pulmonary  arterial  hypertension  with 
a normal  pulmonary  capillary  wedge  pressure. 
A diagnosis  of  cor  pulmonale  with  right  heart 
failure  was  established,  although  after  ex- 
tensive evaluation  it  was  not  known  what  the 
underlying  etiology  of  his  pulmonary  hyper- 
tension was.  Pulmonary  function  testing 
showed  moderate  chronic  obstructive  pul- 
monary disease  which  was  not  of  sufficient 
magnitude  to  account  for  his  cor  pulmonale. 
Pulmonary  arteriogram  had  revealed  no  evi- 
dence of  pulmonary  embolism. 

Physical  examination  revealed  an  alert  well- 
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nourished  male  in  no  distress.  He  was  normo- 
tensive,  height  168  cm,  and  weight  67  kg. 
There  was  peripheral  cyanosis.  Lung  fields 
were  clear  to  auscultation.  Jugular  venous 
pressure  was  estimated  to  be  17  cm  H2O. 
Cardiac  rhythm  was  regular.  The  pulmonic 
component  of  S2  was  increased.  Right  ven- 
tricular S3  and  S4  gallops  were  present.  There 
was  no  murmur.  The  liver  span  was  1 1 cm  and 
the  lower  liver  edge  was  firm,  smooth,  non- 
tender, and  nonpulsatile.  Nail  clubbing  was 
present.  There  was  4 mm  pitting  pretibial 
edema  bilaterally.  Neurologic  examination  was 
normal. 

Laboratory  data  included  a hemoglobin  of 
19.3  gm%  and  hematocrit  of  59%.  Chest  x-ray 
showed  only  right  atrial  and  right  ventricular 
enlargement.  The  EKG  showed  sinus  rhythm, 
right  axis  deviation,  right  atrial  enlargement, 
and  right  ventricular  hypertrophy.  M-mode 
echocardiogram  showed  a dilated  right  ven- 
tricle and  normal-sized  left  atrium  and  left 
ventricle.  Systolic  time  intervals  were  con- 
sistent with  good  left  ventricular  function. 
Pulmonary  function  testing  showed  a forced 
vital  capacity  of  2.71  liters  (75%  of  predicted) 
and  a forced  expiratory  volume  in  one  second 
of  1.73  liters  (59%  of  predicted).  Both  values 
increased  by  about  10%  following  broncho- 
dilators.  Lung  volumes  and  diffusing  capacity 
were  normal.  Arterial  blood  gases  on  room  air 
were  pH  7.44,  p02  45  mmHg  and  pC02  51 
mmHg. 

Sleep  apnea  study  was  done  with  simul- 
taneous recordings  of  the  EKG,  EEG,  mentalis 
muscle  EMG,  ear-lobe  photoplethysmogram, 
nasal  air  flow,  and  chest  movements.  During 

•Kequesl  for  reprints:  .)ohn  H.  Marshall,  M.D.,  University  of  Nebraska 
Medioal  Center.  Department  of  Internal  Medicine.  42nd  and  Dewey 
Avenue,  Omaha.  Nebraska  6810.'). 
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the  study  the  patient  had  numerous  frequent 
apneic  episodes  of  30  sec  or  more  (longest  45 
sec)  which  were  associated  with  absent  chest 
movements  and  nasal  air  flow.  These  results 
were  consistent  with  central  sleep  apnea. 

An  indwelling  arterial  catheter  was  placed 
and  blood  gases  were  measured  during  sleep. 
On  room  air  the  patient  had  profound  hy- 
poxemia with  an  average  arterial  p02  of  35 
mmHg.  On  oxygen  at  2 L/min  by  nasal  cannula 
his  arterial  p02  improved  to  the  50-65  mrriHg 
range. 

The  underlying  etiology  of  the  patients  cor 
pulmonale  and  right  heart  failure  was  felt  to  be 
central  sleep  apnea.  Treatment  was  initiated 
with  low  flow  oxygen;  sodium  restriction, 
furosemide  (Lasix),  and  digoxin  for  heart 
failure;  intermittent  phlebotomy;  and  amino- 
phylline  and  medroxyprogesterone  (Provera) 
to  increase  respiratory  drive.  The  patient 
symptomatically  improved,  edema  resolved, 
and  right  heart  failure  improved. 

Discussion 

ClassiHcation.  It  is  now  recognized  that  a 
variety  of  clinical  disorders  have  as  their 
essential  feature  and  common  link  recurrent 
periods  of  apnea  during  sleep.  Apnea  has  been 
defined  as  a cessation  of  airflow  at  the  nose 
and  mouth  of  more  than  15  sec  duration. 
Pathophysiologically,  3 types  of  sleep  apnea 
syndromes  have  been  distinguished.  In  central 
sleep  apnea,  respiratory  drive  ceases  and  there 
is  absence  of  chest  or  abdominal  excursions.  In 
contrast,  in  obstructive  apnea,  respiratory 
drive  is  present,  but  there  is  no  airflow  because 
of  upper  airway  obstruction,  generally  at  the 
oropharyngeal  level.  Mixed  apnea  is  present  in 
many  patients  and  typically  begins  with  a brief 
period  of  central  apnea,  followed  by  a return  of 
respiratory  drive  but  continuing  absence  of 
airflow  because  of  upper  airway  obstruction.  A 
number  of  disorders  are  associated  with  sleep 
apnea  and  some  are  listed  in  Table  I.  Recently, 
obstructive  sleep  apnea  in  family  members  has 
been  described. 

Clinical  Features.  In  sleep  apnea,  multiple 
frequent  apneic  periods  of  variable  duration 
(15-90  sec)  occur  during  sleep  and  result  in 
progressive  hypoxemia,  hypercapnia,  increases 
in  pulmonary  and  systemic  resistance  and 
pressure,  and  sinus  bradycardia  or  other 
arrhythmias.  For  reasons  that  are  not  entirely 


Table  I.  Disorders  associated  with  sleep  apnea. 

Central  apnea: 

Idiopathic 

Bulbar  poliomyelitis 
Bilateral  cordotomy 
Brainstem  infarction 
Brainstem  neoplasm 

Obstructive  apnea: 

Obesity 

Micrognathia 

Temporomandibular  joint  disease 
Muscular  dystrophy 
Adenotonsillar  hypertrophy 
Adenotonsillar  lymphoma 
Hypothyroidism 

understood,  but  which  perhaps  are  related  to 
blood  gas  pressures,  an  arousal  response 
occurs  (with  transient  lightening  of  the  sleep 
stage  or  brief  outright  awakening),  immediate- 
ly after  which  ventilation  resumes.  Usually,  the 
patient  quickly  falls  asleep  again,  and  the 
sequence  is  repeated  dozens  or  even  hundreds 
of  times  per  night  in  severe  cases. 

Patients  with  predominantly  obstructive 
sleep  apnea  are  usually  men,  not  necessarily 
obese,  who  commonly  present  with  a history  of 
excessive  daytime  sleepiness  and  loud  snoring. 
The  daytime  somnolence  is  probably  due  to 
such  factors  as  fragmentation  of  nocturnal 
sleep,  loss  of  the  deeper  stages  of  nonREM 
sleep,  and  nocturnal  hypoxemia,  all  of  which 
may  contribute  to  the  other  clinical  features 
noted  below.  Patients  with  central  apnea  may 
complain  only  of  nocturnal  insomina.  Intel- 
lectual and  personality  changes  can  occur  and 
may  have  severe  psychological,  social,  and 
economic  impact  to  the  patient  and  his  family. 
Some  patients  complain  of  morning  headache 
and  impotence.  Systemic  hypertension  has 
been  reported  in  over  one  half  of  patients, 
especially  those  with  obstructive  apnea.  In 
severe  cases,  pulmonary  hypertension,  cor 
pulmonale,  polycythemia,  and  congestive  heart 
failure  occur.  Sleep-related  cardiac  arrhyth- 
mias are  not  infrequent,  and  probably  are  due 
to  nocturnal  hypoxemia.  Arrhythmias  may  be 
responsible  for  reported  cases  of  unexplained 
nocturnal  death. 

The  patient  presented  in  the  case  report  is 
interesting  in  that  his  symptoms  related  only 
to  his  sleep  apnea  complications  of  cor 
pulmonale.  Sleep  apnea  syndromes  are  a well 
recognized  cause  of  cor  pulmonale.  Sleep 
apnea  is  omitted  as  a cause  of  cor  pulmonale  in 
the  major  textbooks  of  medicine,  however,  as 
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demonstrated  by  the  earlier  case  report,  sleep 
apnea  must  be  considered  in  the  differential 
diagnosis  of  patients  who  present  with  it. 

Diagnosis.  The  diagnostic  objectives  facing 
the  clinician  are:  (i)  To  document  or  exclude 
the  diagnosis  of  sleep  apnea,  which  is  detected 
by  the  presence  of  recurrent  periods  of  absent 
airflow  at  the  nose  and  mouth;  and  (ii)  To 
differentiate  whether  the  apnea  is  of  upper 
airway  obstructive,  central,  or  mixed  origin. 
The  later  is  done  by  observing  whether  the 
apneic  periods  are  accompanied  by  a continua- 
tion or  absence  of  respiratory  effort.  This 
requires  a proper  sleep  study  with  poly^raphic 
recordings  of  the  EEG,  nasal  and  buccal 
airflow,  and  thoracic  and  abdominal  respira- 
tory movements.  A variety  of  methods  and 
devices  have  been  used  to  measure  these 
parameters  and  are  discussed  in  other  reports. 

Cardiac  rhythm  should  also  be  recorded 
continuously  during  the  study  to  detect  serious 
arrhythmias  that  indicate  the  need  for  im- 
mediate therapy.  The  magnitude  of  the  blood 
gas  disturbance  during  sleep  can  be  deter- 
mined by  measuring  the  arterial  oxygen 
saturation  continuously  with  an  ear  oximeter, 
or  by  sampling  arterial  blood  intermittently 
through  an  indwelling  catheter. 


Treatment.  The  treatment  of  sleep  apnea 
syndromes  depends  on  the  predominant  type 
of  apnea  present  (central  or  obstructive)  and 
on  the  severity  of  symptoms  and  presence  of 
complications.  In  central  sleep  apnea  a variety 
of  medications  have  been  used  to  increase 
central  respiratory  drive,  including  amino- 
phylline,  acetazolamide,  and  medroxyproges- 
terone, with  varying  degrees  of  efficacy.  In 
severe  cases,  electrical  phrenic  nerve  stimula- 
tion with  implanted  electrodes  has  been 
effective. 

In  obstructive  sleep  apnea  surgical  cor- 
rection of  an  anatomic  defect,  when  present,  is 
the  preferable  treatment.  In  obese  patients, 
weight  loss  can  be  effective  in  decreasing  the 
frequency  and  severity  of  apneic  periods. 
Tracheostomy  has  been  shown  to  be  highly 
effective  in  treating  obstructive  sleep  apnea, 
producing  rapid  symptomatic  improvement 
and  reversal  of  the  hemodynamic  and  rhythmic 
abnormalities  of  the  disorder.  Both  trache- 
ostomy and  diaphragmatic  pacing  may  be 
required  if  the  apnea  is  of  the  mixed  type. 

Treatment  of  complications  like  cor  pul- 
monale and  congestive  heart  failure  is  described 
in  standard  textbooks. 

References  may  be  obtained  from  the 
author. 
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Portasystemic  Shunting  for 
Bleeding  Esophageal  Varices: 
A Three-Year  Experience 


Introduction 

IN  1877  the  Russian  physiologist 
Eck  performed  the  first  porta- 
caval shunt  in  an  experimental 
animal.  However,  it  was  not  until  1903  that 
Vidal  in  France  performed  a similar  proce- 
dure in  a human.  Portasystemic  shunting  to 
relieve  portal  hypertension  was  reported  by 
Whipple'  in  1945  and  Blakemore-  in  1946 
and  it  has,  to  the  present,  remained  the  most 
effective  means  of  preventing  recurrent 
hemorrhage  from  esophageal  varices. 

Materials  and  Methods 

From  August  1976  to  August  1979,  various 
types  of  portasystemic  shunts  were  per- 
formed in  24  adult  patients  -with  variceal 
hemorrhage  at  the  University  of  Nebraska 
Medical  Center  and  the  Omaha  Veterans 
Administration  Medical  Center.  Patients 
ranged  in  age  from  19  years  to  67  years,  the 
mean  age  being  50  years.  There  were  16 
males  and  8 females.  The  etiology  of  the 
portal  hypertension  was  Laennec’s  cirrhosis 
in  17  patients  (71  percent).  Two  patients  had 
chronic  active  hepatitis  (8.4  percent).  The 
remaining  5 patients  had  the  following 
diagnoses:  Wilson’s  disease,  hepatocellular 
carcinoma,  cryptogenic  cirrhosis,  nodular  re- 
generative hyperplasia,  and  micronodular 
cirrhosis  associated  with  ulcerative  colitis. 

Variceal  hemorrhage  was  visualized  in  all 
patients  by  fiberoptic  endoscopy. 

In  addition  to  iced  saline  lavage,  gastro- 
esophageal balloon  tamponade  (12  patients) 
and  pitressin  infusion  (17  patients)  were  used 
singly  or  in  combination  in  an  initial  attempt 
to  control  hemorrhage. 

Patients  undergoing  portasystemic  shunt- 
ing were  selected  from  a larger  group  of 
patients  admitted  to  the  hospital  for  manage- 
ment of  what  proved  to  be  hemorrhage  from 
varices.  There  were  no  strict  criteria  for 
selecting  either  operative  or  nonoperative 
management.  In  general,  however,  a patient 
was  selected  for  operative  management  be- 
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cause  he  had  had  multiple  life-threatening 
bleeding  episodes  in  the  past  and/or  because 
his  acute  bleeding  could  not  be  controlled 
nonoperatively.  These  represent  patients 
who  the  referring  physician  felt  would  be 
least  likely  to  benefit  from  continued  non- 
operative management. 

Preoperative  angiograpic  studies  were  per- 
formed in  23  patients. 

Operative  risk  was  assessed  according  to 
the  criteria  of  Child. (See  Table  1).  These 
criteria  are  qualitative  reflections  of  hepatic 
functional  reserve  and  are  established  as  a 
basis  for  comparison  of  patients. 

Two  patients  were  categorized  as  Child’s 
Class  A risks,  12  as  Class  B,  and  10  as  Class 
C. 

Eleven  patients  had  emergent  procedures 
which  were  performed  while  active  bleeding 
was  present.  6 patients  had  urgent  oper- 
ations which  were  undertaken  within  24 
hours  after  cessation  of  active  bleeding.  7 
patients  underwent  elective  procedures  at  a 
time  remote  from  the  episode  of  hemorrhage. 
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TABLE  I 


CHILD’S  CLASSIFICATION  OF  PATIENTS  WITH  CIRRHOSIS 
IN  TERMS  OF  HEPATIC  FUNCTIONAL  RESERVE 


Criteria 

Good  Risk 
Class  A 

Moderate  Risk 
Class  B 

Poor  Risk 
Class  C 

Serum  bilirubin 

below  2.0  mg% 

2.0  - 3.0  mgVf 

over  3.0  mg^ 

Serum  albumin 

over  3.5  gm% 

3.0  - 3.5  gm7c 

below  3.0  gm% 

Ascites 

none 

minimal  to  moderate 
and  easily  controlled 

severe  and  not 
easily  controlled 

Encephalopathy 

none 

minimal 

advanced 

Muscle-wasting 
& inanition 

none 

minimal 

severe 

TOTAL  # 

2 

12 

10 

An  end-to-side  portacaval  shunt  was 
created  in  7 patients;  a mesocaval  inter- 
position shunt  was  introduced  in  11  patients; 
and  a proximal  splenorenal  shunt  was  per- 
formed in  4 patients.  (See  Fiqure  1)  Portal 
pressures  were  measured  intraoperatively  in 
all  patients  before  and  after  establishment  of 
portasystemic  shunts. 

Results 

Twelve  patients  died  before  leaving  the 
hospital,  yielding  a hospital  mortality  rate  of 
50  percent. 

Satisfactory  intraoperative  reduction  in 
portal  pressure  (greater  than  10  cm.  of 
saline)  was  achieved  in  all  patients.  Both  the 
levels  of  pre-shunt  portal  pressure  and  the 
levels  of  post-shunt  portal  pressure  were  not 
significantly  different  in  survivors  and  non- 
survivors. Recurrent  variceal  hemorrhage 
occurred  in  three  patients.  In  two  cases,  re- 
bleeding occurred  secondary  to  shunt  throm- 
bosis and  was  the  cause  of  death  in  both 
patients.  The  third  patient  rebled  despite  a 
demonstrably  patent  portacaval  interposition 
shunt.  This  patient’s  bleeding  ultimately 
ceased  and  he  survived. 

Hospital  mortality  related  to  Child’s  class- 
ification is  indicated  in  Table  2. 

Did  the  timing  of  the  operation  influence 
mortality?  The  differences  shown  in  Table  III 
are  not  statistically  significant. 

The  type  of  shunt  performed  had  no 


bearing  on  mortality  in  our  series,  the 
mortality  being  roughly  50  percent  for  each 
of  the  four  categories  of  shunt  operations 
performed.  Neither  the  length  of  the  oper- 
ation nor  the  amount  of  intraoperative  blood 
loss,  both  rough  gauges  of  the  degree  of 
technical  difficulty  encountered  in  per- 
forming the  shuntg,  had  any  statistically 
significant  influence  on  survival. 

Discussion 

Variceal  hemorrhage  occurs  in  approx- 
imately 30  percent  of  cirrhotic  patients  with 
varices.  About  70  percent  of  these  patients 
die  within  a year  of  the  first  bleed.  Sixty 
percent  of  cirrhotic  patients  who  have  bled 
once  will  rebleed  massively  within  one  year.^ 

TABLE  II 


Child’s  Class 

#deaths/total# 

mortality 

A 

0/2 

0% 

B 

6/12 

507r 

C 

6/10 

60% 

TABLE  III 

Timing  of  Shunt 

#death/ total# 

mortality 

emergent 

6/11 

55.5% 

urgent 

3/6 

50.0% 

elective 

3/7 

42.9% 

272 
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FIGURE  1 


End-to-side  Portacaval 
(7  patients) 


I I 


Mesocaval  Interposition 
(11  patients) 


Thus,  variceal  hemmorrhage  in  patients  with 
cirrhosis  is  highly  lethal.  Indeed.  Orloff  ’ has 
likened  the  survival  of  these  patients  to  that 
of  patients  with  most  forms  of  cancer. 

As  previously  indicated,  there  were  no 
strict  criteria  for  selecting  our  patients  for 
portasystemic  shunting.  It  has  been  the 
feeling  of  some  authors  that  portasystemic 
shunting  in  the  face  of  ongoing  variceal 
hemorrhage  can  rarely  be  performed  with 
the  hope  of  a successful  outcome.  Neverthe- 
less, eleven  of  our  patients  (46  percent)  were 
selected  for  shunting  because  their  bleeding 
could  not  otherwise  be  controlled  and  it  was 
felt  that  they  would  die  from  exsanguination. 
These  were  true  emergency  shunts  in  that 
the  patients  were  actively  bleeding  at  the 
time  of  operation.  The  hospital  mortality  rate 
of  55.5  percent  in  this  group  must  be  judged 
in  Light  of  the  fact  that  82  percent  of  the 
patients  were  in  the  poorer  risk  categories  of 
hepatic  functional  reserve. 

25  percent  of  our  patients  underwent 
portasystemic  shunting  within  24  hours  of 
cessation  of  an  episode  of  variceal  hemor- 
rhage. All  of  these  patients  had  had  one  or 
more  major  episodes  of  variceal  hemorrhage 
during  their  current  hospital  admissions  and 
were  felt  to  be  at  great  risk  for  continued 


Portacaval  Interposition 
(2  patients) 


Proximal  Splenorenal 
(4  patients) 


episodes  of  life-threatening  hemorrhage. 
The  patients  in  this  category  were  evenly 
distributed  between  Class  B and  Class  C 
risks.  It  has  been  our  preference  to  attempt 
to  control  variceal  hemorrhage  preoper- 
atively  in  all  patients  whenever  possible, 
feeling  that  so  doing  allows  time  for  better 
correction  of  physiologic  aberrations, 
coagulation  abnormalities,  and  metabolic 
deficits,  and  should  therefore  improve 
survival.  However,  we  connot  demonstrate  a 
difference  in  mortality  between  the  group 
undergoing  urgent  operations  and  the  group 
undergoing  emergent  operations,  the  mortal- 
ity being  50  percent  for  both.  This  figure 
is  in  close  agreement  with  the  49  percent 
hospital  mortality  rate  reported  by  Orloff 
in  a larger  group  of  patients  managed 
in  a similar  fashion,  s 

Patients  selected  for  elective  operation  had 
all  had  more  than  one  episode  of  variceal 
hemorrhage  in  the  past.  The  42.9  percent 
incidence  of  mortality  in  this  group  is 
somewhat  higher  than  that  reported  in  most 
elective  series,  however,  all  the  patients  in 
our  elective  group  were  also  in  a poorer  risk 
category. 

There  is  general  agreement  that  the  pri- 
mary determinant  of  survival  following 
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portasystemic  shunting  for  variceal  hemor- 
rhage caused  by  cirrhosis  is  the  competence 
of  the  hepatocytes.®  The  comparative  mortal- 
ity figures  as  regards  timing  of  operation  in 
our  series  may  suggest  that  if  a patient  can 
tolerate  a portasystemic  shunt  at  all,  then 
timing  of  the  operation  makes  httle  differ- 
ence in  his  chances  for  survival. 

Clearly  there  are  some  patients  with 
variceal  bleeding  due  to  cirrhosis  who  wiU 
benefit  from  portasystemic  shunting  and 
others  who  will  not.  The  problem  has  been 
finding  an  accurate  means  of  predicting 
survival  in  individual  patients.  Unfortu- 
nately, estimates  of  hepatic  functional  re- 
serve such  as  the  Child’s  Classification 
provide  only  rough  guidelines  for  predicting 
prognosis  and  are  of  limited  value  in  sel- 
ecting the  course  of  action  most  beneficial  for 
an  individual  patient.  Likewise,  there  are  as 
yet  no  hemodynamic  measurements  that  can 
predict  survival  following  a portasystemic 
shunt. 

Our  experience  has  been  limited  primarily 
to  Child’s  Class  B and  C patients.  Somewhat 
suprisingly,  we  have  seen  no  significant 
difference  in  survival  in  these  two  groups. 
None  of  the  other  factors  which  we  con- 
sidered in  our  review,  i.e.,  level  of  portal 
pressure,  length  of  operation,  amount  of 
intraoperative  blood  loss,  or  type  of  shunt 
performed,  were  found  to  have  a statistically 
significant  influence  on  mortality. 

Summary 

The  results  of  portasystemic  shunting  in 


24  patients  with  bleeding  esophageal  varices 
treated  at  the  University  of  Nebraska  Med- 
ical Center  and  the  Omaha  Veterans  Admin- 
istration Medical  Center  from  August  1976 
to  August  1979  have  been  reviewed.  The 
shunts  were  successful  in  stopping  acute 
hemorrhage  and  preventing  subsequent  re- 
bleeding in  all  but  three  patients.  The  hospi- 
tal mortality  rate  was  50  percent.  There  was 
no  significant  difference  in  the  mortality  rates 
in  Child’s  Class  B and  Class  C patients. 
Neither  the  timing  of  the  operation  nor  the 
type  of  shunt  performed  had  any  statistically 
significant  effect  on  survival.  Similarly, 
differences  in  the  length  of  the  operation  and 
the  amount  of  intraoperative  blood  loss  had 
no  demonstrable  effect  on  survival.  Our 
experience  has  encouraged  us  to  continue  to 
recommend  portasystemic  shunting  for 
patients  with  otherwise  uncontrolled  variceal 
hemorrhage  and  for  patients  in  whom  re- 
current hemorrhage  seems  likely. 
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Threatened  Stroke 


WE  wish  to  present  an  update  on 
the  evaluation  and  treatment  of 
cerebrovascular  disease.  The 
emphasis  will  be  on  detection  of  threatened 
stroke,  as  it  is  in  prevention  that  most 
significant  advances  have  been  made.  We  need 
hardly  emphasize  the  epidemiological  im- 
portance of  cerebrovascular  disease;  in  Ne- 
braska alone,  it  accounted  for  11%  of  all 
deaths  in  1977. 

Stroke  stands  as  a time  honored  word  used 
perhaps  carelessly,  certainly  imprecisely,  by 
both  laymen  and  medical  personnel.  We  use 
the  term  threatened  stroke,  to  describe  a 
patient  with  historical  or  clinical  evidence  of  a 
neurologic  deficit,  presumed  to  have  occurred 
on  a vascular  basis,  which  may  become 
permanent.  All  forms  of  cerebrovascular 
disease  are  included  in  this  category  since 
their  final  manifestation  is  the  same,  i.e., 
irreversible  brain  damage. 

Autopsy  studies  of  patients  with  the  clinical 
diagnosis  of  stroke  show  the  following  major 
categories:  Thrombotic  occlusive  disease  was 
found  in  53%  of  cases,  embolism  in  31%,  and 
hemorrhagic  stroke  in  16%.  26  percent  of 
those  patients  experienced  some  form  of 
transient  ischemic  attack  (TIA)  prior  to  death. ‘ 

As  commonly  defined,  TIAs  are  transient 
neurologic  disturbances,  presumably  repre- 
senting ischemia  of  the  brain  occurring  in  a 
recognizable  arterial  territory.  They  must,  by 
definition,  clear  within  24  hours  though  they 
frequently  do  so  in  15-30  minutes.  TIAs  occur 
on  the  basis  of  either  intracranial  or  extra- 
cranial disease  and  often  have  a complex 
pathophysiology'.  (See  Table  1)  They  are 
harbingers  of  a completed  stroke  in  approxi- 
mately a third  of  cases.  Just  as  importantly, 
they  signal  the  presence  of  advanced  vascular 
disease;  it  is  not  sufficiently  recognized  that 
myocardial  infarction  is  the  main  cause  of 
death  for  most  patients  with  TIAs. 

The  annual  incidence  of  TIAs  for  a general 
adult  population  is  0.8-1. 1%.  A number  of  risk 
factors  can  be  found  in  these  patients: 
hypertension,  cardiac  disease,  cervical  bruits, 
diabetes  mellitus,  polycythemia,  and  hyper- 
lipidemia. It  may  be  difficult  for  the  primary 
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physician  to  isolate  a single  offender  from  this 
rather  formidable  list  of  stroke  predictors. 
Lacking  access  to  sophisticated  laboratory  and 
diagnostic  techniques,  many  of  these  patients 
are  not  evaluated  comprehensively.  We  have 
listed  some  of  the  studies  performed  by  our 
Cerebrovascular  Service  (see  Table  2)  and 
shall  comment  briefly  on  diagnosis  and  treat- 
ment. 

TABLE  1 

PATHOGENESIS  OF  THREATENED  STROKE 

I.  Related  to  the  heart: 

a.  Cardiac  emboli 

b.  Arrhythmia 

c.  Pump-perfusion  failure 

II.  Related  to  the  blood  constituents; 

a.  Altered  coagulability 

b.  Polycythemia,  anemias 

c.  Dysproteinemias,  hyperviscosity  syndromes 

III.  Related  to  the  arteries: 

a.  Extracranial  mechanical  interference  with  flow 

b.  Steal  syndromes 

c.  Vasospasm 

d.  Non-arteriosclerotic  vasculopathies 

e.  Extracranial  atherosclerosis 

f.  Lacunar  disease 

g.  Dysautoregulation  (?) 

Noninvasive  Studies  of  the  Extracranial 
Vessels  and  Heart 

At  present  efforts  are  directed  toward  early 
detection  of  carotid  bifurcation  disease,  which 
accounts  for  15-18%  of  all  completed  strokes. 
Extracranial  vascular  disease  of  carotid  and/or 
vertebral  arteries  is  found  in  at  least  50%  of 
patients  with  a threatened  stroke  syndrome. 
This  does  not  mean  a direct  etiological 
relationship,  in  fact,  7%  of  a general  autopsy 
population  will  show  previously  asymptomatic 
internal  carotid  artery  occlusion.  The  chal- 
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lenge  to  the  practitioner  lies  in  the  identifica- 
tion of  patients  who  might  go  on  to  suffer  a 
completed  stroke  should  their  treatable  extra- 
cranial cerebrovascular  disease  go  undetected. 

TABLE  2 

PROTOCOL  FOR  INITIAL  EVALUATION 
OF  THREATENED  STROKE 

1.  Early  computed  cranial  tomography  scan  (to  rule  out 
hemorrhage) 

2.  Minimal  laboratory  and  ancillary  studies: 

CBS  with  differential  and  platelet  counts 
Sedimentation  rate 

Chemistry  profile  and  2 hr.  post  prandial  glucose 

Serum  cholesterol  and  triglycerides 

Urinalysis 

VDRL 

ECG 

Chest  x-ray 

Protein  electrophoresis 

Coagulation  studies  (prior  to  use  of  anticoagulants) 

3.  Optional  studies; 

Radio-isotopic  brain  scan 
EEC 

Carotid  doppler  study 

Ophthalmic  artery  pressure  measurements 

Hemoglobinopathy  screen 

Holter  monitoring 

Echocardiography,  sector  scanning  of  heart 

Lumbar  puncture 

Regional  cerebral  blood  flow 

4.  Operative  candidates; 

Cerebral  angiography 
Cardiac  reserve/exercise  testing 
Coronary  angiography 

A combination  of  direct  and  indirect  tech- 
niques are  available  to  evaluate  the  flow 
characteristics  of  the  cervical  carotid  arteries. 
(See  Table  3)  The  accuracy  of  the  tabulated 
techniques,  used  in  varying  combinations, 
approaches  the  95%  range.  It  should  be 
understood  we  refer  only  to  the  detection  of 
occlusive  disease;  ulcerated  nonstenosed  caro- 
tids may  go  undetected  by  most  of  the 
noninvasive  flow-dependent  techniques.  The 
addition  of  the  B mode,  real-time  ultrasonic 
scan  may  avoid  this  problem  and  complements 
the  battery  of  tests  designed  for  early  detec- 
tion of  cervical  carotid  disease. 

The  high  incidence  of  embolism  in  patients 
with  atrial  fibrillation  and  rheumatic  valvular 
disease  has  been  known  for  years.  These 
diagnoses  can  be  established  at  the  primary 
care  level  with  reasonable  certainty  and 
minimal  ancillary  techniques.  Other  cardiac 
sources  of  emboli  have  been  recognized,  e.g., 
mural  thrombi  from  hypokinetic  regions  of  the 


TABLE  3 

NONINVASIVE  TECHNIQUES  FOR  THE 
DIAGNOSIS  OF  CAROTID  ARTERY  DISEASE 

I.  Indirect 

a.  Ophthalmodynamometry  (ODM) 

b.  Oculopneumoplethysmography  (OPG-P) 

c.  Periorbital  directional  doppler  sonography 

II.  Direct 

a.  Carotid  phonoangiography 

b.  Audio  Frequency  analysis  of  bruits 

c.  Doppler  ultrasonic  arteriography 

d.  Real  time  B-scan  ultrasound  arteriography 


myocardium,  prolapsing  mitral  valves,  and 
atrial  myxomas.  It  is  considerably  more  dif- 
ficult to  evaluate  these  diagnoses  without 
access  to  rather  sophisticated  studies.  Echo- 
cardiography and  cardiac  sector  scanning  are 
some  of  the  techniques  used  to  advantage  in 
those  situations. 

Regional  Cerebral  Blood  Flow  (RCBF) 

Previously  limited  to  the  few  patients 
undergoing  carotid  artery  catheterization,  the 
use  of  inhaled  radioactive  xenon  has  revolu- 
tionalized  this  field.  Computerized  analysis  of 
cerebral  blood  flow  is  monitored  by  multiple 
probes  placed  at  predetermined  positions  on 
the  scalp. 

By  this  technique,  regional  cerebral  blood 
flow  can  be  studied  in  noninvasive  fashion  on 
patients  who  have  undergone  cerebrovascular 
reconstructive  procedures  as  well  as  on  pa- 
tients with  such  disorders  as  migraine  and 
multi-infarctional  dementia.  It  has  also  become 
possible  to  assess  the  results  of  various 
pharmacological  maneuvers  in  threatened 
stroke  by  direct  measurement  of  RCBF. 


Medical  and  Surgical  Treatment 
of  Threatened  Strokes 

The  long-standing  debate  on  the  use  of 
anticoagulants  for  transient  ischemic  attacks  is 
no  longer  raging.  Many  physicians  use  these 
drugs  with  the  realization  that  for  every  patient 
who  clearly  benefits  from  them,  1 or  2 can  be 
found  who  develop  complications  or  at  least 
are  left  clinically  unchanged.  The  interested 
reader  is  referred  to  recent  reviews  on  this 
topic. 
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Direct  pharmacological  treatment  of  threat- 
ened or  early  completed  strokes  remains  a 
challenge.  Low  molecular  weight  dextran, 
corticosteroids,  aminophylline,  barbiturates, 
and  controlled  hypertensive  therapy  are  some 
of  the  acute  therapies  recently  tried.  With 
access  to  such  correlative  studies  as  RCBF,  a 
sharper  definition  for  the  role  of  those  and 
other  pharmaceuticals  will  emerge. 

It  has  now  been  over  25  years  since  the  first 
surgical  approach  to  the  carotid  bifurcation 
was  made.  Long-term  studies  are  available 
showing  a decrease  in  the  number  of  TIAs  and 
less  clearly,  a decrease  in  the  incidence  of 
completed  strokes.  It  has  been  as  difficult  to 
establish  a consensus  on  the  indications  for 
carotid  endarterectomy  as  it  was  once  to 
decide  on  anticoagulation.  Ultimately,  the 
relative  ease  of  the  technique  along  with  a 
definite  reduction  in  the  operative  mortality 
resulted  in  a popularity  unjustified  by  the 
published  studies. 

The  most  recent  surgical  developments 
relate  to  scalp  artery  to  cortical  arteiy  bypass 
procedures.  These  operations  require  careful 
patient  selection  and  significant  microsurgical 
expertise.  They  involve  the  creation  of  an 
extracranial-intracranial  vascular  anastomosis 
for  patients  who  have  obstructions  unap- 
proachable by  direct  surgical  techniques.  A 
few  series  have  been  reported  with  hopeful 
preliminary  results. 


Conclusion 

The  state  of  the  art  in  cerebrovascular 
disease  allows  for  some  optimism.  The  number 
of  hemorrhagic,  hypertensive  strokes  has 
noticeably  declined,  no  doubt  in  relation  to  a 
more  enlightened  approach  to  detection  and 
treatment  of  essential  hypertension.  Early 
recognition  of  patients  with  treatable  extra- 
cerebrovascular  disease  will  undoubtedly  ac- 
count for  a further  drop  in  the  number  of 
stroke  victims. 

Two  difficult  challenges  faced  by  primary 
physicians  are  the  identification  of  patients  at 
risk  for  the  development  of  stroke  as  well  as 
the  choice  of  individualized  treatment  for 
these  cases.  We  feel  that  appropriate  applica- 
tion of  the  diagnostic  and  therapeutic  tech- 
niques outlined  above  will  greatly  facilitate  the 
task. 
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My  Specialty:  Pulmonary  Medicine 


OVER  the  years  pulmonary  medi- 
I cine  has  been  a changing  and 
evolving  specialty  with  the 
modern  pulmonologist  representative  of  a new 
breed  in  internal  medicine.  Prior  to  the  1950s 
the  need  for  experts  in  pulmonary  medicine 
was  obvious;  tuberculosis  was  the  most  im- 
portant disease  in  the  temperate  zones  of  the 
world,  including  the  United  States.  There  was 
also  a ready-made  recruitment  system  in  the 
sanatorium  practice  of  medicine,  whereby 
physicians  entered  the  field  because  they 
themselves  were  victims  of  tuberculosis.  Often 
specialty  training  took  place  while  the  phy- 
sician trainee  was  a patient  in  a tuberculosis 
sanatorium. 

In  the  1960s  it  went  unnoticed  that  pul- 
monary medicine  was  attracting  fewer  new 
trainees.  During  that  decade,  as  few  as  15  to  20 
physicians  were  certified  each  year  by  the 
Subspecialty  Board  on  Pulmonary  Disease  of 
the  American  Board  of  Internal  Medicine. 
With  the  decline  in  tuberculosis,  the  sana- 
torium physicians  were  retiring  and  not  being 
replaced,  while  the  academic  centers  were 
training  very  few  new  pulmonary  specialists. 

From  a manpower  survey  done  in  1971-1972 
by  a committee  of  the  American  Thoracic 
Society  and  the  American  College  of  Chest 
Physicians,'  it  was  learned  that  there  were  less 
than  2,000  physicians  who  regarded  them- 
selves primarily  as  adult  chest  specialists,  with 
a disproportionate  number  of  these  being 
older  physicians  (age  60-69).  The  ratio  of 
pulmonary  physicians  to  all  physicians  in  the 
U.S.  was  also  diminishing  at  a time  when 
respiratory  diseases  were  increasing.  131 
funded  pulmonary  faculty  positions  were 
vacant  in  United  States  medical  schools,  and 
about  1 in  every  6 medical  schools  had  less 
than  one  fulltime  equivalent  pulmonary  faculty 
member. 

A repeat  manpower  survey  in  1974-1975- 
indicated  that  the  number  of  fulltime  pul- 
monary faculty  in  medical  schools  had  almost 
doubled  in  three  years,  but  despite  this 
increase  in  faculty,  the  number  of  funded 
vacancies  had  increased  to  286.  This  reflected 
the  fact  that  pulmonology  was  suddenly 
becoming  one  of  the  most  attractive  sub- 
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specialties  in  internal  medicine.  No  sub- 
specialty has  grown  and  developed  more 
rapidly  in  the  past  decade.  In  fact,  at  the  most 
recent  subspecialty  examinations  adminis- 
tered by  the  American  Board  of  Internal 
Medicine,  the  number  of  candidates  seeking 
certification  in  pulmonology  was  second  only 
to  cardiology. 

What  has  been  the  reason  for  such  an 
upsurge  in  popularity?  In  part,  this  may  be 
attributed  to  the  changing  image  of  the 
pulmonary  specialist  from  the  physician  who 
treated  primarily  tuberculosis  in  the  setting  of 
a sanatorium,  to  the  specialist  with  a broad 
base  in  cardiopulmonary  physiology  who  has 
become  integrally  involved  in  critical  care 
management.  The  training  programs  of  today 
are  much  more  rigidly  structured  to  include 
extensive  experience  in  all  aspects  of  internal 
medicine  and  pulmonary  disease  with  addi- 
tional knowledge  of  complex  diagnostic,  moni- 
toring and  ventilatory  equipment.  In  addition, 
most  training  programs  require  each  fellow  to 
be  actively  involved  in  research  and  investiga- 
tive activities. 

The  introduction  of  the  fiberoptic  broncho- 
scope has  also  brought  to  pulmonary  medicine 
a major  procedure  which  was  formerly  done 
almost  entirely  by  surgeons  with  thoracic 
training  or  by  professional  endoscopists.  With 
the  aid  of  the  fluoroscope,  many  peripheral 
lung  lesions  which  were  not  previously  ac- 
cessible can  be  brushed  or  biopsied  and  a 
definitive  diagnosis  established.  More  recently 
needle  aspiration  of  peripheral  lung  lesions 
with  fluoroscopic  guidance  has  also  become  a 
procedure  which  is  commonly  performed  by 
pulmonologists.  Medical  direction  for  respira- 
tory therapy  departments  and  pulmonary 
function  laboratories  has  added  an  additional 
dimension  to  career  development  and  has 
served  as  the  basis  for  establishing  complete 
respiratory  care  services  within  the  hospital 
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setting.  New  knowledge  in  outpatient  rehabili- 
tation and  measures  to  improve  quality  of  life 
have  contributed  substantially  to  the  total  care 
of  patients  with  chronic  respiratory  diseases. 

Today,  chronic  obstructive  pulmonary 
disease  (COPD)  is  the  second  most  common 
cause  for  disability  in  the  United  States. 
Although  routine  management  of  these 
patients  may  not  require  a specialist,  the  role 
of  the  pulmonologist  in  providing  assistance  in 
establishing  therapeutic  regimens  for  con- 
tinuing care  and  in  the  management  of  life 
threatening  episodes  of  respiratory  failure  is 
clearly  recognized.  The  presence  of  chronic 
lung  disease  frequently  leads  to  postoperative 
pulmonary  complications  when  major  surgical 
procedures  are  necessary.  The  use  of  the 
pulmonary  laboratory  to  identify  patients  at 
risk  for  possible  respiratory  complications  and 
the  involvement  of  the  pulmonary  specialist  in 
perioperative  management  have  proved  to  be 
valuable  in  lessening  morbidity  and  mortality. 

Carcinoma  of  the  lung,  with  more  than 
100,000  new  cases  discovered  each  year,  has 
already  established  itself  as  the  leading  cause 
of  malignancy  in  men,  and  is  rapidly  advancing 
to  take  a similar  position  in  the  women  of  the 
Ignited  States.  Asthma  is  now  recognized  to 
exist  in  approximately  5 percent  of  the 
population  and  each  year  is  responsible  for  28 
million  physician  office  visits  and  one  million 
hospital  bed  days  utilized.  Interstitial  pneu- 
monia with  pulmonary  fibrosis,  which  was  not 
described  in  the  United  States  until  the  1930s, 


now  represents  the  fifth  most  common  out- 
patient pulmonary  problem  seen  by  pul- 
monologists. Complicated  pneumonias,  pul- 
monary embolism,  and  occupationally  related 
lung  diseases  continue  to  represent  major 
health  problems  that  show  no  evidence  of 
decreasing  in  frequency  or  severity.  Medical 
care  for  many  of  these  patients  can  be 
provided  by  physicians  who  are  not  pulmonary 
specialists,  but  the  role  of  the  specialist  has 
become  increasingly  important  in  diagnosis 
and  comprehensive  management. 

Pulmonary  fellowship  programs  have  re- 
mained highly  competitive,  as  exemplified  by 
our  training  program  at  Creighton  University 
where  there  are  approximately  ten  qualified 
applicants  for  each  position  available.  Gen- 
erally, program  directors  have  been  able  to 
select  residents  who  possess  excellent  cre- 
dentials in  internal  medicine.  The  prevalence 
and  increasing  importance  of  respiratory 
diseases,  along  with  the  increasing  complexity 
of  diagnostic  and  management  techniques  and 
equipment  lead  to  the  conclusion  that  pul- 
monology will  continue  to  grow  and  fill  a 
significant  need  in  American  medicine. 
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Medical  Student  Perceptions 
of  Practice  in  Rural  Nebraska  * 


Nebraska  has  long  sought  ways  to 
increase  the  number  of  physi- 
cians who  practice  in  rural 
areas  of  the  state.  It  has  not  been  easy  to 
identify,  however,  the  factors  that  influence 
graduating  physicians  to  select  a practice  in 
rural  Nebraska.  Knowing  more  about  what 
attracts  medical  students  to  rural  practice 
should  help  in  planning  recruitment  and 
educational  programs  and  in  selecting  physi- 
cians more  likely  to  practice  in  the  state. 

This  paper  describes  the  responses  of 
students  at  the  University  of  Nebraska 
College  of  Medicine  to  the  question  “What  do 
you  think  practice  in  rural  Nebraska  would 
be  like?”  This  question  was  asked  as  part  of 
a questionnaire  study  of  medical  student  and 
resident  career  plans  conducted  in  1977.  Of 
the  435  students  surveyed,  413  returned 
completed  questionnaires  (95%  ).  92  percent 
of  the  students  who  responded  listed 
Nebraska  as  their  home  state.  38  percent  of 
these  students  came  from  towns  of  10,000  or 
less  and  21  percent  came  from  towns  less 
than  2,500.  In  answer  to  whether  they  plan 
to  practice  in  a rural  area,  20%  of  the 
students  answered  yes,  40%  said  no,  and 
40%  maybe. 

Most  of  the  responses  showed  mixed 
feelings  about  rural  practice.  The  negative 
and  positive  perceptions  of  rural  practice 
encountered  most  frequently  eu'e  presented 
below  with  examples  of  characteristic 
student  comments.  The  prevailing  negative 
views  were  concerns  about  excessive  work 
load,  professional  isolation,  and  inadequate 
facilities.  A second  year  medical  student  put 
it  this  way: 

In  a small  town,  practice  is  a 24  hour  a day 
job,  7 days  a week.  People  expect  you  to 
be  there  when  they  need  you.  They 
want  a 1900s  doctor  in  the  1970s,  this  is 
impossible  in  today’s  world. 

This  attitude  did  not  appear  to  change 
with  greater  familiarity  with  rural  practice. 
It  was  found  in  both  those  who  had  taken  a 
rural  preceptorship  as  well  as  those  who  had 
not.  A fourth  year  student  felt  this  way 
following  his  preceptorship: 


ROBERT  S.  WIGTON,  M.D. 

JOSEPH  J.  GIACALONE,  M.P.H. 

WILLIAM  C.  STEINMANN,  M.D.t 

MIKE  WILKERSON,  M.D. 

Department  of  Internal  Medicine 
University  of  Nebraska  College  of  Medicine 
and  the 

Nebraska  Statewide  Residency  Training  Project 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 

After  spending  four  weeks  with  one 
physician  in  a town  of  2,000,  I think  I have 
some  reasonable  opinions  on  the  subject. 
Being  on  call  24  hours  for  7 days  a week 
isn’t  my  idea  of  living,  even  if  the  pace  is 
slower  and  the  air  is  cleaner. 

Experience  of  other  doctors  in  rural 
practice  can  have  a strong  influence  on 
physicians  in  training,  as  in  the  following 
example: 

As  my  father-in-law  is  a smedl  town  M.D., 
I can  see  a large  amount  of  pressure  both 
socially  and  medically  which  he  is  under. 
This  has  so  impressed  me  that  I couldn’t 
(or  rather  wouldn’t)  practice  in  a small 
town.  Also,  my  brother-in-law  was  a small 
town  G.P.  for  5 years  and  the  social  and 
medical  pressures  and  work  load  (mostly 
the  former  two)  have  caused  him  to  take 
an  anesthesiology  residency.  Both  these 
people  have  strongly  suggested  I not 
practice  in  a small  town. 

Professional  isolation  was  a recurring 
theme.  A first  year  student’s  perception  of 
rural  practice  illustrates  this  feeling: 

A rural  physician  is  on  his  own  for  the 
most  part  and  has  decreased  interaction 
with  physicians  of  other  specialties. 

A third  negative  aspect  frequently  ex- 
pressed was  the  fear  of  having  to  practice 
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where  professional  facilities  were  inadequate. 
This  concern  appeared  to  characterize 
student  attitudes  prior  to  the  preceptorship 
more  than  it  did  afterwards.  A second  year 
medical  student  stated: 

The  only  severe  problem  is  the  lack  of 
good  up-to-date  mediced  facilities  and  I 
would  feel  in  many  cases  that  I was 
practicing  second-rate  medicine. 

Unlike  the  concern  about  excessive  work 
hours,  feelings  about  both  professional 
facilities  and  professional  isolation  appeared 
to  be  greatly  improved  following  the  rural 
preceptorship.  A graduating  senior  ex- 
pressed the  more  positive  attitude  found  in 
students  in  their  clinical  years. 

Except  for  extremely  small  towns,  I feel 
the  quality  of  health  care  given  is  quite 
adequate  and  that  referral  capabilities  are 
present  for  more  difficult  cases. 

The  positive  aspects  of  rural  practice  most 
often  cited  by  the  students  were  the 
opportunity  to  deliver  personalized  patient 
care  and  the  superior  quality  of  life  in  a rural 
community.  A first  year  student  who  had 
grown  up  in  Omaha  expressed  the  former. 

A small  town  practice  would  permit  the 
establishment  of  a personal  practice,  one  in 
which  you  could  know  more  than  just  the 
clinical  aspects  of  the  patient’s  health 
history  and  also  get  involved  in  the  total 
care  of  the  patient. 

Equally  attractive  for  those  considering  a 
small  town  practice  is  the  prospect  that  a 
rural  setting  will  offer  a relaxed  uncompli- 
cated life,  moderate  income,  and  friendly 
atmosphere.  One  graduate  summed  up  these 
feelings,  which  were  recurring  themes  in  the 
responses. 

Rural  practice  would  be  challenging  and 
very  contributory.  It  would  allow  a safe, 
quiet,  relaxed  life.  No  demands  from  social 
pressure  and  the  fast  pace  of  living.  A 
good  place  to  enjoy  feunily  and  patients. 


Discussion 

Nebraska  students  appear  to  perceive 
rural  practive  as  characterized  by  an 
excessive  work  load,  long  hours,  and  pro- 
fessional isolation.  They  see  the  ability  to 
provide  personalized  patient  ceu-e  and  the 
enhanced  quality  of  life  in  rural  communities 
as  very  positive  features  of  rural  practice. 
The  image  of  inadequate  professional  facil- 
ities and  support  services  appears  to  prevail 
in  those  who  have  had  no  exposure  to  rural 
practice.  Preceptorships  during  medical 
training  seem  to  play  an  important  role  in 
correcting  this  perception. 

These  findings  have  implications  for 
planning  physician  recruitment  and  for 
developing  other  programs  to  increase  physi- 
cians practicing  in  rural  areas.  Since  rural 
practice  is  perceived  as  having  an  excessive 
work  load,  training  of  students  and  residents 
in  practice  management  techniques  can  help 
to  give  physicians  confidence  in  their  ability 
to  control  the  size  of  their  practice. 
Encouraging  group  practice  in  smaller 
communities  can  help  provide  a more 
attractive  practice  enviroment  to  new  physi- 
cians. 

The  student  attitudes  we  found  suggest 
communities  should  se8U'ch  for  ways  for 
physicians  to  be  more  protected  from  exces- 
sive work  demands  in  order  to  lead  a more 
normal  life.  Increased  outreach  activities  of 
the  larger  medical  centers  can  help  decrease 
professional  isolation  and  increase  sense  of 
community  among  Nebraska  physicians. 
The  recent  actions  by  the  College  of 
Medicine  in  expanding  rural  student  precep- 
torships and  increasing  resident  training  in 
outstate  Nebraska  should  produce  a more 
accurate  picture  for  students  of  rural 
practice  in  Nebraska.  Finally,  enhanced 
communication  between  communities  and 
medical  students  can  improve  the  positive 
feelings  they  already  have  about  rural  life 
and  practice. 
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Down  Memory 

1.  For  many  centuries  the  thorax,  except 
for  empyema  and  acute  infections,  has  been  an 
unexplored  field.  The  reason  for  this  was  the 
often  fatal  collapse  of  the  lung,  which  occurred 
when  the  pleural  cavity  was  opened. 

2.  Paradoxical  as  it  may  seem,  there  is 
much  encouragement  in  the  management  of 
cancer  of  the  cervix.  This  is  so  because  of  the 
introduction  of  radium. 

3.  Many  apical  systolic  and  basal  diastolic 
murmurs  are  of  no  importance,  but  are 
frequently  overestimated  and  useless  therapy 
is  instituted. 

4.  Ninety-eight  percent  of  exposed  sus- 
ceptible children  develop  measles  and  the 
mortality  is  especially  high  in  children  under 
three  years  of  age,  especially  the  more  delicate 
and  weaker  type. 

5.  Unless  the  anus  and  rectum  are  properly 
examined  and  treated  in  the  care  of  the  case  of 
constipation,  one  cannot  hope  to  obtain  the 
best  results. 


Lane 

6.  Prophylactic  doses  of  antitoxin  should 
be  given  in  every  case  of  penetrating  wound, 
particularly  with  soil  contamination. 

7.  Choice  of  anaesthesia  should  not  be 
made  solely  upon  the  prejudice  of  the  surgeon 
or  the  whimsey  of  the  patient. 

8.  There  are  said  to  be  eight  physicians  in 
Congress. 

9.  As  a matter  of  fact,  for  forty  years  the 
drug  Store  has  been  a junk  shop.  Perhaps  the 
druggists  are  not  altogether  to  blame  for  the 
present  day  condition  of  the  trade.  We  have  it 
on  fairly  good  authority  that  in  Omaha,  a city  of 
212,000,  there  are  but  two  drug  stores,  the 
prescription  departments  of  which  pay  the 
overhead. 

10.  Today  about  257c  of  the  150,000  phy- 
sicians in  the  United  States  indicate  limitation 
of  their  work  to  certain  fields. 

The  Nebraska  State  Medical  Journal, 
October,  1930. 

F.C. 


Between  Cases 


Quote  Unquote. 

Why  didn’t  I do  what  my  mother  told  me, 
and  go  into  something  simple,  like  brain 
surgery? 

G.  Higgins:  Kennedy  for  the  defense. 

In  The  Office. 

Pure  waiting  is  torture. 

T.  Mann. 

Right. 

To  A White-Clothed  Figure. 

Was  my  operation  a success? 

WCF:  I’m  not  your  doctor.  I’m  St.  Peter. 
Anon. 

Words  I Can  Do  Without. 

An  assumable  mortgage,  flexure,  watershed, 
whole  new  dimension,  an  idea  whose  time 
has  come. 


On  Making  Up  Your  Mind,  In  Surgery. 

Even  a less  than  good  decision  is  better 
than  indecision,  most  times. 

Isaac  Asimov:  The  sports  page;  from 
Casebook  of  the  black  widowers. 

Nonmedical,  If  You  Play  Chess. 

The  great  master  places  a knight  at  K5. 

On  Fixing  Things  In  The  Office 
Or  At  Home. 

Any  tool  is  a hammer. 

Section  On  Time,  And  English. 

He  does  this  at  times,  quite  frequently. 

Maybe  It’s  All  Right. 

It  was  noted  the  patient  failed  to  concen- 
trate and  visualize  his  right  kidney  during 
brain  scan. 
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On  Editing. 

Look  at  all  the  sentences  which  seem  true 
and  question  them. 

D.  Riesman. 

Cole’s  Law. 

Everything  is  upstairs. 

In  The  Store. 

Do  you  keep  stationary? 

I’ll  Try. 

Come  back  in  ten  days.  Until  then,  do  not 
eat  or  drink  anything. 


The  Letter  Box 

Dear  Doctor  Cole, 

The  American  Lung  Association  of  Ne- 
braska has  embarked  on  a major  public 
awareness  effort  aimed  at  getting  1,000 
Nebraskans  to  quit  smoking. 

Research  indicates  that  physicians  are  the 
individuals  whose  advice  smokers  are  most 
likely  to  heed  concerning  the  need  to  quit. 

Recognizing  that  the  vast  majority  of  Ameri- 
cans who  have  already  quit  smoking  have  done 
so  on  their  own,  the  Lung  Association  has 
prepared  a self-help  kit  designed  to  provide 
assistance  to  individuals  seeking  to  become 
nonsmokers. 


On  Saying  Hello. 

Pasteur  would  not  shake  hands. 

I don’t  blame  him. 

On  Temperature,  Or  It’s  The  Heat. 

In  the  original  Celsius  scale,  water  boiled  at 
zero  and  froze  at  100. 

Somebody  changed  it. 

I like  it  the  way  it  was;  somebody  is  always 
changing  things. 


F.C. 


We  believe  that  the  Lung  Association,  in 
partnership  with  Nebraska  physicians,  can  be 
instrumental  in  bringing  about  this  life- 
affirming  decision  for  many  Nebraskans.  We 
are  making  our  “Kick  the  Habit”  Kit  available 
to  physicians  free,  of  charge  for  distribution  to 
their  patients. 

Interested  individuals  may  call  (402)  393- 
2222  or  write  the  American  Lung  Association 
of  Nebraska,  7363  Pacific,  Suite  212,  Omaha, 
Nebraska  68114  for  copies. 

Sincerely  yours, 

American  Lung  Association  of  Nebraska 
Alan  Wass 
Program  Director 
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Medicinews 


$75,000  Kiewit  Foundation  Gift  to  Health  Galleries 


The  Nebraska  Medical  Foundation  has 
received  a $75,000  gift  from  the  Peter  Kiewit 
Foundation  of  Omaha  for  the  further  realiza- 
tion of  the  new  Health  Galleries  at  the 
University  of  Nebraska  State  Museum.  This 
gift  will  allow  the  Museum  to  begin  con- 
struction of  the  History  of  Life  Gallery,  the 
third  of  the  eight  proposed  galleries,  and  to 
complete  the  design  concept  for  the  remaining 
galleries. 

The  History  of  Life  Gallery  will  focus  on  the 
place  of  humans  in  the  scheme  of  evolution;  on 
the  similarities  and  differences  of  humans  and 
animals;  and  on  the  unique  features  of  humans 
as  compared  to  all  other  living  things. 


Previous  fund  raising  efforts  of  the  Ne- 
braska Medical  Association  and  the  Auxiliary 
has  resulted  in  the  creation  of  the  first  two 
galleries  now  operating  at  the  Museum,  the 
Ceres  Theater  and  the  Learning  Center,  as 
well  as  the  Mobile  Health  Gallery  which  will 
offer  health  education  information  to  all 
Nebraska  communities  beginning  this  fall. 

The  recent  Peter  Kiewit  gift  for  the  History 
of  Life  Gallery  will  significantly  enhance  the 
quality  of  health  awareness  and  education  for 
Museum  visitors. 

Helen  Hayes 

Health  Galleries  Advisory  Board 
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Our  Medical  Schools 


Grant  to  Creighton. 

The  Creighton  University  Health  Sciences 
Library  has  been  granted  $109,427  by  the 
National  Library  of  Medicine  to  establish  an 
audiovisual  resource  loan  program  for  a seven- 
state  region. 

The  program  is  designed  primarily  to 
support  continuing  education  of  practicing 
health  professionals  and  supplement  educa- 
tional programs  at  health  institutions  in 
Nebraska.  South  Dakota,  Wyoming,  Missouri, 
Kansas,  Colorado,  and  Utah. 

The  federal  funds  will  strengthen  and 


Creighton  alumni  dinner. 

The  annual  Creighton  LIniversity  Medical 
Alumni  Dinner  will  be  held  Sunday,  Oct.  26,  at 
the  Red  Lion  Inn  (former  Omaha  Hilton 
Hotel).  A 7 p.m.  cocktail  hour  followed  by  8 
p.m.  dinner  have  been  planned  by  co-chairmen 
Michael  J.  Weaver,  M.D.  and  Allen  J.  Dvorak, 
M.D. 

A bus  providing  transportation  to  Saint 
Joseph  Hospital  for  tours  will  leave  the  hotel  at 
2:45  p.m.  Sunday,  Oct.  26,  and  5:45  p.m. 
Monday,  Oct.  27.  The  dinner  is  in  conjunction 
with  the  Mid-West  Clinical  Society  meeting 
the  same  weekend. 


In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

Hamsa,  William  R.,  Sr.,  M.D.,  born  December 
18,  1903,  died  July  23,  1980,  University 
of  Nebraska  College  of  Medicine,  graduated 
1929,  practiced  in  Omaha,  Nebraska,  NMA 
member. 


increase  the  resources  already  available  from 
the  Health  Sciences  Library  at  Creighton. 
Additional  resources  will  be  selected  to  plug 
gaps  in  the  reference  materials  now  available 
in  the  seven-state  region,  according  to  Mar- 
jorie Wannarka,  Director  of  the  Health 
Sciences  Library. 

A computer  catalog  of  materials  is  available 
upon  request  to  the  public,  although  the 
materials  are  designed  to  serve  the  needs  of 
health  professionals. 

The  project  is  being  implemented  in  co- 
operation with  University  of  Utah  Health 
Sciences  Library. 


Drs.  Dvorak,  left.  Dean  Joseph  Holthaus,  and 
Weaver  plan  Creighton  University  reunion. 


Sucgang,  F.  P.,  M.D.,  born  May  1,  1898,  died 
July  9,  1980,  University  of  Nebraska  College 
of  Medicine,  graduated  1925,  practiced  in 
Alliance,  Nebraska,  NMA  and  AMA  member. 
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The 

Auxiliary 


EXCERPTS  FROM  THE 
INAUGURAL  ADDRESS 
Mrs.  John  F.  Vaughan, 

1980-1981  AMA  Auxiliary  President 

“During  the  1980-1981  auxiliary  year,  many 
of  the  present  programs  offered  by  the 
auxiliary  — as  well  as  new  projects  — will  be 
viewed  with  the  idea  of  protecting  and 
maintaining  the  family  traditions. 

“I  like  to  think  that  we,  in  the  auxiliary,  are 
dedicated  to  three  closely  related  family  units 
— all  of  which  exert  great  influence  on  us,  and 
on  which  we  have  a great  effect.  First  — our 
medical  family,  for  whom  we  exist.  Second  — 
our  auxiliary  family,  from  which  we  derive  our 
power  of  voluntary  action.  And  third,  our 
community  family,  whose  health  we  work  to 
protect. 

“We  have  a gift  of  service  which  only  we  can 
give.  Because  of  our  unique  relationship  to  the 
medical  profession;  our  opportunities  for 
cooperation  with  other  organizations;  our 
contacts  in  our  communities;  our  vast  source  of 


material  — because  we  have  all  of  this  going 
for  us,  we  are  better  able  than  any  other  group 
to  discover  unmet  health  needs  in  our  states 
and  communities. 

“Medical  family,  auxiliary  family,  com- 
munity family  — all  are  our  concern.  Borrow- 
ing the  slogan  chosen  by  the  Health  Projects 
Committee,  I’d  like  to  emphasize  that  ‘health  is 
a family  affair.’ 

“Probably  the  most  heartening  facet  of  a 
survey  I read  recently  is  the  confirmation  that 
Americans  still  treasure  the  ideal  of  a happy 
family.  They  may  not  all  achieve  it,  but  they 
continue  to  recognize  it  as  a goal  to  be  wished 
for  and  pursued. 

“We  will  help  in  the  pursuit  of  that  goal 
because  what  we  can  accomplish  as  volunteers 
in  this  country  is  as  infinite  as  the  mind  is 
infinite. 

“Let’s  enter  this  new  auxiliary  year  with 
a very  positive  spirit  — the  same  spirit  we  see 
in  a happy  family.” 


Welcome  New  Members 


Jose  V.  G.  Angel,  M.D. 
1246  Golden  Gate  Drive 
Papillion,  NE  68046 

Thomas  C.  Nilsson,  M.D. 
8552  Cass  Street 
Omaha,  NE  68114 

Laurel  C.  Preheim,  M.D. 
VA  Hospital 
4101  Woolworth  Ave. 
Omaha,  NE  68105 

Thomas  A.  Ruma,  M.D. 
Department  of  Pathology 
601  North  30th 
Omaha,  NE  68131 


Michael  B.  Jones,  M.D. 
8300  Dodge  Street,  #300 
Omaha,  NE  68114 

Timothy  K.  Kingston,  M.D. 
201  Doctors  Bldg. 

Omaha,  NE  68131 

Sebastian  J.  Troia,  M.D. 
2605  South  84th 
Omaha,  NE  68124 

William  B.  Locckee,  M.D. 
Benkleman,  NEl  69021 


286  Nebraska  Medical  Journal  October  1980 


WashingtoNotes 


PSRO. 

The  Professional  Standards  Review  Organi- 
zation (PSRO)  program  for  Medicare- 
Medicaid  should  be  allowed  to  develop  to  its 
full  potential,  the  AMA  has  told  Congress. 

The  medical  profession  has  accepted  PSRO 
as  a quality  assurance  program.  “Therefore,  we 
feel  that  it  is  inappropriate  to  evaluate  the 
program  solely  based  on  a measure  of  dollars 
and  cents.” 

Alan  Nelson,  M.D.,  a member  of  the  AMA 
Board  of  Trustees,  told  the  House  Ways  and 
Means  subcommittee  on  Health  that  the 
PSRO  program  is  a successful  example  of 
cooperation  between  the  medical  profession 
and  the  federal  government.  Some  167, ()()() 
physicians  are  participating.  Dr.  Nelson  noted. 

One  of  the  problems  with  PSRO  since  its 
inception  in  1972  has  been  the  tendency  of 
administrations.  Democratic  and  Republican, 
to  eye  the  program  as  one  strictly  designed  to 
save  money.  There  have  been  crisis  points  in 
recent  years  when  PSRO  was  believed  to  be  in 
jeopardy  because  of  high-level  belief  that  it 
was  costing  more  than  it  was  saving. 

Dr.  Nelson  pointed  out  to  the  subcommittee 
that  the  PSRO  law  declares  it  is  designed  to 
“promote  the  effective,  efficient  and  eco- 
nomical delivery  of  health  care  services  of 
proper  quality.” 

There  have  been  numerous  analyses  in 
recent  years  of  the  cost-effectiveness  of  PSRO. 
The  two  most  recent,  by  the  Health  Care 
Financing  Administration  (HCFA)  and  the 
Congressional  Budget  Office  (CBO),  used  the 
same  data  base  but  reached  opposite  con- 
clusions. The  CBO  said  PSRO’s  were  not  cost 
effective.  HCFA  said  that  in  fiscal  year  1978 
they  saved  $21  million. 

“Because  of  this  divergence  in  interpreting 
the  PSRO  program  data  and  the  fact  that 
PSRO  effectiveness  should  be  reviewed  by 
means  other  than  just  cost-effectiveness,  the 
AMA  views  such  single  directional  analysis  as 
impractical,”  said  Dr.  Nelson.  The  matter  is 
especially  critical  now,  he  added,  because  the 
Health  and  Human  Services  (HHS)  Depart- 


ment has  started  to  terminate  PSROs  that  it 
deems  to  be  “poorly  performing  and  cost- 
ineffective.” 

It  is  premature  to  attempt  to  measure  the 
cost-effectiveness  of  the  PSRO  program.  Dr. 
Nelson  said;  adding  that  “the  PSRO  program 
has  been  consistently  underfunded,  with  some 
PSRO’s  not  even  receiving  all  of  the  funds 
necessary  to  properly  design  and  subsequently 
implement  the  sophisticated  review  and  data 
collection  operations  essential  to  conduct  a 
proper  review  program.  Until  the  program 
becomes  fully  operational,  it  is  a mistake  to 
attempt  to  ascertain  its  cost-effectiveness.” 

'Fhe  AMA  witness  also  urged  Congress  to 
guaiantee  the  confidentiality  of  PSRO  in- 
formation. “The  effectiveness  of  the  PSRO 
program  is  inextricably  linked  to  its  ability  to 
preserve  the  confidentiality  of  patient,  phy- 
sician. and  hospital  profiles.” 

The  AMA  also  recommended  a provision 
that  would  subject  services  performed  by  or  in 
federally-operated  health  care  institutions  to 
PSRO  review  and  to  provide  for  a more 
effective  administration  of  the  program.  The 
AMA-developed  amendments  to  the  PSRO 
law  were  recommended. 


Community  mental  health. 

Congress  this  year  is  nearing  final  action  on 
a major  extension  and  expansion  of  the 
community  mental  health  center  program. 

The  House  recently  approved  a four-year 
extension  authorizing  federal  aid  of  $78  million 
next  fiscal  year,  climbing  to  $200  million  by 
1984.  The  states  would  play  a greater  role  than 
at  present.  The  Senate  has  passed  a more 
generous  measure. 

A controversial  patients  bill  of  rights  pro- 
vision was  deleted  in  the  Senate  bill.  The 
House  measure  did  not  contain  such  a 
provision. 

The  bill,  approved  277-15,  involves  the 
states  more  fully  in  the  planning  and  provision 
of  community  mental  health  services  in  hopes 
of  attracting  more  state  funding. 
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New  special  grant  categories  were  estab- 
lished for  services  to  the  chronically  mental  ill 
and  for  disturbed  children.  Another  new 
program  would  deal  with  providing  services 
within  ambulatory  health  care  centers. 

Funding  would  be  provided  for  services  to 
those  groups  that  state  and  local  health 
planning  agencies  find  to  be  underserved  or 
unserved.  The  states,  through  local  planning 
processes,  will  determine  which  groups  in 
which  areas  are  in  need  of  special  attention. 


Money  for  DHHS. 

The  big  money  bill  for  the  Department  of 
Health  and  Human  Services’  operations  next 
fiscal  year  has  finally  started  moving  through 
Congress.  The  $57.1  billion  approved  by  the 
House  was  $336  million  less  than  the  Ad- 
ministration requested. 

By  and  large,  the  lawmakers  went  along  with 
the  strict  economy  budget  prepared  by  Presi- 
dent Carter’s  budget  men.  The  interest  in  the 
congressional  actions  centered  for  the  most 
part  on  how  individual  programs  fared.  Con- 
gress made  clear  earlier  that  it  was  in  no  mood 
to  add  significantly  larger  sums  to  the  hare- 
bones  money  requests. 

Some  key  programs  were  not  listed  in  the 
House  appropriations  bill,  including  health 
education  and  the  national  health  service 
corps,  authorizations  for  which  are  proceeding 
on  a separate  track  with  appropriations  to 
follow. 

Running  down  the  major  HHS  breakdowns 
and  comparisons  with  budget  requests: 

Public  Health  Service 

$6.7  billion  + $162  million 

Health  Care  Financing  Administration 

(Medicaid)  $26  billion  — $ 21  million 
Social  Security  Administration 

(Medicare)  $19  billion  — $400  million 
Human  Development  Services 

$5.3  billion  — $ 68  million 

Under  the  PHS: 

Health  Services  Administration 
$1.2  billion  - $746,000 

Center  for  Disease  Control 
$329  million  + $ 36  million 


Nat.  Institutes  of  Health 

$3.6  billion  + $126  million 

Alcohol,  Drug  Abuse  and  Mental 

Health,  $1  billion  — $1.4  million 

Health  Resources  Administration 

$168  million  + $ 14  million 

PHS  programs  receiving  slight  boosts 
include  family  planning,  state  health  service 
grants,  maternal  and  child  health,  NIH  re- 
search activities,  drug  abuse  and  health 
planning.  Decreases  were  suffered  by  alcohol- 
ism, community  health  centers,  home  health 

services,  mental  health,  health  maintenance 

organizations,  and  professional  standards 
review  organizations. 

With  respect  to  HMDs,  the  Appropriations 
Committee  noted  that  the  program  was  having 
difficulty  spending  its  current  budget  and 
could  end  the  fiscal  year  “with  a fairly  large 
carryover  balance  on  hand.” 

The  report  continued: 

“The  committee  has  received  information 
about  the  increasing  number  of  federally 
funded  HMD’s  which  are  having  difficulty 
reaching  the  breakeven  point,  and  which  are 
not  in  compliance  with  federal  qualification 
guidelines.  A number  have  defaulted  on  their 
federally  guaranteed  operating  loans.  The 
committee  is  concerned  about  the  way  the 
department  establishes  new  plans  in  geo- 
graphic areas  where  HMD’s  already  exist.” 

Two  of  the  major  HHS  initiatives  heading 
into  the  1980’s  were  supposed  to  be  major  new 
emphasis  on  health  education  and  alcohol 
abuse  programs. 

The  committee’s  handling  of  these  programs 
underlines  how  far  they  have  dropped  out  of 
sight  as  a result  of  the  economy  push  and 
possibly  a change  of  mind  in  the  administra- 
tion. 

Health  education  got  $13.7  million,  only  the 
amount  requested  and  only  a continuation  of 
the  funding  for  the  current  year. 

Alcoholism  fared  worse.  The  project  grant 
request  for  the  National  Institute  on  Alcohol- 
ism and  Alcohol  Abuse  was  slashed  by  $35.3 
million  and  new  funding  to  implement  special 
alcohol  initiatives  next  year  was  eliminated. 

The  tools  economists  employ  to  assess  cost- 
benefit  ratios  are  of  limited  value  in  health 
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care,  the  Congressional  Office  of  Technology 
Assessment  (Ol'A)  has  conceded.  An  OTA 
report  frankly  discussing  shortcomings  as  well 
as  strengths  of  economic  standards  for  health 
care  came  as  something  of  a relief  to  the  health 
professions,  since  the  OTA  and  a federal 
agency  (the  National  Center  for  Health  Care 
Technology)  have  been  viewed  with  misgivings 
by  the  medical  profession.  The  fear  has  been 
that  strictly  economic  judgments  could  be 
used  to  discourage  valuable  technological  and 
other  medical  methods,  such  as  CAT  scanners. 

An  OTA  report  on  the  implications  of  cost- 
effectiveness  of  medical  technology  says  the 
results  of  CEA  and  CBA  studies  “should  not 
be  the  primary  determinants  of  any  decision 
concerning  health  care.”  Contrary  to  some 
expectations,  the  report  adds,  the  use  of 
CEA/CBA,  by  itself,  “will  not  be  an  effective 
tool  for  reducing  or  controlling  overall  ex- 
penditures for  medical  care.” 

However,  the  OTA  asserts  that  the  process 
of  explicitly  analyzing  costs  and  benefits  “can 
lead  to  better  decisions  in  health  care, 
and  interest  in  the  use  of  CEA/CBA  is  likely  to 
increase  substantially.” 

Senator  Edward  Kennedy  (D,Ma.),  chair- 
man of  the  Senate  Human  Resources  Sub- 
committee on  Health,  said  “limitations  on 
resources  require  that  the  benefits  of  medical 
technologies  be  weighed  against  the  costs.”  He 
said  the  report  “underscores  my  belief  that  the 
simplistic  use  of  cost-effectiveness  analysis 
will  not  resolve  many  of  our  basic  dilemmas  in 
health  care  delivery.” 

Cost  Benefit  Analysis  involves  expressing 
both  costs  and  benefits  in  dollars,  resulting  in  a 
net  plus  or  minus  dollar  figure  or  in  a 
numerical  ratio. 

Cost  Effectiveness  Analysis  differs  in  that 
costs  are  expressed  in  dollars  but  effectiveness 
is  measured  in  non-monetary  units  such  as 
lives-saved  or  life-years-gained.  Both  CEA  and 
CBA  are  designed  to  integrate  the  economic 
and  health  aspects  of  decisions. 


The  nation’s  health  care  bill. 

The  nation  last  year  spent  an  estimated 
$212.2  billion  for  health  care,  12.5  percent 
above  1978,  the  government  has  reported. 


The  1979  health  spending  amounted  to  an 
estimated  $943  [)er  j>erson,  of  that  amount, 
$406,  or  43  percent,  represented  public 
spending. 

The  latest  comprehensive  health  spending 
estimates  were  compiled  by  the  Health  Care 
Financing  Administration  (HCFA)  and  show 
that  outlays  by  Medicare  and  Medicaid 
amounted  to  $29.3  billion  and  $21.7  billion 
respectively,  combining  to  pay  for  27  percent 
of  all  personal  health  care  in  the  nation. 
Benefits  for  hospital  care  alone  amounted  to 
$29.7  billion  for  both  programs. 

Highlights: 

**Expenditures  for  health  care  included  $54.4 
billion  in  premiums  to  private  health  in- 
surance, $60.9  billion  in  federal  payments 
and  $30.5  billion  in  state  and  local  govern- 
ment funds. 

**The  $85.3  billion  bill  for  hospital  care 
represented  40  percent  of  total  health  care 
spending  in  1979.  These  expenditures  in- 
creased 12.5  percent  over  1978. 

**Spending  for  physician  services  increased 
13.4  percent  to  $40.6  billion  — 19  percent 
of  all  health  care  spending. 

**A11  third  parties  combined  — private  health 
insurers,  governments,  philanthropic  and 
industry  — financed  68  percent  of  the 
$188.6  billion  in  personal  health  care  in 
1979,  ranging  from  92  percent  of  hospital 
care  services  to  64  percent  of  physicians’ 
services  and  39  percent  of  the  remainder. 

**Direct  payments  by  consumers  reached  $60 
billion  in  1979.  This  represented  32  percent 
of  all  personal  health  care  expenses. 


Defense  & induction  examinations. 

The  Defense  Department  is  confident  it  can 
handle  physical  exams  in  case  of  a draft 
without  having  to  seek  the  aid  of  civilian 
physicians. 

The  number  of  military  and  recently-retired 
military  physicians  are  more  than  adequate  to 
handle  the  job,  a spokesman  said.  The  recently 
retired  group  (about  300)  are  subject  to  call-up 
in  event  of  a national  emergency. 

Draft  physicals  would  be  carried  out  in  67 
Armed  Forces  Examining  and  Entrance  sta- 
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tions  across  the  country  and  in  Hawaii,  Puerto 
Rico  and  Alaska.  Draftees  who  passed  the 
physicals  could  be  inducted  immediately. 


Ineffective  drugs  & Medicaid. 

Legislation  was  introduced  in  the  House  to 
prohibit  federal  reimbursement  under  the 
Medicaid  program  for  drugs  that  have  not 
been  found  effective  by  the  Food  and  Drug 
Administration.  Rep.  Bob  Eckhardt  (D, Texas), 
chairman  of  the  House  Commerce  Subcom- 
mittee on  Oversight,  said  as  much  as  $400 
million  has  been  wasted  over  the  past  10  years 
on  such  drugs. 

The  Kaiser-Permanente  medical  care  pro- 
gram has  assumed  management  and  financial 
responsibility  for  Georgetown  University 
Community  Health  Plan,  which  has  been 
renamed  Kaiser-Georgetown  Community 
Health  Plan,  Inc. 

The  Georgetown  Plan  provides  medical  and 
hospital  care  on  a prepaid  basis  for  about 
54,000  members  in  the  District  of  Columbia, 
Maryland,  and  Virginia.  Kaiser-Permanente  is 
the  nation’s  largest  group  practice  prepayment 
health  care  delivery  system.  Most  of  the 


Books 

Basic  & clinical  immunology;  edited  by  H.  Hugh 
Fudenberg,  M.D.,  Daniel  P.  Stites,  M.D,,  Joseph  L. 
Caldwell,  M.D.,  and  J.  Vivian  Wells,  M.D.;  782  pages; 
limp  cover  $17. ,50;  published  1980  by  Lange  Medical 
Publications,  Los  Altos,  California  94022. 

This  is  only  the  third  edition  of  this  large  book,  which 
appeared  first  in  1976,  again  in  1978,  and  now.  It  contains 
many  references,  which  are,  however,  unnumbered.  It  is 
divided  into  4 sections  and  into  44  chapters. 

I counted  .53  authors,  there  are  figures  and  tables,  and 
some  good  photographs.  The  print  is  good,  and  there  is  a 
fine  index.  Interferon  is  referred  to,  briefly.  It  seems  like  a 
good  book,  and  these  days,  a good  buy  for  an  im- 
munologist. 

F.C. 

Basic  histology;  by  Luis  Junqueira,  MI),  and  Jose 
Carneiro,  MI);  504  pages;  limp  cover  $15.50;  [)ublished 
1980  by  Lange  Medical  Publications,  Los  Altos,  Cali- 
fornia 94022. 

J'his  is  the  third  edition  of  this  book,  which  first 
appeared  in  1975.  The  text  is  filled  with  figures  and  with 
unnumbered  references.  We  may  not  resort  to  histology 


operations  have  been  on  the  West  Coast  with 
the  exception  of  Cleveland,  Ohio. 

Illicit  drugs. 

Illicit  drug  use  has  increased  sharply  in  the 
past  20  years,  according  to  two  studies  for  the 
government. 

The  proportion  of  people  who  have  used 
marijuana  has  increased  from  four  percent  to 
68  percent.  Harder  drugs  — cocaine,  heroin, 
hallucinogens,  or  inhalants  — have  been  tried 
by  33  percent  of  18  to  25  years-olds. 

The  studies  show  that  between  1972  and 
1979  experience  with  marijuana  and  cocaine 
has  doubled  among  young  teenagers  and 
among  those  over  25  years  of  age.  Between 
ages  18  and  25,  cocaine  use  has  tripled  and 
marijuana  use  has  increased  from  48  percent 
to  68  percent. 

The  illicit  use  of  stimulants,  sedatives  and 
tranquilizers  reported  by  12  to  17  year-olds 
and  those  over  age  25  has  remained  relatively 
constant  over  the  last  decade.  However,  these 
drugs  showed  large  increases  by  18  to  25-year- 
olds  until  1977.  Experience  with  heroin  has 
been  constant  during  the  1970s  with  about 
three  percent  or  less,  reporting  they  have  tried 
it. 


often  in  our  daily  practice,  and  I was  not  the  best 
histologist  in  the  world  when  I was  in  school,  but  it  cannot 
hurt  to  refresh  and  remember. 

It  is  modern,  and  not  surprisingly  relates  to  the  practice 
of  medicine. 

The  print  is  good,  and  there  is  a fine  index. 

F.C. 

Books  received: 

Burn-out;  stages  of  disillusionment  in  the  helping 
professions;  by  Jerry  Fildelwich,  M.S.W.,  with  Archie 
Brodsky;  255  pages;  published  1980  by  Human  Sciences 
Press,  72  Fifth  Avenue,  New  York,  N.Y.  10011. 

Clinical  supervision,  skills  for  substance  abuse 
counselors;  by  David  J.  Powell,  Ph.D.;  $19.95;  published 
1980  by  Human  Sciences  Press,  New  York,  N.Y. 

C'linical  supervision,  skills  for  substance  abuse 
counselors,  trainee’s  workbook;  by  David  J.  Powell, 
Ph.D.;  $7.95;  published  1980  hy  Human  Sciences  Press, 
New  York,  N.Y. 
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Coming  Meetings 


CRIPPLED  CHILDRENS  CLINICS  — 

Sept.  27  — Ainsworth,  Elementary 
School 

October  6 — Grand  Island,  Lutheran 
Hospital 

October  7 — Cozad,  Nebraska  Department 
of  Education,  Diagnostic 
Resource  Center 

October  8 — Ogallala,  Elks  Lodge 

October  9 — Alliance,  To  Be  Determined 

October  10  — Scottsbluff,  West  Nebraska 
General  Hospital  Soc. 

October  13  — Scottsbluff,  West  Nebraska 
General  Hospital  Soc. 

October  14  — North  Platte,  Elks  Lodge 

October  15  — McCook,  Elks  Lodge 

October  16  — Cozad,  Nebraska  Department 
of  Education,  Diagnostic 
Resource  Center 

October  17  — Grand  Island,  Lutheran 
Hospital 


NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  2-4,  1980,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 


UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Reception,  October  7,  1980,  in 
New  Orleans,  in  conjunction  with  American 
Academy  of  Family  Physicians  meeting. 


Creighton  University  School  of  Medicine 
Alumni  Advisory  Board  meeting  on  Friday, 
October  24,  1980,  Criss  3 Bldg.,  Room  152. 
8:45  a.m.  - 4:30  p.m. 

Creighton  University  Medical  Alumni  Dinner 
on  Sunday,  October  26,  1980,  at  Red  Lion 
Inn,  16th  and  Dodge.  Cocktails  at  7:00  p.m. 
Dinner  at  8:00  p.m.  Reservations  should  be 
made  in  advance  through  Medical  Dean’s 
Office.  Ticket  cost  is  $16.00  per  person. 


UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Centennial  Gourmet  Dinner  and 
Dance,  Monday,  October  27,  1980,  at 
Holiday  Inn  High  Rise,  70th  and  Grover, 
Omaha;  in  conjunction  with  Omaha  Mid- 
West  Clinical  Society  Postgraduate 
Assembly. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 48th  Annual  Postgraduate  Assembly: 
October  27,  28,  and  29,  1980;  Omaha  Hilton 
Hotel;  write  to:  Lorraine  E.  Seibel,  Execu- 
tive Secretary,  7363  Pacific  Street,  #210-A, 
Omaha,  Nebraska  68114. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Interim  Session,  House  of  Delegates, 
December  7-10,  1980,  San  Francisco,  Cali- 
fornia. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  May  3-6,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska 
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Physicians'  Classified — . 

FOR  SALE;  Office  and  X-ray  equipment  includ- 
ing — Picker  Constellation  II  and  300  generator, 
with  Radiographic/Fluoroscopic  equipment;  Kodak 
Processor;  Protective  Aprons,  etc.;  Manual  Devel- 
oping Tank  (36”),  including  5 and  10  gallon  inserts, 
hangers,  ets.;  and  general  office  equipment.  Re- 
tiring. Write  or  call  L.  E.  Collins,  M.D.,  537  Frances 
Bldg.,  Sioux  City,  Iowa  51101.  Phone  (712)  255- 
5041,  or  239-2126. 

FINE  INVESTMENT:  Branched  Oak  Lake  — 

80  acres  of  development  property,  subdivided  into 
five-acre  tracts.  Beautiful  large  brick  home  on  one 
site.  Contract  available.  Contact  Box  #101,  1512 
First  National  Bank  Building,  Lincoln,  Nebraska 
68508. 

GP  OR  FAMILY  PRACTITIONER:  To  join 
former  2-man,  fully  equipped  clinic  in  Lincoln, 
Nebraska.  Large  practice  opportunity  available 
here  immediately.  Competent  help,  excellent  hospi- 
tals. Terms  insignificant.  Will  help  establish  prac- 
tice, as  long  as  needed.  Call  or  write.  Doctor  Paul  D. 
Marx,  134  South  13th  Street,  Lincoln,  Nebraska 
68508  Telephone  (402)  474-6672  or  (402)  435- 
0687. 

FAMILY  PRACTICE  AVAILABLE:  Northeast 
Nebraska  community  of  5,000.  Group  association 
or  solo.  57-bed  hospital  and  72-bed  nursing  home 
in  town.  Farming  and  industrial  economy.  Excellent 
recreation  and  golf  course  and  park  in  town. 
Contact  Doctors  Fend  and  Sucha,  216  East  10th, 
Schuyler,  Nebraska  68661  (402)  352-2520. 


PHYSICIANS:  We  will  make  copies 

of  our  quit  smoking  kit  avail- 
able to  you  free  of  charge  for 
distribution  to  your  patients. 
Just  wri  te  or  call: 


AMERICAN  LUNG 
ASSOCIATION 

7363  Pacific,  Suite  212 
Omaha,  Neb.  68114 
Phone  393-2222  Omaha  / 474-5858  Lincoln 


Provided  by  publisher  as  a public  service. 
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ly  VsIlUm  (diazepam /Roche) 

is  indicated  in  anxiety 
disorders  and  as 
an  adiunct 
in  the  relief 
of  skeletal 
muscle  spasm 


Before  prescribing,  piease  consuit 
compiete  product  information,  a summary  of 
which  foiiows: 

indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety:  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctiveiy 
in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology;  spasticity  caused  by  upper  motor  neuron  dis- 
orders; athetosis;  stiff-man  syndrome;  convulsive  disorders 
(not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in 
long-term  use,  that  is,  more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies.  The  physi- 
cian should  periodically  reassess  the  usefulness  of  the 
drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctiveiy  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard 
anticonvulsant  medication:  abrupt  withdrawal  may  be  asso- 
ciated with  temporary  increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal  symptoms 
similar  to  those  with  barbiturates  and  alcohol  have  been 
observed  with  abrupt  discontinuation,  usually  limited  to 
extended  use  and  excessive  doses.  Infrequently,  milder 
withdrawal  symptoms  have  been  reported  following  abrupt 
discontinuation  of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least  several 
months.  After  extended  therapy,  gradually  taper  dosage. 
Keep  addiction-prone  individuals  under  careful  surveillance 
because  of  their  predisposition  to  habituation  and 
dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  institut- 
ing therapy;  advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 


Precautions:  If  combined  with 
other  psychotropics  or  anticonvul- 
sants, consider  carefully  pharmacol- 
ogy of  agents  employed;  drugs  such 
as  phenothiazines,  narcotics,  barbitu- 
rates, MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action. 
Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depres- 
sion, or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount 
in  elderly  and  debilitated  to  preclude  ataxia  or 
oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libidq,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention,  blurred  vision.  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety, 
hallucinations,  increased  muscle  spasticity,  insomnia,  rage, 
sleep  disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of  neu- 
tropenia, jaundice;  periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10  mg 
b i d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed:  adjunctiveiy  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.; 
adjunctiveiy  in  convulsive  disorders,  2 to  10  mg  b.i.d.  to 
q.i.d.  Geriatric  or  debilitated  patients:  2 to  2X2  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated. 
(See  Precautions.)  Children:  1 to  2V2  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for  use 
under  6 months). 

Supplied:  Valium®  (diazepam/Roche)  Tablets,  2 mg,  5 mg 
and  10  mg — bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  100,  available  in  trays  of  4 reverse-numbered  boxes  of 
25,  and  in  boxes  containing  10  strips  of  10;  Prescription 
Paks  of  50,  available  in  trays  of  10. 


X Roche  Laboratories 
ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Just  one  buHt-in  advantage 


Ensures  smooth  therapeutic  effect  even 
if  a dose  is  missed  The  relatively  longer  half- 
life  of  Valium®(diazepam/Roche)  has  impor- 
tant clinical  and  pharmacological  implica- 
tions. Steady-state  levels  generally  are 
reached  within  5-7  days  with  no  further 
accumulation.  At  this  plateau,  the  patient 
benefits  from  the  consistent,  steady  response 
you  expect.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
half-life,  do  not  appear  with  Valium. 

Avoids  sudden  symptom  breakthrough 

Once  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlapping  half- 
lives  that  are  advantageous  not 
only  during  therapy  but  espe- 
cially when  pharmacologic 
support  is  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 


the  patient.  In  comparison,  blood  levels  of 
short-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  be  associated  with  withdrawal 
symptoms  if  medication  is  stopped  abrupt- 
ly* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol. 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medical  practice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Valium 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping. 

♦Sellers  EM:  Drug  Metab  Rev  5(1]:5-11, 1978 


m the  manegement  of 
agmptoma  of  anxiatg 


effective  therapy  through 

efficient  pharmacodgnamics 


Before  prescribing,  please  see  summary  of  producf  informafion  on  nexi  page 
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Before  prescribing,  piease  consuit  compiete 
product  information,  a summary  of  which 
foiiows: 

indications:  Management  of  anxiety  disorders, 
or  short  term  relief  of  symptoms  of  anxiety,  symp- 
tomatic relief  of  acute  agitation  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal,  adjunctiveiy  m skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
m long-term  use.  that  is.  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
m patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  m psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctiveiy  m convulsive  disorders  possibility 
of  increase  m frequency  and  or  severity  of 
grand  mai  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and'or  severity  of 
seizures  Advise  agamst  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation  usually  limited  to  ex- 
tended use  and  excessive  doses  infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  ana  dependence 

Usage  In  Pregnancy:  Use  of  minor 
tranquiiizers  during  first  trimester 
shouid  afmost  aiways  be  avoided  be- 
cause of  increased  risk  of  congenitai 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  if  combined  with  other  psycho- 
tropics  or  anticonvulsants  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines,  narcotics,  barbiturates  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate Its  action  Usual  precautions  indicated  m 
patients  severely  depressed  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea  fatigue, 
depression  dysarthria  jaundice,  skm  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia. jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  here. 

Manuscripts  should  be  typewritten,  double-spaced,  on  one  side 
only,  of  firm  letter  size  |8V4  x 1 1 in.  (22  x 28  cm)|  white  paper:  leave 
wide  margins;  do  not  use  script  or  all  capital  letters.  Show  the 
author's  name,  degree,  and  credits  on  the  title  page.  Number  all 
pages  in  the  right  upper  comer,  with  the  author’s  surname. 

Illustrations  should  be  numbered,  identified  by  placing,  on  the 
back,  the  author’s  name,  its  number,  and  the  word  top.  Their 
locations  should  be  shown  in  the  text. 

Send  manuscript  (original)  and  a copy  (not  carbon)  to  the  Editor; 
his  address  is  shown  in  the  upper  left  comer  of  the  index  page. 

Photographs  should  be  black  and  white,  glossy,  and  at  least  5x7 
in.,  labeled,  and  accompanied  by  legends.  If  pictures  of  tables  have 
appeared  elsewhere,  permission  to  reproduce  must  be  sent,  from 
author  and  publisher.  Permission  to  reproduce  is  needed,  from  the 
patient,  if  a picture  of  the  patient  is  included. 

Reference  citations  should  conform  to  Index  Medicus;  see  articles 
in  this  Journal  and  use  our  method  of  listing  references.  Keep 
manuscripts  short,  down  to  1500  words.  Use  no  more  than  five 
references;  otherwise  they  should  be  obtained  from  the  author.  Send 
covering  letter  with  the  manuscript;  include  in  it  title  of  article,  and 
name  and  address  of  author.  Do  not  use  references  without  numbers; 
we  do  not  print  bibliographies. 

Do  not  hyphenate  a word  at  the  end  of  a line. 

News  items  must  be  received  by  the  first  of  the  month  to  be  included 
in  the  next  month’s  issue. 

Always  send  a covering  letter  or  letter  of  transmittal  with  a 
manuscript,  and  refer  to  your  manuscript  by  its  title  in  this  letter  and  in 
all  correspondence. 

Letters-to-the-Editor,  for  which  galley  proofs  are  not  sent,  should  be 
double-spaced,  and  accompanied  by  the  notation:  For  Publication. 

Manuscripts  not  accepted  for  publication  will  not  be  returned  to 
the  author. 

Do  not  send  a manuscript  that  was  written  by  someone  else. 
Keep  the  length  of  your  manuscript  down  to  1500  words.  Double-space 
everything. 

Manuscripts  are  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  the  galley  proofs  are  received  from  the 
authors.  Please  do  not  ask  when  your  article  will  be  printed,  and  do  not 
request  earlier  publication  than  is  warranted;  it  is  not  fair  to  other 
authors,  whose  articles  would  then  be  held  up,  and  it  upsets  the  Editor. 
We  try  to  publish  manuscripts  quickly,  with  as  little  waiting  as  possible. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Co.,  Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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IfmiV  Getting  there  and  getting  there  fast  is  what  a Bonanza  is  all  about. 
KwMlSdMSJ^  ywWl  In  fact,  the  Bonanza  is  the  fastest  single  engine  airplane  in 


rounds  in 


production  today. 

Remarkably  well  designed  and  engineered,  it  also  offers  the 
roominess,  comfort  and  economy  that  has  long  been  part  of 
I\A1  iAU  > Beechcraft's  reputation. 

Affordable?  You  bet.  Especially  when  you  buy  under  our  lease-back  purchase  plan.  This 
unique  agreement  allows  you  to  defray  ownership  costs  while  still  retaining  all  the  benefits 
of  owning  a Beechcraft. 

Come  see  us  soon  for  a demonstration  flight  in 
a ^nanza.  To  arrange  a date  and  time,  call  m ' 'mw  ^ 

our  executive  sales  department  today.  AlltlLAiUAK  III'  IIAIAHA,  ini:. 

Then,  make  your  rounds  in  a Bonanza.  

Eppley  Airfield  • Omaha,  Nebraska  68119 


CALL  (402)  422-6768 


“I  just  gave  her  a PAP  test.  Whatever  that  is.” 
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INFORMATION  DESK 


How’s  the  man  who  fell  out  of  his  tree  trying 
to  get  last  night’s  paper? 
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WHEN 

ANXIETY 

AND 

TENSION 

MAGNIFY 


IN  MUSCULOSKELETAL 
DISEASE* 


A non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

EQUAGESIC " 


(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


EQUAGESIC — Abbreviated  Summary 

’INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and  or  other  information.  FDA  has  classified 
the  indications  as  follows 

Possibly ' effective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 
The  effectiveness  of  Equagesic  in  long-term  use.  i.e. 
more  than  four  months,  has  not  been  assessed  by 
systematic  clinical  studies  The  physician  should  pe- 
riodically reassess  usefulness  of  the  dnjg  for  the  indi- 
vidual patient 

CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspinn,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scnbed  for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g . 
alcoholics,  former  addicts,  and  other  severe  psychoneurof- 
cs.  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a 'crutch  ' 
may  preopitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  onginally  prescribed  Abrupt 
dBcontmuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  m some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  re- 
sultant slowing  of  reaction  time  and  impairment  of  judgement 
and  coordination 

USAGE  IN  PREGNANCY  AND  LACTATION:  An  in- 
creased risk  of  cortgenital  malformations  associated  with 
the  use  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoxide.  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  in  several  studies.  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided.  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  institution  of 
therapy  should  be  considered.  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  desirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug’s  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspinn  should  be  kept  out  of  The 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced  if  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuna.  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm).  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduc^  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow 
and  slow.  CNS  stimulants,  e g . caffeine,  Metrazol,  or  am- 


phetamine, may  be  cautiously  administered  If  severe  hypo- 
tension develops,  pressor  amines  should  be  used  parenteraify 
to  restore  blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but,  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous. macutopapular  rash  which  may  be  generalize 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae,  ecchymoses,  penpheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephnne.  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE:  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
light-headedness,  with  uneventful  recovery.  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appropriate  therapy  of 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication  Observation 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration,  watching  for  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprothrombinemia  which,  if 
It  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate, 75  mg  ethoheptazine  citrate  and  250  mg  aspinn 
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WHY  NOT  WYGESIC " 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESiC— Abbreviated  Summary 
INDICATION:  For  the  relief  of  miId*to*moderate  pain 
CONTRAINDICATION;  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS;  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE  Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect.  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended. Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  uNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
^ee  Management  of  Overdoaage) 

DRUG  DEPENDENCE;  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morpnine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and'or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Sate  use  in  pregnancy 
has  not  been  established  relative  to  possible  ao- 
verse  effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  nazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS;  Contusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrine  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol. 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes,  light-headedness,  head- 
ache. weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  600  mg  per  day  has  caused 
toxic  psychoses  and  convulsions.  Cases  of  liver  dys- 
function have  been  reported. 

DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics. and  other  CNS  depressants  has  an  aaditive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrine 

MANAGEMENT  OF  OVERDOSAGE;  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume.  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects. 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions. a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill.  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxiciiy.  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy.  have  also  been 
reported 

Ingestion  of  tO  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
aliorphan,  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV.  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repealed  as  necessary  until  the  patient  s 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (o  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions. 


Oxygen.  IV  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  IS  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
IS  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamine)  or  other  thiol  compourKfs  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteine  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme.  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407.  1977) 

Clinical  ar>d  laboratory  evider>ce  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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Charles  W.  Landgraf,  Jr.,  M.D Hastings 

Herbert  PL  Reese,  M.D Lincoln 

Allan  C.  Landers,  M.D Scottsbluff 

Frederick  F.  Faustian,  M.D Omaha 

Ex-Officio: 

Harry  W.  McP’adden,  Jr.,  M.D Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Louis  J.  Gogela,  M.D Lincoln 


COMMISSION  ON  ASSOCIATION  AFFAIRS 


Dwaine  J.  I’eetz,  M.D.,  Chm Neligh 

Louis  VV  Burgher,  M.D Omaha 

Louis  ,J.  Gogela.  M.D Lincoln 

Clyde  L.  ’Kleager.  M D Hastings 

Joseph  C.  Scott,  M.D Omaha 

Richard  L.  Tollefson,  M.D Wausa 

Mr.  Joe  Slavas Omaha 

LIAISON  SUB-COMMITTEE  OF  THE  COMMISSION 
ON  ASSOCIATION  AFFAIRS 

Joseph  C.  Scott.  M.D.,  Chm Omaha 

Arnold  \V.  Lempka,  M.D Omaha 

Richard  L.  Tollefson,  M.D Wausa 

Bernard  F.  Wendt,  M.D Lincoln 

Mr.  Patrick  A.  Smith Omaha 

COMMISSION  ON  CLINICAL  MEDICINE 

Robert  M.  Stryker,  M.D.,  Chm Omaha 

Patrick  E.  Clare.  M.D Lincoln 

Joel  T.  Johnson.  M.D Kearney 

Robert  G.  Osborne.  M.D Lincoln 

William  L.  Rumbolz,  M.D Omaha 

Richard  B.  Svehla,  M.D Omaha 

John  G.  Yost,  .M.D Hastings 

AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare.  M.D.,  Chm Lincoln 

S.  I.  Fuenning,  M.D Lincoln 

Charles  W.  Newman,  M.D Lincoln 

John  G.  Yost,  M.D Hastings 

George  F.  Sullivan,  RPT Lincoln 

Wayne  Wagner,  AT Omaha 

AD-HOC  COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICES 

Dean  A.  McGee.  M.D.,  Chm Omaha 

Paul  E.  Collicott,  M.D Lincoln 

Stephen  W.  Carveth,  M.D Lincoln 

Kenneth  F.  Kimball.  M.D Kearney 

Richard  B.  Svehla,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

William  L.  Rumbolz,  M.D.,  Chm Omaha 

Section  on  Maternal  Mortality  Review 

Charles  A.  Field.  M.D Omaha 

William  L.  Rumbolz.  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

John  W.  Goldkrand,  M.D Omaha 

Glenn  L.  Haswell,  M.D Omaha 

Robert  Nelson,  M.D Omaha 

William  L.  Rumbolz,  M.D Omaha 

Mary  Soentgen.  M.D Omaha 

Kenton  L.  Shaffer,  M.D Kearney 

SCIENTIFIC  SESSIONS  COMMITTEE 

Robert  M.  Stryker,  M.D.,  Chm Omaha 

Dale  W.  Ebers,  M.D.,  Convention  Chm Lincoln 

James  R.  Brown,  M.D Omaha 

Richard  A.  Cottingham,  M.D McCook 

Stuart  P.  Embury,  M.D Holdrege 

Richard  A.  Hranac,  M.D Kearney 

John  C.  Sage,  M.D Omaha 

Bernard  F.  Wendt,  M.D Lincoln 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 


Carl  J.  Cornelius,  Jr..  M.D.,  Chm Sidney 

John  D.  Coe,  M.D Omaha 

William  Doering,  M.D Franklin 

Darroll  J.  Loschen,  M.D York 

John  F.  Porterfield,  M.D Lincoln 

Donald  F.  Prince.  M.D Minden 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  LEGISLATION  AND  LEGAL  AFFAIRS 

Herbert  PL  Reese,  M.D.,  Chm Lincoln 

James  H.  Dunlap,  M.D Norfolk 

Glen  F,  Lau,  M.D Lincoln 

John  T.  McGreer.  Ill,  M.D Lincoln 

Blaine  Y.  Roffman.  M.D Omaha 

Robert  F.  Shapiro.  M.D Lincoln 

A.  L.  Smith.  Jr..  M.D Lincoln 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  J.  Stein.  .M.D.,  Chm Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Wendell  L.  Fairbanks,  M.D Alliance 

Michael  J.  Haller,  M.D Omaha 

Robert  D.  Harry,  M.D Lexington 

William  B.  Long.  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chm Grand  Island 

Robert  B.  Benthack,  M.D Wayne 

S.  I.  Fuenning,  M.D Lincoln 

Eileen  C.  Vautravers,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Chm Omaha 

James  R.  Adwers,  M.D Omaha 

James  G.  Carlson,  M.D Verdigre 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing.  M.D Omaha 

Donald  E.  Matthews,  M.D Lincoln 

Craig  R.  Nolte,  M.D Lincoln 

STUDY  COMMITTEE  ON  COST  AWARENESS 

Arnold  W.  Lempka.  M.D.,  Chm Omaha 

John  H.  Bancroft,  M.D Kearney 

Roger  P.  Massie,  M.D Plainview 

Gerald  J.  Spethman,  M.D Lincoln 

Robert  S.  Wigton,  Jr.,  M.D Omaha 

Mr.  Rex  Haberman Omaha 

COUNCIL  ON  PROFESSIONAL  ETHICS 

Charles  F.  Ashby,  M.D Geneva 

Russell  J.  Mclntire,  M.D Hastings 

L.  Dwight  Cherry,  M.D Lincoln 

C.  N.  Sorensen,  M.D Scottsbluff 

Stanley  M.  Truhlsen.  M.D Omaha 

COMMITTEE  ON  HEALTH  PLANNING 

C.  J.  Cornelius,  Jr.,  M.D.,  Chm Sidney 

W.  R.  Marsh,  M.D Scottsbluff 

Donald  F.  Prince,  M.D Minden 

James  S Carson,  M.D McCook 

Gordon  D.  Adams,  M.D Norfolk 

Dale  W.  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr,  M.D Beatrice 

S.  I.  Fuenning,  M.D Lincoln 

Craig  L.  Urbauer,  M.D Lincoln 

Roger  A.  Jacobs,  M.D Seward 

Michael  Haller,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Allen  D.  Dvorak,  M.D Omaha 

Morton  H.  Kulesh,  M.D Omaha 

Duane  W.  Krause.  M.D Fremont 
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ENJOY... 


the  benefits  of  passing  the  responsibility  for  the  management  of  the  business  aspects  o1 
group  practice  to  us,  Medical  Management  Services  of  Omaha,  Inc. 

These  benefits  include: 

Significant  reduction  of  time  the  physician  spends  in  non-medical  matters; 

Increase  in  net  revenue  to  the  group  practice; 

Maintenance  of  high  quality  of  patient  care  and  level  of  patient  satisfaction; 

Improvement  in  cash  flow,  third  party  relationships,  personnel  managemeni 

and  purchasing  practices; 

And  many  other  beneficial  areas. 

Medical  Management  Services  provides  these  benefits  by  utilizing  your  existing  staff  ir 
cooperation  with  our  management  experts.  MMS  Professionals  will  address  the  following 
dimensions  of  practice  management:  billing  and  collections,  third  party  rules  anc 
regulations,  finance,  purchasing,  personnel,  budgeting,  management  engineering  anc 
other  pertinent  aspects. 

Medical  Management  Services  will  develop,  implement,  and  maintain  a Managemen 
Program  which  is  tailored  to  meet  your  group  practice  needs  with  specific  goals,  objective; 
and  time  tables  while  maintaining  total  confidentiality. 

Start  to  ENJOY  the  benefits  by  taking  the  first  step: 

Call  402/449-1555  or  Write  to: 

T.  D.  Smith,  President 

Medical  Management  Services  of  Omaha,  Inc. 

RO.  Box  6487  Elmwood  Park  Station 
Omaha,  Nebraska  68106 


•VAdjunctive 


E^ch  capsule  contains 
5 mg  chlordiazepoxide  HCl 
. and  2.5  mg  clidinium  Br 


antianxiety/antisecretory/antispasmodic 

for  adjunctive  therapy  of  duodenal  ulcer* 
and  irritable  bowel  syndrome  * 


tion-prone  individuals  or  those  who  might  increase 
dosage,  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation  confusion  (no  more  than  2 
capsuies/day  initially  increase  gradually  as 
needed  and  tolerated)  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  md'cated  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MA(j  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical 
reactions  reported  in  psychiatric  patients  Employ 


and  oral  anticoagulants  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifes- 
tations not  seen  with  either  compound  alone 
reported  with  Librax  When  chlordiazepoxide  HCl 
is  used  alone  drowsiness,  ataxia,  confusion  may 
occu'  especially  in  elderly  and  debilitated,  avoid- 
able in  most  cases  by  proper  dosage  ad)ustment. 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances  Also 
encountered,  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidai  symptoms,  increased 
and  decreased  libido — all  infrequent,  generally 
controlled  with  dosage  reduction:  changes  m EEG 
patterns  may  appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocytosis), 
jaundice  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCl,  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents.  / e . dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy,  constipation:  Constipation  has 
occur'ed  most  oUen  when  Librax  therapy  is  com- 
bined with  other  spasmolytics  and c low  residue 
d'ets  . . 


Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 


Indications:  Based  on  a review  of  this 
drug  oy  the  National  Academy  of 
Sciences— National  Research  Council 
and''or  other  information,  FDA  has  classi- 
fied the  indications  as  follows 
■ Rossibly'  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon  spastic  colon,  mucous  col- 
itis) and  acute  enterocolitis 
Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation 


Contraindications:  Glaucoma,  prostatic  hyp>er- 
irophy  benign  bladder  neck  obstruction,  hyper- 
sensitivity to  chlordiazepoxide  HCi  and  or 
ci'dinium  Bromide 

Warnings:  Caution  patients  about  possible  com- 
bined effects  With  alcohol  and  other  CNS 
depressants,  ana  agamst  hazardous  occupations 


"equiong  complete  mental  alertness  le  g . operat- 
ng  machinery  anving)  Physical  and  psychologi- 
ca  dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium* 
(Chlordiazepoxide  HCl  Roche)  to  known  addic- 


usuai  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression  suiC'dai  tend- 
encies may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  rece'v.ng  the  dru^ 


Roche  ProductSi^^fnc 
Manat'.  Puertb  Rico  CX)701 


» 1980  iha  Up)o»in  Coinfl^^ 


X)mpare  the  analgesic  effect 

orrin  (ibuprofen)  400  mg  tablets  provided  greater  relief  of  pain  than  codeine 
a double-blind,  randomized  clinical  study  of  287  patients. 
otrin  was  significantly  more  effective  (p  < 0.01)  than  codeine  60  mg  at  the 
, 3-  and  4'hour  interv'als... significantly  more  effective  (p  < 0.01)  than 
xdeine  30  mg,  codeine  15  mg,  and  placebo  at  all  interv'als. 

)egree  of  pain  relief— mean  scores 

= Excellent  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 


Motrin  400  mg  (ibuprofen)  (59  patients) 
Codeine  60  mg  (58  patients) 

Codeine  30  mg  (59  patients) 


m Codeine  15  mg  (54  patients) 
I _ j Placebo  (57  patients) 


)ne  tablet  q4-6h  pm  pain 

L well-tolerated,  nonnarcotic  prescription  for  mild  to  moderate  pain 


VIotlin 

DUDrofen,  Uophn 


TABLETS 

mg 


Not  a narcotic  • Not  addictive  • Not  habit  forming  • Acts  peripherally 
Relieves  pain  rapidly  • Indicated  in  acute  and  chronic  pain  • Well  tolerated 
The  most  common  side  effect  with  Motrin  is  mild  gastrointestinal  disturbance. 


lease  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


Motrin*  ’(ibuprofen) 

now  proved  an 
effective  anaigesic  for 
miid  to  moderate  pain 


Motrin'^  Tabiets  (Ibuprofen,  Upjohn) 

indications  and  Usage:  Relief  of  mild  to  moderate  pain. 

Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been 
established  in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

"Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300, 400  or  600  mg  t.i.d.  or  q.i  d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 


Upjohn 


THE  UPJOHN  COMPANY 
Kalamazoo,  Michigan  49001  USA 
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It%  hard  to  decide 
who  needs 
your  gift  the  most, 
isn’t  it? 


IMtedmy 
helps  you  do  the 
right  thing 


You  give  so  generously.  And 
yet,  you  can’t  help  wondering 
if  you’re  helping  all  the 
people  you  can. 

When  you  give  through 
United  Way,  you  support  a 
wide  range  of  human  services. 
Needs  and  distribution  of 
funds  are  reviewed  by  local 
volunteers.  People  like 
you  who  visit  agencies,  go 
over  budgets,  check  for 
duplication. 

All  to  make  sure  your  one 
generous  gift  does  all  you 
want  it  to  do. 

Thanks  to  you.  It  works. 

Tor  all  or  us. 

Unibed  W^y 

A Public  Strvic*  of  Thit  Mag*iin«  & Th«  Adwriiting  Council 
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ORGANIZATIONS,  STATE__ 

Americ«n  Caocvr  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210, 

6910  Pacific  Street.  Omaha  66106 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson.  Executive  Director 
7377  Pacific  St..  Oak  Park  Plaza.  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson.  Executive  Director 
3624  Farnam  Street.  Omaha  68131 
American  Lung  Association  of  Nebraska 

Mr.  Edward  Carter.  Executive  Director 
7363  Pacific.  Suite  212.  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267.  1701  ‘‘E"  St..  Lincoln  68501 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner.  Executive  Director 
120  No.  69th  St..  Rm.  202.  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California.  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
Karen  Mundv.  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  C'ouncil  of  Central  States,  Inc. 

Ste.  10.3.  Hillcrest  Bld^;,.  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman.  Director 
1047  South  Street,  Lincoln  68502 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Building,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Kidney  Foundation  of  Nebraska 

Karen  Engelsman,  Acting  Executive  Director 
8707  W'est  Center  Road,  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs.  Inc. 

Room  212.  215  Centennial  Mall.  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D..  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street.  Lower  Level.  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St..  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Mr.  Harrison  J.  Welch.  Executive  Director 
740  Keeline  Bldg.,  319  So.  17th  St..  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
John  F.  Aita,  M.D.,  Secretary-Treasurer 
2302  North  55th  St.,  Omaha  68104 
Nebraska  Academy  of  Ophthalmology 
Richard  Meissner.  M.D..  President 
434  The  Doctors  Building.  Omaha  68114 
Nebraska  Academy  of  Otolary  ngology 
F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 
Nebraska  Academy  of  Physician  Assistants 
Michael  J.  Grutsch.  P.A.C. 

Box  906,  Imperial  69033 

Nebraska  Association  of  Home  & Community  Health 
Sharon  Feller,  President 
810  N.  22nd  St.,  Blair  68008 

Nebraska  Association  of  Nuclear  Physicians.  Inc. 

Merton  A.  Quaife.  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  and  Dewev  Avenue,  Omaha  68105 
Nebraska  Association  of  Pathologists 
Wayne  Markus,  M.D.,  Sec’y.-Treas. 

Lutheran  Medical  Center  Laboratory, 

515  So.  26th  St,  Omaha  68103 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
Wesley  G.  Wilhelm,  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  Hascall  St..  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
Warren  G.  Bosley,  M.D..  Chairman 
418  West  Division,  Grand  Island  68801 
Nebraska  Chapter  — American  College  of  Emergency  Physicians 
Jeanette  M.  Pergam,  M.D.,  Secretary- Treasurer 
502  South  44th  Street,  Omaha  68105 
ebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.D.,  Secretary-Treasurer 
8300  Dodge  St.  #124.  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Tama  Krause,  R.D.,  President 
418  Oak  Drive,  Wayne  68787 


Nebraska  Easter  Seal  Society 

David  E.  Evans,  Executive  Director 
P.O.  Box  14204,  West  Omaha  Station, 

12177  Pacific  St.,  Omaha  68114 
Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road,  Suite  129,  Omaha  68106 
Nebraska  Health  Care  Association 
Mr.  Bernard  Dana,  Interim  President 
3100  *'0"  Street.  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount.  Executive  Director 
Box  94833,  1335  “L”  St.  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue.  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson.  M.D.,  Secretary 

Embassy  Plaza  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs.  Executive  Secretary 
Dr.  Robert  P.  Marshall,  Executive  Director 
1001  Anderson  Building,  Lincobi  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  10,  Dodge  Professional  Center 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Public  Health  Association 
D.  Mike  Wight,  President 

301  Centennial  Mall  South,  Lincoln  68509 

The  Nebraska  Radiological  Society  — A Chapter  of  the 
American  College  of  Radiology 
Allen  D.  Dvorak,  M.D..  President 
St.  Joseph  Hospital 
601  No.  30th  St.,  Omaha  68131 
Nebraska  Chapter  — American  College  of  Physicians 
Bowen  E.  Taylor.  M.D..  F.A.C.P. 

Gov.  for  Nebr..  P.O.  Box  81009,  Lincoln  68501 
Nebraska  Rheumatism  Association 

Arthur  L.  Weaver.  M.D.,  President 
2121  South  56th  Street,.  Lincoln  68506 
Nebraska  Society  of  Internal  Medicine 
V'ernon  G.  Ward.  M.D..  President 

302  No.  54th  St..  Omaha  68132 
Nebraska  Society  for  Medical  Technologists,  Inc. 

Rodney  Roland.  MT  (ASCP),  President 
920  No.  Ash.  Gordon  69343 
Nebraska  Society  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
4600  Valley  Road,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
John  G.  Headley,  CRTT,  President 
University  of  Nebraska  Medical  Center,  42nd  & Dewey, 
Omaha  68105 

Nebraska  Society  of  Anesthesiologists 
John  R.  Allely,  M.D.,  President 
Suite  255  - Second  Floor  North.  450  East  23rd, 

Memorial  HosnitaL  Fremont  68025 
Nebraska  Society  of  Radiologic  Technologists 
Pat  Englehaupt,  RT,  President 
11655  Fowler  Avenue,  Omaha  68164 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D..  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  So..  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass.  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 
Bobbie  Frerichs,  President 
7125  Starr  St.,  Lincoln  68505 
Nebraska  Urological  Association 
David  H.  Kuper,  M.D.,  President 
201  Ridge  Street,  Council  Bluffs,  Iowa  51501 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St,  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Camille  Wolesensky,  Executive  Director 
1600  No.  56th  St..  Lincoln  68504 

University  of  Nebraska  Medical  Center 
Neal  A.  Vanselow,  M.D.,  Chancellor 
42nd  and  Dewey  Avenue.  Omaha  68105 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Donley  medical 

SIPPLV  COMPAIVY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 

AUTHORIZIO  CONTRACT  AGENT 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  • Office  Forms 
Quality  Printing  at  the  Right  Price 


Relax,  Mr.  Jones,  I won’t  give  you  the  bad  news 
about  your  test  results  until  after  your’ve  had 
a hearty  lunch. 
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There’s  a Doctors  Building  in  your  Future! 


Bishop  Clarkson  Memorial  Hospital 

DOCTORS  BUILDING 


Features  Include: 

• direct  access  to  Clarkson  Hospital 

• plenty  of  covered  parking 

• enclosed  pedestrian  skyway 

• convenient  location 

• office  facilities  designed  to 
individual  specifications 


If  you  would  like  more  information 
on  this  unique  office  setting,  please 
write: 

Clarkson  Hospital  Doctors  Building 
c/o  Property  Management  Director 
4239  Farnam  Street,  Room  28 
Omaha,  NE  68131 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District;  Councilor  Stanley  M. 
Truhlsen,  Omaha  Counties:  Douglas, 
Sarpy, 

Second  District;  Councilor:  Louis  J. 
Gogela,  Lincoln.  Counties:  Cass.  Lan- 
caster. Otoe. 

Third  District:  Councilor:  Myron  E. 
Samuelson.  Wymore.  Counties:  Gage. 
Johnson,  Nemaha,  Pawnee.  Richard- 
son. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Antelope, 
Cedar.  Cuming,  Dakota,  Dixon.  Knox, 
Madison,  Pierce.  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 
Miller,  Columbus.  Counties:  Boone, 
Burt,  Colfax,  Dodge,  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler. 

Hamilton,  Polk,  Saunders.  Seward, 
York. 

Seventh  District;  Councilor:  Clarence 

Zimmer,  Friend.  Counties,  Clay,  Fill- 
more. Jefferson.  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace,  Gordon.  Counties:  Boyd, 

Brown,  Cherry,  Holt,  Keyapaha.  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley.  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley.  Hall,  Hooker,  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase,  Dundy,  Franklin.  Frontier, 
Furnas,  Gosper,  Harlan,  Hayes,  Hitch- 
cock, Kearney,  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner,  Box 
Butte,  Cheyenne,  Dawes,  Kimball. 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams 

•Antelope-Pierce 

Boone 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

•Five 

F our 

Gage 

Hall 

Hamilton 

Holt  & N.W 

Jefferson 

•Knox 

Lancaster 

Lincoln  

•Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest  Nebraska .... 

Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central  Nebraska 
Southeast  Nebraska  .... 
Southwest  Nebraska. . . . 

Washington-Burt 

York 

•(Northeast 


PRESIDENT  SECRETARY-TREASURER 

George  J.  Lytton,  Hastings George  L.  Osborne,  Hastings 

Robert  Kopp,  Plainview David  F.  Johnson,  Jr.,  Osmond 

Gary  Smith,  Newman  Grove Charles  L.  Sweet,  Albion 

John  Floyd,  Scottsbluff Bruce  D.  Forney,  Alliance 

David  C.  Babbitt,  Kearney Robert  N.  Baker,  Kearney 

Lawrence  Rudolph,  David  City Victor  Thoendel,  David  City 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Chris  U.  Bitner,  Sidney 

Robert  H.  Scherer,  West  Point  ....  Thomas  R.  Tibbels,  West  Point 
Loren  H.  Jacobsen,  Broken  Bow . . . N.  Leon  Books,  Broken  Bow 

Craig  Bartruff,  Gothenburg J.  H.  Worthman,  Cozad 

J.  Michael  Adams,  Fremont William  B.  Eaton,  Fremont 

Henry  J.  Billerbeck,  Randolph Robert  B.  Benthack,  Wayne 


Patrick  C.  Gillespie,  Beatrice Klemens  E.  Gustafson,  Beatrice 

A.  E.  Van  Wie,  Grand  Island Gordon  D.  Francis,  Grand  Island 

John  C.  Wilcox,  Aurora Kenneth  R.  Treptow,  Aurora 


G.  0.  Johnson,  Fairbury R.  A.  Blatny.  Fairbury 

Douglas  M.  Laflan,  Creighton Delwyn  J.  Nagengast,  Bloomfield 

John  F.  Porterfield,  Lincoln. . . . William  E.  Lundak,  Lincoln 

Samuel  H.  Perry,  North  Platte Ronald  L.  Asher,  North  Platte 

Harold  Dahlheim,  Norfolk G.  Tom  Surber,  Norfolk 

Frank  D.  Donahue,  Omaha John  F.  Fitzgibbons,  Omaha 

Otto  J.  Wullschleger,  Norfolk 

Robert  Rasmussen,  Chadron Robert  Hanlon,  Chadron 

^ Paul  R.  Madison,  Nebraska  City 

Bryce  G.  Shopp,  Imperial Paul  F.  Bottom,  Grant 

Warren  R.  Miller,  Columbus Ronald  W.  Klutman,  Columbus 

Walter  Gardner,  Crete Walter  Gardner,  Crete 

J.  Paul  Glabasnia,  Papillion Michael  J.  Moran,  Papillion 

John  E.  Hansen,  Jr.,  Wahoo Robert  E.  Morris,  Wahoo 

James  J.  Simpson,  Mitchell Wendell  Ropp,  Scottsbluff 

Paul  Plessman,  Seward Van  Vahie,  Seward 

Richard  E.  Penry,  Hebron C.  F.  Ashby,  Geneva 

Paul  Scott,  Auburn Gary  Ensz,  Auburn 

Elizabeth  D.  Edwards,  McCook David  A.  AUcrheiligen,  McCook 

Kenneth  C.  Bagby,  Blair ’.  Clifford  M.  Hadley,  Lyons 

James  D.  Bell,  York Ben  N.  Greenberg,  York 

Otto  J.  Wullschleger,  Norfolk) 
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ANUSOL-HC 


SUPPOSITORIES/CREAM  WITH  HYDROCORTISONE  ACETATE 

#1  prescribed  hemorrhoidal  prodi^  ‘*4^ 
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ANUSOL-HC'  SUPPOSITOR(ES 

Hemorrhoidal  Suppositories 

ANUSOL-HC*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocor- 
tisone acetate,  10  0 mg;  bismuth  subgallate,  2 25%,  bismuth 
resorcin  compound,  1 75%,  benzyl  benzoate,  12%,  Peruvian 
balsam,  1 8% ; zinc  oxide,  1 1 0% ; also  contains  the  following 
inactive  ingredients  dibasic  calcium  phosphate,  and  certified 
coloring  in  a hydrogenated  vegetable  oil  base 
Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone 
acetate,  5.0  mg;  bismuth  subgallate,  22,5  mg;  bismuth 
resorcin  compound,  17  5 mg,  benzyl  benzoate,  12,0  mg; 
Peruvian  balsam,  18,0  mg,  zinc  oxide,  1 10  0 mg;  also  contains 
the  following  inactive  ingredients,  propylene  glycol,  propyl- 
paraben, methylparaben,  polysorbate  60  and  sorbitan 
monostearate  in  a water-miscibic  base  of  mineral  oil,  glyceryl 
stearate  and  water 

Indications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain  and 
•''■'omfort  in;  external  and  internal  hemorrhoids,  proctitis, 
p.i  ilitis,  cryptitis,  anal  fissures,  inconiplete  fistulas  and  relief  of 
local  pain  and  discomfort  following  anorectal  surgery 
Anusol-HC  Cream  is  also  indicated  for  pruritus  am 


Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can  be 
maintained  on  regular  Anusol*'  Suppositories  or  Ointment, 
Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations 
Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established  Therefore,  during  pregnancy, 
they  should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time 
Precautions:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

If  irritation  develops,  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  and  appropriate 
therapy  instituted 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted  If  a 
favorable  response  does  not  occur  promptly,  the  cortico- 
steroid should  be  discontinued  until  the  infection  has  been 
adequately  controlled 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 

Anusol  HC  IS  not  for  ophthalmic  use 
Dosage  and  Administration:  Anusol-HC  Suppositories 
Adults  Remove  foil  wrapper  and  insert  suppository  into  the 
anus  Insert  one  suppository  in  the  morning  and  one  at 


bedtime  for  3 to  6 days  or  until  inflammation  subsides  Then 
maintain  patient  comfort  with  regular  Anusol  Suppositories  { 
Anusol-HC  Cream  — Adults  After  gentle  bathing  and  1| 

drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the  < 

exterior  surface  and  gently  rub  in  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying  gentle 
continuous  pressure  Then  squeeze  the  tube  to  deliver 
medication  Cream  should  be  applied  3 or  4 times  a day  for  3 
to  6 days  until  inflammation  subsides  Then  maintain  patient 
comfort  with  regular  Anusol  Ointment 
NOTE  (7  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand  or  machine 
washing  with  household  detergent 
How  Supplied:  Anusol-HC  Suppositories—  boxes  of  12 
(N  0047-0089-12)  and  boxes  of  24  (N  0047-0089-24)  in 
silver  foil  strips  with  Anusol-HC  W/C  printed  m black 
Anusol-HC  Cream  one-ounce  lube  (N  0047-0090-01) 
with  plastK  applicator 
Store  between  59* -86°  F (15°  - 30”  C) 

Full  information  is  available  on  request 

®1980  Warner  Lambert  Company  00022  PD  JA  0234-F 

PARK  E-DAVIS 

Div  of  Warner-Lambert  Co 
Morris  Plains,  NJ  07950  USA 


EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


HOW  GOOD  ARE  YOUR  COLLEAGUES? 

It  is  not  easy  for  one  doctor  to  judge  another. 
We  do  not  see  our  professional  friends  at  work, 
only  their  patients  do,  and  patients  are 
notoriously  poor  judges  of  their  physicians.  Of 
course,  we  may  know  when  patients  die,  who 
might  have  lived,  but  we  simply  do  not  know 
about  the  other  fellow’s  practice. 

K you  want  to  know  how  good  a surgeon  is, 
ask  the  anesthesiologist.  One  surgeon  may 
know  little  about  another,  but  the  anes- 
thesiologist will  know  them  all.  And  he  will 
choose  some,  and  he  will  avoid  others. 

F.C. 


GENES 

Who  is  closer  to  me,  my  son  or  my  sister? 

Which  is  more  intimately  related  to  me? 

My  son  says  he  is.  My  sister  doesn’t  agree. 

But  my  sister  lives  far  away,  and  my  son 
lives  right  here. 

I have  not  shared  my  illnesses  with  son  or 
sister,  and  I am  not  sure  that  either  one  has  my 
good  looks.  Or  fine  mind,  or  rich  culture,  or 
sterling  habits;  they  just  won’t  accept  the 
blame  for  any  of  these,  or  admit  that  they  look 
or  behave  like  me. 

Leave  environment  out  of  it  if  you  can.  Just 
concentrate  on  the  genes. 

And  getting  into  the  genes,  what  are  sons 
and  sisters  of  geniuses  like? 

Letters  to  the  Editor  will  be  published  in  the 
order  in  which  they  are  received. 

F.C.  and  T.C. 

THANK  YOU 

It  is  nothing  less  than  evil  to  list  somebody 
as  a co-author  when  he  had  nothing  to  do  with 
the  article.  This  makes  for  10  to  15  authors  of  a 
manuscript  that  was  written  by  one  or  two.  It 
does  not  take  5 authors  to  write  a one-page 
article,  and  I have  seen  this. 

But  what  is  just  as  funny  is  to  see  the  author’s 
thank-you  note  to  a proofreader  or  typist.  I 
think  a box  of  candy,  or  flowers,  a bottle  of  wine, 


or  a copy  of  the  book  itself,  a handshake,  or  an 
embrace,  are  what  you  want.  I think  thanking 
your  secretary,  whom  none  of  your  readers  will 
know,  in  a published  scientific  journal,  is,  well, 
it’s  funny. 

F.C. 


STAPLES 

Like  you,  I get  more  mail  than  I want. 

Some  of  it  does  not  need  opening,  but  I 

nearly  threw  away  the  announcement  of  the 

Nebraska  Medical  Journal’s  winning  First 

Prize  in  the  whole  50  United  States,  until  an 

inner  voice  told  me  to  open  the  envelope. 

What  I don’t  like  is  a stapled  letter. 

1.  You  have  to  find  and  reach  for  a remover. 

2.  Then  you  stab  yourself  on  the  staple. 

3.  Then  you  drop  the  fool  thing  on  the  floor. 

4.  And  you  can’t  find  it,  or  pick  it  up. 

5.  Then  you  tear  the  letter. 

6.  And  then  you  have  to  carry  the  nuisance  to 
the  wastebasket. 

7.  All  that  trouble,  and  finally  you  find,  as  I 
have  concluded,  that  stapled  announce- 
ments are  never  important,  anyway,  and 
they  can  be  safely  thrown  away  without 
reading  them. 

But  remember  our  winning  First  Prize. 
F.C. 


THE  DOCTOR  AND  THE  LAW. 

I have  read  of  a physician  who  may  have  not 
paid  all  his  taxes;  and  there  was  even  talk  of 
evasion.  But  he  was  punished  twice,  once  by 
the  courts  and  again  by  the  doctors.  I 
remember  hearing  about  an  M.D.  long  ago, 
who  did  something  he  wished  he  had  not  done, 
and  he  was  penalized  by  the  courts,  and  then  I 
think  they  took  his  license  away. 

This  seems  like  what  our  friends  the  lawyers 
call  double  jeopardy,  when  you  are  punished 


November  1980  Nebraska  Medical  Journal  293 


twice  for  the  same  offense.  I know  it  is  not 
quite  the  same  thing,  but  it  does  not  seem  fair. 
K a house  painter  walks  off  with  something 
without  paying  for  it,  he  will  be  encouraged  to 
pay  for  things  from  then  on,  but  he  will  be 
allowed  to  paint  houses.  But  for  the  physician, 
there  is  talk  of  integrity.  Then  we  must  all  be 
integrated. 

Painters  and  carpenters  ought  to  be  honest, 
too.  And  besides,  how  do  they  know  how 
integrious  you  are  when  you  first  get  your 
medical  license?  Maybe  we  will  have  to  take  a 
morals  test  when  we  start  to  practice.  But  the 
lawyers  say,  every  dog  is  entitled  to  one  bite. 

Somebody  told  me,  when  I got  my  specialty 
board  certificate,  that  they  could  never  take  it 
away,  except  for  morals,  and  I said  that  was 
fine,  I didn’t  have  any. 

F.C. 


I HAVE  NO  UNCLES 

On  my  mother’s  side,  there  were  as  many 
uncles  as  aunts,  and  on  my  father’s  side  I had 
the  same.  And  families  were  large  in  those 
days.  I have  four  aunts  left  now,  two  on  each 
side,  but  my  uncles  are  all  gone.  Wordsworth 
aside,  with  his  we  are  seven,  my  uncles  may  be 
in  heaven,  but  their  telephones  are  unlisted,  if 
you  know  what  I mean. 

Women  live  longer  than  men,  in  this  country, 
anyway.  I am  fond  of  saying  it’s  because  they 
don’t  work  as  hard,  but  this  theory  gets 
knocked  down  every  time,  especially  by  a lady, 
and  I will  not  get  into  that  argument,  because  I 
lose  it  every  time;  and  unless  readers  care  to 
write  Letters  to  the  Editor. 

I had  nice  uncles.  Well,  I still  have  some 
pretty  nice  aunts. 

F.C. 
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ORIGINAL  ARTICLES 

V. 


OB-  GYN  Section: 

RDS  - An  Iatrogenic  Preventable  Disease? 


Newborn  respiratory  distress 
syndrome  (RDS)  is  a frequent 
cause  of  neonatal  morbidity 
and  mortality.  Studies  locally  as  well  as  on  a 
national  level  have  revealed  that  probably  20 
to  30  percent  of  neonatal  RDS  is  indeed 
preventable  with  present  medical  knowledge, 
equipment  and  techniques. 

The  greatest  proportion  of  respiratory 
distress  syndrome  in  the  newborn  is  due  to 
prematurity  with  premature  lung  disease  (the 
lack  of  surfactant)  and  the  typical  hyaline  mem- 
brane disease.  We  now  feel  that  it  is  very 
possible  to  prevent  premature  delivery  by 
various  medications  and  routes  and  to  ensure 
mature  long  development  before  delivery. 

The  most  common  cause  of  iatrogenic 
prematurity  and  RDS  is  elective  induction  of 
labor  and  elective  c-section  without  deter- 
minations of  fetal  maturity.  Fetal  maturity  may 
be  evaluated  in  several  ways  as  the  classifica- 
tion lists  below. 

I.  Possible  maturity 

A.  Last  menstrual  period  — EDC 
calculation 

B.  Serial  fundal  measurement  — 
estimation  of  fetal  weight 

C.  Auscultation  of  fetal  heart  rate 
(unassisted  with  Doppler  devices) 

D.  Quickening  — fetal  movements 

n.  More  probable  maturity 

A.  Ultrasound  of  fetus  with  determination 
of  biparietal  diameter  on  two  occasions 
between  24  and  32  weeks  gestation 
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ni.  Definite  maturity  (lung  maturity) 

A.  Amniocentesis  with  determination  of 
Lecithin/Sphingomyelin  ratio  (L/S 
ratio)  and/or  determination  of  lung 
profile. 

The  only  definitive  way  to  prove  fetal  matura- 
tion (long  maturation)  is  by  amniocentesis.  It  is 
felt  by  most  that  before  one  proceeds  with 
elective  cesarean  section  and/or  elective 
induction  of  labor,  that  accurate  determination 
of  fetal  maturity,  especially  lung  maturity  is 
important.  As  can  be  seen,  the  only  definite 
way  to  do  this  is  to  obtain  an  amniocentesis. 
The  L/S  ratio  is  useful  in  most  pregnancies. 
Its  only  drawback  is  in  diabetic  pregnancies 
where  consideration  of  obtaining  a lung  profile 
would  be  warranted.  Lung  profile  measures  the 
various  components  of  surfactant  and  can  be 
very  accurate  in  even  diabetic  pregnancies. 

Others  feel  that  combining  a “probable” 
with  a “more  probable”  criteria  lowers  the  risk 
of  respiratory  distress  syndrome.  However, 
there  will  still  be  occasional  babies  that  are 
delivered  by  elective  c-section  or  elective 
induction  that  are  determined  mature  by 
“probable”  and  “more  probable”  criteria  that 
still  have  RDS  because  of  a lack  of  surfactant 
development. 
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Contact  Dermatitis 


Pathophysiology 

A COMPLEX  series  of  biological 
events  is  activated  by  the 
initial  contact  of  the  allergen 
with  the  skin  and  ultimately,  gives  rise  to 
the  clinical  presentation  of  contact  dermatitis. 
The  allergen  must  first  penetrate  the  outer 
layer  of  the  epidermis  to  the  region  of  the 
dermal-epidermal  juction.i  This  allergen  re- 
presents a hapten  which  forms  a stable  bond 
with  cutaneous  proteins  producing  a com- 
plete antigen.  The  hapten-protein  conjugate 
then  migrates  until  it  comes  into  contact 
with  unprogramed  lymphocytes  in  the  upper 
dermis,  possibly  within  capillaries. 

After  the  antigen  has  been  bound  to  a 
lymphocyte  with  a specific  receptor,  the 
lymphocyte  rapidly  grows  and  divides,  giving 
rise  to  a clone  of  specifically  sensitized  cells. 
These  antigen-specific  lymphocytes  then  re- 
act with  fresh  antigen  releasing  biologically 
active  chemicals  called  lymphokines,  in- 
cluding migration  inhibition  factor  which 
recruits  and  collects  monocytes.  The  mono- 
cytes, in  turn,  gradually  transform  into 
macrophages  which  are  capable  of  producing 
and  releasing  epidermal  hydrolases.  These 
enzymes  destroy  the  integrity  of  the  cell 
walls  of  keratinocytes  leading  to  the  for- 
mation of  erythema,  edema,  vesicles,  and 
bullae. 

Clinical  Presentation 

While  certain  clinical  findings  are  helpful 
in  establishing  the  diagnosis  of  contact 
dermatitis,  a complete  and  detailed  patient 
history  is  indispensable.  Specific  questions 
based  on  knowledge  of  common  contact 
allergens  will  often  elicit  answers  from 
patients  which  strongly  suggest  the  diagno- 
sis, making  confirmation  by  physical  examin- 
ation a matter  of  course.  An  awareness  of 
the  common  cross-reactivities  is  especially 
important  in  pursuing  the  history.  The  time 
lapse  between  possible  contact  and  the 
appearance  of  the  cutaneous  lesion  may  also 
suggest  and  association.  Incubation  period 
for  initial  sensitization  may  range  from  5 to 
21  days,  while  response  in  a previously  sens- 
itized subject  usually  takes  place  in  12  to  48 
hours.  - 
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Acute  contact  dermatitis  produces  an 
eczematous  type  reaction  in  the  skin  with 
microvesicles  present  on  a well-marginated 
erythematous  base. (Figure  1)  Dermal  edema 
is  common.  Lesions  often  are  crusted  and 
may  weep.  In  cases  of  exceptional  sensitivity 
or  concentration  of  allergen,  large  bullae  may 
form. (Figure  2)  Unusual  or  bizarre  distri- 
bution patterns  may  suggest  specific  contact- 
ants  and  sometimes  prompt  the  patient  to 
suspect  the  cause  prior  to  his  visit.  Unusual 
patterns  are  also  seen  in  chronic  contact 
dermatitis  but  individual  lesion  morphology 
varies.  Vesiculation  and  edema  are  not 
present  being  replaced  by  lichenification  and 


Figure  1:  Microvesicles  and  dermal  edema  in 
acute  contact  dermatitis. 
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Figure  2:  Large  bullae  formed  from  poison  ivy  leaf 
caught  between  toes. 

hyperpigmentation.( Figure  3)  Pruritus  is  us- 
ually not  as  intense  as  with  acute  reactions. 

Contactants 

Since  the  most  effective  form  of  treatment 
for  contact  dermatitis  is  avoidance,  know- 
ledge of  prevalent  allergens  is  the  practi- 
tioner’s most  effective  clinical  tool.  Although 


nearly  every  naturally  occuring  or  synthetic 
substance  has  some  potential  for  sensiti- 
zation, a few  common  offenders  are  respon- 
sible for  the  majority  of  cases.  The  five  most 
common  causes  in  this  country  are  para- 
phenylenediamine,  nickel,  rubber  compounds, 
ethylenediamine,  and  plants  of  the  genus 
Rhus.^  Common  eruptions  form  these  and 
other  sources  include  clothing  dermatitis, 
shoe  dermatitis,  hand  dermatitis,  cosmetic 
dermatitis,  and  photo-contact  dermatitis. 

In  the  temperate  areas  of  this  country, 
Rhus  dermatitis  has  a totally  seasonal  pat- 
tern occuring  from  mid-spring  to  late 
autumn.  A temporal  relationship  between 
the  eruption  and  a rustic  sojourn  is  usually 
easily  established.  Less  obvious  exposure 
may  be  experienced  from  clothing,  camping 
equipment,  pets  on  which  the  resin  has  been 
deposited,  and  from  aerosolized  Rhus  resin  in 
the  smoke  of  a campfire.  Other  common 
plant  contactants  include  primrose,  chrysan- 
themum, ragweed,  turpentine,  buttercup, 
philodendron,  tulips,  cinnamon  and  van- 
illa.^ 

Paraphenylenediamine  (PPDA)  is  a black 
pigment  principally  used  as  a hair  dye  and 
fur  dye  in  this  country.  Of  significance  is  the 
fact  that  it  cross  reacts  with  the  common 
sensitizers,  procaine  and  benzocaine,  as  well 
as  azo  and  aniline  dyes.  PPDA  is  also  used  in 
the  vulcanization  of  rubber,  however,  the 
accelerators  such  as  organic  sulfur  used  in 
rubber  manufacture  are  more  common 
causes  of  dermatitis. 


Figure  3:  Chronic  contact  dermatitis. 
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Nickel  is  the  most  common  cause  of  metal 
allergies  in  this  country  and  is  present  in 
many  objects  which  come  in  contact  with  the 
skin,  especially  jewelry.  Generalized  nickel 
sensitivity  is  especially  prevalent  in  patients 
who  have  worn  nickel-containing  pierced 
earrings.  Since  it  is  present  in  many  alloys, 
nickel  should  be  suspected  in  anj/  case  of 
metal  dermatitis,  and  its  presence  can  be 
detected  using  the  dimethylgloxime  spot  test. 
Although  nickel  is  used  in  the  manufacture  of 
stainless  steel,  it  is  bound  into  the  alloy  in 
such  a way  that  it  is  not  available  for 
sensitization.  For  this  reason,  stainless  steel 
is  nonallergenic. 

Numerous  topical  medications  include 
potential  allergens.  Mycolog  cream  contains 
ethylenediamine,  one  of  the  five  most 
common  sensitizers.  Parabens,  which  are 
used  as  preservatives,  are  also  found  in 
many  preparations.  Other  ingredients  of 
topical  compounds  which  may  cause  pro- 
blems include  Merthiolate,  formaldehyde, 
lanolin,  neomycin,  benzocaine,  and  benzoyl 
peroxide. 

Clothing  and  shoe  dermatitis  may  be  due 
to  the  actual  fabric  of  the  articles  or  to 
residues  of  chemicals  used  in  thier  manu- 
facture. A common  example  of  the  latter  is 
the  formaldehyde  that  remains  in  clothing 
after  it  has  been  processed  for  a permanent 
press  finish.  Another  example  is  sensitivity 
to  mercaptobenzothiazole  used  in  the  mapu- 
facture  of  some  spandex,  a nonrubber 
stretchable  fiber  found  in  undergarments. 
Formaldehyde  dermatitis  may  be  minimized 
by  having  patients  machine  wash  clothing  a 
number  of  times  before  it  is  worn.  Shoe 
dermatitis  is  commonly  due  to  a sensitivity 
to  the  rubber  employed  in  box  toes  and 
glues.  Tanning  agents  such  as  chromium  and 
vegetable  extracts  may  also  be  guilty.  Non- 
allergenic shoes  may  be  ordered  to  avoid  this 
problem,  or  the  patient  may  more  eco- 
nomically change  to  synthetic  shoes  such  as 
those  made  from  vinyl. 

The  number  of  patients  with  hand  derm- 
atitis in  which  a contactant  plays  a role  may 
be  as  high  as  25%  J Several  substances 
which  are  repeatedly  handled  may  be  re- 
sponsible. Among  the  more  common  are 
cleaning  compounds,  industrial  exposure, 
hand  lotions,  jewelry,  and  perfumes  in  soaps 
and  detergents.  Dentists  and  people  in  allied 


professions  have  a special  problem  with 
acrylic  monomer  which  is  capable  of  pene- 
trating rubber  gloves. 

Despite  strict  controls  placed  on  the 
cosmetic  industry  to  remove  potential  aller- 
gens from  their  products,  sensitivities  to 
various  ingredients  appear  occasionally  m 
subjects  who  have  used  the  products  for 
years  without  any  reaction.  Metallic  dyes 
used  to  slowly  darken  gray  hair  are  rarely 
sensitizers.  Other  preparations  for  hair  such 
as  permanent  wave  solutions,  tonics,  and 
chemical  depilatories  may  also  cause  allergic 
reactions.  Eruptions  may  follow  the  use  of 
cosmetics  such  as  eye  shadow,  lipstick, 
deodorants,  feminine  hygiene  spray,  nail 
enamel,  and  perfume.  Dermatitis  of  the 
eyelids  may  be  due  to  causes  other  than 
directly  applied  cosmetics,  especially  sebor- 
rheic eczema  or  sensitivity  to  nail  polish. 

The  allergens  which  cause  photo-contact 
dermatitis  represent  a special  group  of 
substances  in  which  absorbed  energy  is 
required  before  the  biologic  reaction  will 
take  place.  Cutaneous  reactions  of  this  type 
must  be  suspected  in  patients  whose  erup- 
tion is  limited  to  those  areas  exposed  to 
external  sources  of  energy,  especially  sun- 
light, although  the  distribution  is  essentially 
identical  for  dermatitis  due  to  air-borne 
contactants.  A relatively  common  type  of 
photo-contact  dermatitis  is  berloque  derm- 
atitis seen  in  women  who  are  exposed  to  the 
sun  after  applying  Shalimar  perfume.  Per- 
sian limes,  psoralens,  coal  tar  derivatives, 
ingredients  in  antibacterial  soaps,  topical 
phenothiazines  and  sulfonamides,  and  on 
occasion,  para-aminobenzoic  acid  in  sun- 
screens, may  also  be  responsible  for  this 
type  of  dermatitis. 

Treatment 

Treatment  of  contact  dermatitis  must,  of 
course,  be  determined  according  to  the  stage 
and  severity  of  the  reaction.  Because  acute 
reactions  characteristically  show  vesicle  for- 
mation and  later  weeping  and  oozing,  damp 
dressings  of  various  types  often  have  a 
soothing  and  drying  affect.  A compress  made 
from  Burow’s  solution  offers  some  immediate 
relief.  A potassium  permanganate  solution 
may  be  used  if  secondary  infection  is 
suspected.  Shake  lotions  such  as  Scham- 
berg’s,  Wise’s,  or  calamine  are  also  useful  in 
this  stage. 
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Topical  corticosteroid  preparations  are  in- 
dicated after  the  acute  stage  is  past,  and  in 
the  case  of  chronic  dermatitis.  Steroid- 
antibiotic  preparations  may  be  used  but 
potential  sensitization,  especially  with  neo- 
mycin, must  be  considered.  Preparations 
containing  erythromycin,  tetracycline,  or  Vio- 
form  are  effective  with  considerably  de- 
creased risk  of  sensitivity. 

The  systemic  use  of  corticosteroids  or 
antihistamines  may  be  necessary  in  severe 
cases.  If  oral  steroids  are  used,  treatment 
should  be  continued  a minimum  of  10  days 
to  avoid  rebound  eruptions.  Tapering  reg- 
imens of  varying  strength  must  be  chosen 
with  dosage  dependent  on  the  extent  of  the 


reaction.  Among  the  antihistamines,  hydrox- 
yzine hydrochloride  (Benadryl),  and  cypro- 
mine  hydrochloride  (Benedryl),  and  cypro- 
heptadine hydrochloride  (Periactin)  are 
commonly  used  to  relieve  pruritus  and 
provide  sedation. 
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Consequences  of  Teenage  Pregnancy 


Teenage  pregnancy  is  of  in- 
creasing concern  in  the  United 
States.  During  the  1970s,  more 
than  one  million  teenagers  became  pregnant 
per  year. 

Adolescent  childbearing  presents  medical, 
educational,  psychological,  and  social  prob- 
lems. Many  of  our  readers  are  well  aware  of  the 
dimensions  of  our  current  epidemic  and  may 
well  have  personal  experience  or  knowledge  of 
the  problems  presented  by  pregnancy  and 
parenting  by  adolescents.  The  importance  of 
highlighting  the  consequences  and  the  use  of 
interagency  cooperation  to  attack  these  prob- 
lems is  paramount. 

Family:  Pregnancy  is  a major  crisis  for  the 
whole  family  as  well  as  the  teenager.  It 
represents  a disappointment  of  parental  aspi- 
rations for  their  children.  Although  suspected 
problems  are  plentiful,  actual  data  on  the 
consequences  to  the  adolescent’s  family  is 
lacking. 

Gestation:  What  are  the  consequences  to 
those  who  choose  to  continue  their  preg- 
nancies? 

They  commonly  obtain  little  or  no  prenatal 
care;  they  suffer  more  infections  and  tend  to 
be  less  well-nourished. 

An  important  intervention  is  provision  of 
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early  prenatal  care,  nutritional  counseling  and 
supplementation  when  necessary.  In  addition, 
pregnancy  affects  the  girl’s  relationship  with 
her  partner,  peers,  parents,  and  other  social 
institutions.  Individual  or  group  counseling  are 
important  tools.  Group  counseling  lessens  the 
potential  for  isolation  and  allows  the  girl  an 
opportunity  to  compare  her  plans  with  others. 

Childbirth:  Adequate  preparation  is  neces- 
sary for  the  adolescent’s  well-being.  Prepara- 
tion is  also  a valuable  educational  opportunity 
as  is  the  period  of  hospitalization  and  delivery. 
Comprehensive  support  services  will  include 
information  about  health  care  after  delivery, 
contraceptive  education  and  child  care  train- 
ing. The  reality  of  the  delivery  makes  it  an 
opportune  time  for  reanalysis  of  the  problems. 
Proper  supportive  counseling  may  be  very 
beneficial. 
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Infant:  The  two  most  common  conse- 
quences to  the  children  of  adolescent  mothers 
are  a high  incidence  of  fetal  and  perinatal  death 
and  a higher  incidence  of  low  birth  weight  (less 
than  2500  gms).  Low  birth  weight  is  associated 
with  an  increase  in  mortality,  learning  disabili- 
ties, and  neurological  dysfunctions  later  in  life. 
Recent  studies  report  lower  incidence  of  these 
consequences,  suggesting  that  major  advances 
in  perinatal  and  prenatal  medicine  have  been 
made  in  the  last  decade  and  a half. 

Reports  indicate  that  low  birth  weight  is 
linked  to  maternal  nutritional  deficiencies, 
rather  than  adolescent  childbearing.  Inter- 
vention to  prevent  this  problem  is  obvious,  but 
compliance  is  often  very  difficult  to  achieve. 
Sameraoff  and  Chandler  concluded  that  the 
connection  of  low  birth  weight  to  neurological 
and  learning  difficulties  was  found  only  among 
children  whose  parents  were  unable  to  adjust 
to  the  problem.  This  failure  to  adjust  was 
higher  in  the  lower  socioeconomic  segments. 
Adolescent  childbearing,  however,  regardless 
of  socioeconomic  status,  saw  this  problem 
persist,  most  likely  because  of  inadequate 
prenatal  services. 

Early  intervention  services  for  the  young 
parent,  support  and  training  in  parenting  skills, 
assistance  in  compensating  for  or  accom- 
modating the  infant’s  special  needs,  may 
counteract  the  potential  for  delay  or  dis- 
turbance in  later  intellectual  development  of 
the  child. 

Studies  also  identify  a greater  incidence  of 
birth  defects  among  children  of  adolescent 
parents.  Stott  (1971)  and  Niswander  and 
Gordon  (1972)  have  concluded  that  stress  was 
the  likely  causative  agent  for  this  outcome. 
Adolescents  without  stress  gave  birth  to  no 
more,  and  possibly  fewer,  children  with  birth 
defects  than  do  older  women.  Pregnant  ado- 
lescents need  psychological  support  designed 
to  reduce  this  stress  as  much  as  possible. 

Adoption:  The  choice  to  relinquish  the 
child  for  adoption  is  being  made  less  and  less 
often.  Many  adolescents,  their  families  and 
peers,  have  negative  attitudes  toward  relin- 
quishment. The  literature  on  problems  of 
adopted  children  and  their  adoptive  parents  is 
plentiful,  while  data  on  successes  are  difficult 
to  find.  Today’s  literature  emphasizes  conflicts 
and  unfulfilled  fantasy  rather  than  successful 


adaptation  and  acceptance.  Little  or  no  recent 
data  is  available  on  the  consequences  to  the 
relinquishing  mother.  Our  experience  suggests 
that  the  mother  who  allows  adoption  of  her 
infant  for  the  benefit  of  the  infant  adjusts 
much  better  than  the  mother  who  feels  she  was 
forced  or  was  resistant  to  the  adoption 
procedure. 

The  decision  to  relinquish  is  a difficult  one; 
the  loss  has  to  be  grieved  before  development 
can  continue.  Services  should  include  assis- 
tance with  the  “mourning  process,”  and 
consideration  of  the  immediate  and  long  term 
effects  of  relinquishment  on  the  adolescent 
mother. 

Childbearing:  What  has  happened  to  those 
who  bear  and  rear  their  children? 

Previous  data  often  indicates  that  the 
inevitable  consequences  are  termination  of 
education,  underemployment,  welfare  de- 
pendency, unstable  marriages  and  multiple 
repeat  pregnancies.  More  recent  work  of 
Furstenburg  and  others  indicates  that  later  life 
courses  of  parenting  adolescents  are  no  less 
heterogeneous  than  those  of  their  non-parent- 
ing peers,  if  they  have  family  support. 

As  school  policies  become  less  restrictive 
and  special  education  programs  have  in- 
creased, the  consequences  have  changed. 
Comprehensive  intervention  programs  have  a 
strong  impact  on  these  results,  especially  if 
they  include  educational  and  vocational 
counseling  and  childrearing  support.  In  the 
Osofskys’  program,  participants  not  only 
finished  high  school,  but  many  went  beyond. 
Four  years  later,  only  13%  of  their  subjects 
were  at  home  and  on  welfare.  Repeat  preg- 
nancies were  75%  lower  than  projected  for 
their  population. 

Intervention  works,  especially  if  it  is  long- 
term and  continuous,  with  education  and 
vocational  counseling.  Services  can  be  pro- 
vided to  prevent  the  preclusion  of  problems 
and  to  allow  the  adolescent  to  accommodate 
childbearing  with  continued  development.  We 
should  not  allow  adolescents  to  bear  children 
and  then  not  provide  appropriate  develop- 
mental services  — for  the  sake  of  the 
adolescent,  her  child,  and  our  society. 

The  personal  consequences  to  the  adoles- 
cent childbearer  simply  have  not  been  studied. 
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We  do  not  know,  for  example,  what  it  means  to 
an  individual  to  rear  a child  during  adoles- 
cence, with  or  without  supportive  services.  We 
do  not  know  what  happens  to  the  development 
of  autonomy,  or  a sense  of  identity,  or  to  the 
development  of  intimacy  and  other  social  skills 
and  strengths  later  in  life.  We  do  not  know 
what  later  conflicts  will  be  experienced  or  how 
they  will  be  handled.  We  need  studies  of  the 
coping  process  among  these  women  and  of  the 
factors  that  facilitate  and  hinder  it. 

Higher  incidences  of  abuse  and  neglect  have 
been  reported  with  the  teenager  who  has  few 
support  systems.  Preventive  services  should 
be  provided  to  alleviate  frustration  and  isola- 
tion. 

There  are  few  studies  on  the  development  of 
the  children  of  adolescent  parents  who  have 
had  adequate  support  services.  Where  data 
does  exist,  it  indicates  that  the  intellectual  and 
social  development  of  these  children  is 
adequate. 

Conclusions:  Our  understanding  of  the 
consequences  of  adolescent  pregnancy  and 
childbearing  is  far  from  complete.  Attempts  to 
provide  services  have  been  effective,  and  they 
need  to  be  made  universally  available.  In  spite 
of  the  shortcomings  of  the  literature,  it  is 
possible  to  draw  strong  conclusions  and  to 
make  strong  recommendations  for  mental 
health  intervention. 


The  single  most  important  step  we  can  take 
is  to  assure  that  before  sexual  activity  begins, 
every  child  and  adolescent  receives  thorough 
education  in  the  importance  of  rights  and 
responsibilities,  privileges  and  commitments, 
proper  nutrition,  education  about  reproduc- 
tion and  parenting  responsibilities,  education 
about  human  relationships  and  education 
about  alternative  life  courses  and  options. 

For  those  adolescents  who  do  become 
pregnant,  we  need  to  provide  early  identifica- 
tion of  the  pregnancy,  counseling  that  includes 
thorough  discussion  of  all  the  options,  and 
exploration  of  their  consequences  and  meaning 
for  the  individual.  Emphasis  should  be  on 
developmental  facilitation.  Guidance  should 
be  the  key,  with  recognition  and  respect  for  the 
adolescent’s  need  to  develop  autonomous 
decision-making  skills. 

For  adolescents  who  choose  to  rear  their 
children,  we  need  to  provide  aggressive 
comprehensive  follow-up  services  with  the 
primary  goal  of  helping  the  adolescent  become 
an  adult  with  maximal  education  and  survival 
skills.  Only  in  this  way  can  we  help  assure  that 
the  children  of  adolescents  will  have  the  best 
possible  opportunity  for  their  own  develop- 
ment. 


References  available  from  the  authors. 
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My  Specialty;  Obstetrics  and  Gynecology 


BSTETRICIAN-GYNECOLO- 
GISTS  are  specialists  who  pro- 
vide health  care  for  women  with 
particular  reference  to  the  female  reproductive 
system.  For  many  women,  the  obstetrician- 
gynecologist  is  their  principle  access  and 
source  of  medical  care.  For  other  women,  they 
may  serve  only  as  consultants.  This  specialty 
has  a mixture  of  interests  that  encompass 
preventive,  medical,  and  surgical  care. 

Reproductive  health  care  encompasses  a 
broad  area  of  interest  including:  health  care 
education  for  women,  family  planning,  in- 
fertility, pregnancy  care,  endocrinology  of 
reproduction,  and  pelvic  surgery.  Most  ob- 
stretrician-gynecologists  will  manage  those 
problems  relating  directly  to  the  specialty  and 
whatever  other  disorders  that  lie  within  their 
capabilities  based  on  training  and  experience. 
Problems  outside  of  the  purview  of  the 
specialty  are  identified  for  the  patient  who  is 
then  offered  guidance  in  obtaining  further  care 
through  referral. 

Whatever  practice  profile  the  practicing 
physician  developes.  the  patient  does  rely  on 
her  obstetrician-gynecologist  for  advice,  con- 
sultation, and  continuity  of  care.  The  bond  and 
trust  built  between  the  patient  and  physician 
during  the  adolescent  years,  marital  years,  and 
care  in  later  life  provide  a great  satisfaction  in 
practice.  Most  will  agree  that  there  is  no 
reward  as  great  in  medical  practice  as  to  help 
bring  a new  life  into  the  world. 

Following  graduation  from  medical  school, 
training  programs  in  obstetrics  and  gynecology 
are  four  years  in  length.  Thereafter  the 
specialist  may  practice  obstetrics  and  gyne- 
cology or  seek  further  subspecialty  training  in: 
maternal-fetal  medicine,  oncology,  or  repro- 
ductive endocrinology.  Presently  there  are 
4,735  total  positions  available  for  obstetrics 
and  gynecology  residencies  in  the  United 
States  with  1,190  first  year  positions  in  306 
accredited  programs.  In  the  fellowship  sub- 
specialty programs  of  obstetrics  and  gy- 
necology there  were  256  fellows  enrolled  in 
127  programs  in  1979-1980.  Upon  completion 
of  residency  training  the  physician  may  be- 
come a candidate  for  certification  by  the 
American  Board  of  Obstetrics  and  Gynecology. 


JOSEPH  C.  SCOTT,  JR.,  M.D. 

The  first  official  meeting  of  the  American 
Board  of  Obstetrics  and  Gynecology  was  held 
in  1930.  At  that  meeting,  By-Laws  were 
adopted  and  the  Board  incorporated.  The 
Board  since  has  arranged  and  conducted 
examinations  to  test  the  qualifications  of 
candidates  for  certification.  Presently  a candi- 
date may  take  the  written  examination  at  the 
time  of  completion  of  an  approved  residency 
and  take  the  oral  examination  upon  application 
during  the  third  year  in  practice.  A candidate 
becomes  a Diplomate  of  the  Board  when  all 
requirements  are  fulfilled  and  is  awarded  the 
Board’s  Diploma. 

In  1943,  The  American  Academy  of  Ob- 
stetrics and  Gynecology  was  incorporated  in 
Illinois,  and  later,  in  1956,  the  articles  were 
amended  to  change  the  name  of  the  corpora- 
tion to  The  American  College  of  Obstetricians 
and  Gynecologists.  Since,  the  ACOG  has 
continued  to  advocate  high  standards  for 
obstetric  and  gynecologic  education  in  medical 
education,  practice,  and  research.  Presently 
over  15,000  physicians  are  active  members  of 
this  organization,  as  well  as  6,000  Junior 
Fellows,  and  20,000  nurses  who  belong  to  the 
Nurses  Association  of  the  American  College  of 
Obstetricians  and  Gynecologists.  Many  pro- 
fessional societies  have  evolved  that  enable 
the  obstetrician-gynecologist  to  keep  informed 
on  new  developments  in  the  specialty.  At 
present,  the  American  College  of  Obstetricians 
and  Gynecologists  continues  to  be  the  prin- 
ciple educational  arm  and  the  American  Board 
of  Obstetrics  and  Gynecology  the  certification 
body. 

In  recent  years  obstetrics  and  gynecology 
has  been  presented  with  new  challenges.  For 
some,  the  evolving  nature  of  our  society  and 
legal  system  have  altered  the  more  traditional 
role  of  the  obstetrician-gynecologist.  New 
technology  and  medications  have  enlarged  the 
scope  of  the  discipline.  The  future  years  will 
undoubtedly  bring  more  far  reaching  advances 


302  Nebraska  Medical  Journal  November  1980 


in  maternal-fetal  care,  infertility,  and  in  the  been  made  to  continue  our  education  and  to 

treatment  of  pelvic  disease.  Our  field  is  not  advance  our  specialty  for  the  better  care  of 

one  that  will  be  static.  A firm  commitment  has  women. 


Circadian  Systems  in  Medicine 


ABSTRACT 

All  living  systems  exhibit  24-hour  patterns 
of  rhythmic  variation  in  most  aspects  of 
physiological  function.  These  variations  are 
driven  by  endogenous,  clocklike  mechanisms 
which  persist  in  the  absence  of  environmental 
input  (Zeitgebers).  A circadian  pacemaker 
for  a number  of  systems  is  located  in  the 
hypothalamus.  This  paper  emphasizes  en- 
docrine rhythms  in  normal  human  subjects. 
Disorder  in  circadian  rhythms  (desynchron- 
ization) is  discussed  along  with  time  of  drug 
administration  (chronopharmacology ). 

PART  1 

Every  physiological  system  and 
every  psychological  function  in 
the  human  body  temporally 
fluctuates  with  a circadian  period.  No  phase 
of  medicine,  from  the  laboratory  testing  of 
new  drugs  and  procedures  to  clinical  and 
public  health  programs,  or  from  man  in  the 
space  environment  to  man  in  the  industrial 
environment,  is  untouched  by  old  or  new 
findings  in  the  study  of  biologic  rhythms. 

The  first  scientific  reports  concerning 
biologic  oscillations  appeared  in  the  litera- 
ture over  200  years  ago.  The  study  of 
biologic  rhythms,  or  chronobiology,  has  been 
increasing  at  an  accelerated  rate  since  about 
1950,  when  the  advent  of  jet  travel  establish- 
ed the  significance  of  resetting  human  bio- 
logic clocks  as  man  crossed  multiple  time 
zones  at  speeds  near  that  of  sound.  During 
the  past  two  decades,  the  two  fields  of 
chronopharmacology  (the  study  of  rhythmic 
fluctuations)  and  chronopatholgy  (the  study 
of  the  relationships  between  rhythm,  ab- 
normalities and  disease)  have  grown  from 
infancy  to  adolescence.  Yet,  we  are  just 
beginning  to  develop  a body  of  knowledge 
which  can  quantitate  those  changes  observed 
when  man’s  biologic  clock  is  out  of  synchrony 
with  his  environment  (sidereal  times),  or 
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asynchrony.  Desynchronosis  is  the  disease 
cluster  of  signs  and  symptoms  induced  by 
this  mismatch  of  biologic  rhythms  and  en- 
vironmental rhythms,  and  this  element  of 
asynchrony  can  take  a variety  of  forms.  It  is 
important  to  establish  some  broad  under- 
standing of  physiological  timing,  and  to 
appreciate  some  limits  it  can  place  upon 
everyday  work,  medication,  or  travel  sched- 
ules, in  addition  to  the  esoteric  aspects  of 
space  exploration. 

In  man,  the  rhythmicity  of  many  physio- 
logic systems  and  system  parameters  (e.g., 
body  temperature,  heart  rate,  and  the 
endocrine  system)  have  been  extensively 
studied.  In  addition  to  rhythms  in  hormonal 
concentration,  there  are  also  rhythms  in 
hormonal  responsiveness  to  various  internal 
or  external  stimuli.  Such  internal  stimuli  can 
be  different  hormones  or  other  body  con- 
stituents, such  as  neural  transmitters,  ions,  or 
nutrients;  external  stimuli  include  stress  or  a 
variety  of  environmental  factors.  Important 
circadian  rhythms  have  been  observed  at 
cellular  levels  (i.e.,  mitosis),  at  organ  and 
system  levels  (i.e.,  adrenal  and  thyroid 
function)  as  well  as  in  multi-system  levels 
(i.e.,  central  nervous  system,  pituitary,  adre- 
nal system  ).i'2 

Before  considering  a physiologic  rhythm 
such  as  body  temperature,  in  health  or 
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disease,  it  is  necessary  to  analyze  those 
properties  which  define  such  a rhythm  as 
well  as  those  factors  which  can  modify  its 
properties.  It  should  also  be  reahzed  that  the 
accumulation  of  sufficient  data  on  a given 
rhythm  requires  prolonged  sequential  ob- 
servations of  the  parameter  in  question. 

Any  regularly  oscillating  process  may  be 
described  as  rhythmic,  or  periodic.  These  can 
be  the  rise  and  fall  of  body  temperature,  the 
occurrence  of  nightly  sleep  or  morning 
awakening,  or  the  monthly  menses  of  women, 
to  mention  just  a few.  Such  a repeated  event 
can  be  described  as  a circular  process,  or  a 
cycle  (Fig.  1).  The  interval  of  time  required 
to  complete  one  cycle  is  known  as  the  period, 
which  is  represented  by  the  Greek  letter  tau 
(t):  The  period  may  be  only  a fraction  of  a 
microsecond,  or  it  may  be  a year,  or  more. 
We  are  primarily  concerned  with  rhythms 
whose  period  is  approximately  24  hours 
(circadian).  The  amplitude  of  a cycle  is  the 
distance  from  its  mean  value  to  either 
extreme,  the  peak  or  the  trough  (Fig.  1).  The 
acrophase  is  the  time  of  the  peak  on  the  best 
fitting  sine  curve.  When  such  a curve  has  not 
(or  cannot)  be  fitted,  the  nontechnical  word 
peak  is  used. 

Rhythmic  phenomena  is  divided  into  two 
categories:  exogenous  or  endogenous.  A 


simple  example  of  an  exogenous  rhythm  is 
that  of  a flower  which  opens  by  daylight  and 
closes  at  darkness.  If,  however,  an  oscillation 
continues  in  the  absence  of  such  external 
influence,  it  is  considered  to  originate  within 
the  organism  and  is  referred  to  as  en- 
dogenous. When  external  (environmental) 
periodicities  are  suspended  and  an  endog- 
enous rhythm  continues  independent  of  the 
environment,  it  is  then  termed  “free- 
running.” 

There  are  numerous  periodic  influences  in 
our  environment,  and  if  one  of  these  is 
dominant  in  determining  a rhythm,  it  is 
referred  to  as  a Zeitgeber,  a term  originally 
introduced  by  Aschoff.^  Other  terms,  such  as 
“cues”  or  “synchronizers”  have  approximate- 
ly the  same  meaning,  and  their  importance 
lies  in  maintaining  the  biologic  rhythm  in 
phase  with  the  environment.  The  alteration 
of  light  and  dark  and,  to  a lesser  degree, 
changes  in  environmental  temperature,  are 
important  Zeitgebers  for  animals.'*  Light  is 
also  an  important  Zeitgeber  for  man  and  it 
is  responsible  for  the  entrainment  of  a large 
number  of  human  rhythms,  including  body 
temperature  and  heart  rate.s 

The  phase  of  a physiological  rhythm  refers 
to  any  particular  point  in  the  cycle,  perhaps 
the  maximum,  or  the  minimum,  or  the  point 


Figure  1 
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where  the  value  rises  past  the  mean  (Fig.  1). 
A phase  shift  means  that  the  reference  point 
is  somewhat  advanced  or  delayed.  The 
largest  possible  phase  shift  is  by  half  a cycle, 
when  either  advancement  or  delay  will  have 
the  same  result,  and,  if  the  rhythm  is 
symmetrical,  the  former  maximum  corres- 
ponds to  the  new  minimum.  This  is  often 
described  as  a phase-reversal.  A phase  shift 
in  habit  and  environment  occurs  when  one 
travels  east  or  west  into  a new  time  zone. 

I.  Endocrine  Rhythms  in  Human  Subjects 

The  24  hour  patterns  of  secretion  of 
growth  hormone,  thyroid-stimulating  hor- 
mone (TSH)  adrenocorticotropic  hormones 
(ACTH),  melatonin,  testosterone,  and  prolac- 
tin are  each  quite  distinctive  and  have 
characteristic  temporal  relationships  to  sleep 
and  time  of  day.  ® There  is  an  intricate 
sequence  in  which  each  hormone  reaches  its 
maximum  levels  then  gives  way  to  another. 
The  functional  significance  of  this  sequence 
and  the  mechanism  by  which  it  is  orchestrat- 
ed are  poorly  understood  at  the  present 
time. 

Of  the  endocrine  rhythms,  the  patterns  of 
plasma  cortisol  concentration  have  been  the 
best  studied  and  may  serve  as  an  example  to 
illustrate  the  various  factors  involved  in  the 
regulation  of  hormonal  rhythms.® 

It  is  generally  accepted  that  the  phase  of 
plasma  cortisol  concentration  follows  that  of 
the  ACTH  rhythm,  and  ultimately  that  of  the 
rhythm  of  the  hypothaleunic  corticotropin-re- 
leasing factor  (CRF)  concentrations.  The 
pattern  of  such  concentrations  manifests 
perhaps  the  largest  range  of  excursion  of  all 
the  hormones.  Plasma  cortisol  appears  to  be 
truly  endogenous  rhythm  free-running  under 
constant  conditions  as  best  illustrated  by 
studies  in  blind  subjects.  Additionally,  its 
rhythmicity  appears  to  be  less  dependent  on 
the  sleep-wake  cycle  than  that  of  other 
hormones,  as  evidei\ced  by  both  the  length  of 
time  necessary  (approximately  7 days)  for  a 
phase  shift  to  occur  following  a shift  in  sleep 
time,  as  well  as  by  the  persistence  of  the 
circadian  pattern  in  subjects  maintained  on  a 
3-hour  sleep- wake  cycle. 

In  addition  to  the  circadian  rhythmicity  of 
plasma  corticosteroid  concentration,  episodic 
secretion  has  a true  ultradian  frequency,  al- 
though this  has  been  reported  in  monkey 


studies.  The  genesis  of  such  episodic  secre- 
tion is  unknown.  Accepting  the  neural  basis 
of  the  generation  of  rhythmicity,  there  is  no 
evidence  to  date  which  relates  episodic 
cortisol  secretion  to  neural  events,  such  as 
REM  rhythms,  which  occur  with  approx- 
imately a 90-minute  cycle.  There  is  some 
suggestive  evidence  that  there  is  a close 
correlation  between  the  major  episodic  peaks 
of  cortisol  secretion  and  mealtime,  although 
this  is  not  clear  in  all  studies.  By  frequent 
sampling,  it  has  been  possible  to  demon- 
strate that  a given  ACTH  peak  precedes,  or 
is  concordant  with,  the  plasma  corticosteroid 
peak.  Obviously  no  such  studies  exist  with 
regard  to  episodic  frequency  in  the  central 
nervous  system  CRF  concentration,  although 
in  the  experimental  animal,  a circadian 
periodicity  of  hypothalamic  CRF  concentra- 
tion has  been  demonstrated.® 

Both  episodic  and  circadian  variations  in 
plasma  renin  and  aldosterone  levels  have 
been  reported.  The  rhythmic  variation  in 
plasma  renin  concentration  has  been  shown  to 
be  independent  of  alterations  in  diet,  posture 
or  on  adrenocortical  activity. It  appears 
that  synchronization  of  aldosterones  and 
cortisol  concentrations  occur  in  normal  sub- 
jects, but  that  these  are  under  different 
control  mechanisms,  namely  renin  and  ACTH 
respectively."  • 

Serum  growth  hormone^®  and  prolactin 
concentrations  both  exhibit  a circadian 
variation.  Such  rhythmicity  is  highly  corre- 
lated with  that  of  the  sleep-wake  cycle.  Peak 
growth  hormone  concentrations  are  usually 
seen  within  60-90  minutes  following  sleep 
onset,  although  it  has  been  suggested  this 
peak  occurs  in  conjuction  with  the  slow  wave 
stage  of  EEG  monitored  sleep.  There  are, 
however,  instances  where  discordance  be- 
tween these  2 parameters  have  been  observ- 
ed. The  peak  of  prolactin  concentrations 
occurs  somewhat  later  following  sleep  onset 
than  that  of  growth  hormone.  The  phase  of 
the  rhythm  of  both  of  these  hormones  can  be 
shifted  immediately  and  completely  by  shift- 
ing the  time  of  sleep.  An  additional  sleep- 
associated  secretory  peak  will  also  occur 
during  the  24-hour  period  if  the  subject  is 
awakened  and  then  allowed  to  return  to 
sleep  again,  suggesting  that  the  rhythm  is 
actually  a noncircadian  one,  except  in  the 
presence  of  a circadian  sleep-wake  cycle.  In 
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addition  to  the  circadian  rhythm  of  both  of 
these  hormones,  random  episodic  secretory 
peaks  have  also  been  observed. 

The  circadian  rhythmicity  of  plasma  TSH 
concentrations  is  also  less  definitely  estab- 
lished. There,  however,  appears  to  be  gen- 
eral agreement  that  serum  TSH  levels  are 
low  during  the  day  and  elevated  at  night. 

No  studies  have  been  done  with  regard  to 
sleep  association.  Again,  minor  degrees  of 
episodic  secretion  have  been  demonstrated. 

A circadian  rhythm  of  plasma  testosterone 
in  the  human  male  is  well  documented, 
although  it  has  a relatively  small  range  of 
oscillation  and  considerable  interindividual 
variability  is  present.  Plasma  FSH  concen- 
trations do  not  exhibit  any  circadian  rhythm- 
icity. There  has  also  not  been  a convincing 
demonstration  of  plasma  LH  concentration  in 
the  adult  male.i®  In  contrast  there  is  a sleep- 
associated  rise  in  serum  LH  concentrations 
in  both  male  and  female  pubertal  subjects.'"' 
Such  a circadian  rhythm  is  not  present  in  the 
pre-pubertal  period,  and  its  presence  is 
chronologically  preceded  by  the  appearance  of 
an  ultradian  oscillatory  pattern  of  plasma  LH 
concentration,  similar  to  that  seen  in  the 
adult  human  male  and  female. 

The  most  notable  infradian  periodicity 
with  regard  to  endocrine  rhythms  is  that  of 
the  human  menstrual  cycle.  There  is  also  an 
associated  variation  in  sensory  threshold 
throughout  the  menstral  cycle,  with  an 
increased  sensory  detection  acuity  with  re- 
gard to  hearing  and  taste,  as  well  as  in  pain 
threshold,  during  the  follicular  stage  of  the 
cycle.  18  Altered  behavioral  patterns  have 
also  been  noted  which  may  correlate  with 
the  hormonal  changes  of  the  menstrual  cycle. 
There  is  no  convincing  evidence  to  date  of 
fluctuating  levels  of  sexual  receptivity  relat- 
ed to  the  menstrual  cycle. 

There  is  some  evidence  in  the  human, 
obtained  in  studies  on  fasting  individuals, 
that  insulin  levels  are  higher  between  0700 
and  0800  hours  than  in  the  afternoon.  '8-  In 
view,  however,  of  the  low  insulin  levels 


present  in  the  fasting  state,  the  detection  of 
circadian  rhythm  may  require  assay  methods 
more  sensitive  than  those  in  general  use. 
With  regard  to  postprandial  glucose  levels, 
diurnal  variation  has  not  been  observed  in 
most  studies  in  nondiabetic  humans.  There- 
fore, any  possible  diurnal  variation  is  insig- 
nificant 2 hours  postprandially,  and  need  not 
be  considered  when  setting  criteria  for  blood 
sugar  levels  in  screening  surveys.  A diurnal 
variation,  however,  has  been  reported  in  the 
blood  sugar  response  to  oral  glucose,  with 
such  levels  all  being  higher  in  the  afternoon. 
Similar  results  have  also  been  obtained  in 
intravenous  tolerance  tests.  There  is  also 
evidence  for  the  occurrence  of  a small  and 
delayed  insulin  response  to  an  afternoon 
glucose  loading  compared  to  that  seen  follow- 
ing the  morning  testing.  Such  variations  to 
both  glucose  and  insulin  response  is  not  seen 
in  diabetics. 

Studies  of  the  response  to  administered 
insulin  in  both  normal  and  nondiabetic 
subjects  have  demonstrated  a lessor  hypo- 
glycemic effect  in  the  afternoon.  This  is  not 
related  to  any  difference  in  the  rate  of 
disappearance  of  insulin  from  the  circulation, 
since  several  other  hormones  affect  glucose 
and  insulin  metabolism  as  well.  It  is  im- 
portant, however,  to  know  if  the  circadian 
variation  of  these  other  hormones  may  be 
responsible  for  the  diurnal  variation  in 
glucose  and  insulin  levels.  The  known  circad- 
ian rhythm  of  plasma  cortisol  is  opposite  to 
that  expected  were  it  to  influence  glucose 
and  insulin  rhythms,  since  glucose  tolerance 
lessens  in  the  afternoon  as  the  plasma 
cortisol  level  falls.  There  is,  also,  no  apparent 
alteration  in  the  circadian  variation  of  plasma 
cortisol  concentration  in  diabetic  subjects. 
There  are  no  reports  of  circadian  variations 
in  plasma  glucagon  concentrations,  nor  are 
there  apparent  differences  in  morning  or 
afternoon  plasma  growth  hormone  levels 
which  might  account  for  the  circadian  varia- 
tion observed  with  regard  to  glucose  and 
insulin. 


306  Nebraska  Medical  Journal  November  1980 


My  Specialty:  Cardiology 


SEVCE  1955,  it  has  been  obvious 
that  the  discipline  of  cardiology 
is  the  largest  subspecialty  of 
medicine.  Why? 

More  than  50  percent  of  deaths  in  the 
United  States  are  the  result  of  cardiovascular 
disease.  Approximately  29  million  people  in 
the  United  States  are  affected  by  a major  form 
of  cardiovascular  disease.  Yet  it  is  not  because 
of  these  formidable  statistics  that  my  sub- 
specialty came  into  existence.  Rather,  cardi- 
ology owes  its  existence  to,  and  has  resulted  in, 
the  phenomenal  advances  in  technology  this 
discipline  has  enjoyed  in  the  past  25  years. 

It  might  be  asked  why  a patient  with 
suspected  or  diagnosed  cardiovascular  disease 
cannot  be  cared  for  by  a generalist.  In  many 
cases,  he  or  she  can,  and  in  all  cases,  the 
generalist’s  concern  and  evaluation  is  para- 
mount. The  cardiologist  must  never  lose  sight 
of  this  fact. 

What  is  the  role  of  the  present  day 
cardiologist?  First  and  foremost,  he  is  a doctor: 
one  whose  special  knowledge  and  skills  aid  the 
primary  physician  in  his  care  of  certain 
patients,  one  who  can  interdigitate  his  recom- 
mendation with  care  with  that  of  his  colleagues 
while  recognizing  that  the  patients  cardio- 
vascular system  is  only  a part  of  a complex 
body  and  person,  one  who  constantly  teaches 
other  physicians,  other  health  personnel  and 
the  lay  public  the  most  current  techniques, 
therapy  and  managerial  practices  related  to 
cardiovascular  disease,  one  who  never  ceases 
to  be  a student  of  cardiovascular  disease. 

To  today’s  cardiologist  the  stethoscope  and 
the  electrocardiogram  are  still  an  integral  part 
of  his  diagnostic  armamentarium,  but,  addi- 
tionally, he  requires  an  intimate  knowledge  of 
biochemistry,  normal  physiology,  pathophy- 
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siology,  hemodynamics,  pharmacology,  psy- 
chology, physics,  electronics,  computer 
science,  statistics,  x-ray,  and  certain  aspects  of 
nuclear  medicine.  He  requires  the  skill  to 
manipulate  cardiovascular  catheters  and  the 
knowledge  to  be  able  to  precisely  interpret 
cardiovascular  angiograms.  He  has  to  be  able 
to  assimilate  and  analyze  multiple  data  and 
apply  it,  with  exacting  clinical  judgment,  to  a 
specific  patient  in  his  or  her  entirety. 

How  does  a physician  become  a cardiologist? 
A cardiologist  must  be  a qualified  internist 
and  an  expert  in  matters  pertaining  to  the 
heart  and  blood  vessels.  After  medical  school, 
the  prospective  cardiologist  completes  three 
years  of  postgraduate  training  in  internal 
medicine.  It  will  be  expected  that  he  be  boarded 
in  this  specialty.  He  will  then  complete  a mini- 
mum of  two  years  fellowship  in  medical  car- 
diology, the  makeup  of  which  (emphasis  being 
placed  on  invasive  or  noninvasive  cardiology) 
will  be  somewhat  dependent  upon  both  the 
institution  he  is  associated  with  and  his 
desires.  Today  it  is  normally  expected  that 
upon  completion  of  his  training,  the  cardiolo- 
gist will  take  and  pass  the  boards  of  this 
subspecialty. 

After  completing  his  training,  can  a car- 
diologist rest  on  his  laurels?  Though  there  is  no 
formal  requirement  for  recurrent  certification, 
the  specialty  of  cardiology,  probably  more  than 
any  other,  requires  constant  study  and  evalua- 
tion of  the  literature. 

Yes,  cardiology  is  a dynamic  challenge  to  the 
physician  and  all  his  faculties. 
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Pancreatic  Ascites  and 
Pseudocyst  in  an  Infant 


ABSTRACT 

Pancreatic  ascites  with  accompanying 
pseudocyst,  though  infrequent,  can  occur  in 
the  pediatric  population.  The  diagnosis 
should  be  entertained  whenever  ascites  is 
found.  Determination  of  amylase  content  on 
p£u-acentesis  fluid  helps  to  confirm  the 
diagnosis.  Chronic  pancreatitis  and  trauma 
are  the  major  etiologic  factors.  Surgical 
correction  with  internal  drainage  controls  the 
problem. 

The  rare  occurence  of  ascites  in 
the  newborn  and  infant  is 
usually  related  to  obstructive 
uropathy,  portohepatic  disorders,  peritonitis, 
or  chylous  ascites. ^ An  unusual  and  in- 
frequently reported  etiology  is  that  of  pan- 
creatic ascites. 

Case  Presentation 

The  patient  is  a 4 month  old  black  male 
who  presented  to  the  University  of  Nebraska 
Medical  Center  with  a 2 week  history  of 
progressive  abdominal  distention.  There 
were  no  gastrointestinal,  urinary,  respir- 
atory, or  systemic  symptoms. 

His  past  history  included  operation  to 
repair  bilaterally  incarcerated  inguinal  her- 
nias at  the  age  of  2 weeks.  Left  orchiectomy 
was  performed  to  remove  gangrenous  tes- 
ticle. He  underwent  a second  operation  at 
the  age  of  4 weeks  when  torsion  of  a 
segment  of  omentum  resulted  in  its  infarc- 
tion. 700  ml  of  sanguinous  ascites  presum- 
ably secondary  to  the  gangrenous  omentum 
was  present.  No  other  abnormalities  of  the 
intra-abdominal  organs  were  noted.  His  post- 
operative recovery  was  uneventful. 

Positive  findings  on  physical  exam  at  this 
admission  were  confined  to  the  abdomen 
with  gross  distention  and  shifting  dullness. 
Well  healed  suprapubic  emd  low  midline 
incisions  were  present.  There  was  surgical 
abscence  of  the  left  testicle  and  a hydrocele 
was  found  on  the  right. 

Laboratory  evaluations  revealed  a micro- 
cytic anemia,  reticulocytosis,  elevation  of 


BETTY  L.  BRYSON,  M.D. 

Instructor 

Department  of  Emergency  Medicine 
and 

Department  of  Surgery 
University  of  Nebraska 
Omaha,  Nebraska 

RASHID  A.  AL-RASHID,  M.D.,  F.A.A.P. 

Professor 

Department  of  Pediatrics 
University  of  Nebraska 
Omaha,  Nebraska 

D.  R.  OWEN,  M.D.,  F.A.C.S. 

Assistant  Professor 
Department  of  Surgery 
University  of  Nebraska 
Omaha,  Nebraska 

serum  anylase  to  41  lU/L,  (normal=  0-30 
lU/L)  and  elevated  serum  lipase  to  64  units, 
(normal=  4-24  units).  Liver  function,  renal 
function  and  coagulation  studies  were  all 
within  normal  limits. 

Paracentesis  was  performed,  yielding 
greenish  brown  fluid  with  a hematocrit  of 
4%  . The  amylase  was  420  lU/L,  lipase  was 
greater  than  490  units  emd  the  protein  was 
2.5  grams  per  decaliter.  Culture  and  smear 
of  this  fluid  was  negative.  All  these  findings 
were  characteristic  of  pemcreatic  ascites 
fluid.  ^ 

Radiologic  evaluation  included  normal 
renal  exams,  bone  survey,  liver-spleen  scan 
and  abdominal  ultrasound.  An  upper  gastro- 
intestinal and  small  bowel  series  demon- 
strated an  irritable  duodenum  and  proximal 
jejunum,  consistent  with  pancreatitis. 

During  the  patient’s  11  day  hospitalization, 
he  underwent  paracentesis  5 more  times  for 
therapeutic  and  diagnostic  purposes.  The 
serum  amylase  and  lipase  returned  to  nor- 
mal. The  patient  tolerated  his  diet  well.  As 
he  had  no  significant  ascites  reaccumulation 
during  the  last  5 days  of  hospitalization,  he 
was  discharged  with  the  classification  of 
resolving  pancreatitis. 

The  infant  was  subsequently  re-admitted 
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within  1 week  when  abdominal  distention 
recurred.  Serum  amylase  and  lipase  re- 
mained normal.  At  operation  a small  pseudo- 
cyst in  the  anterior-inferior  portion  of  the 
head  of  the  pancreas  was  found.  Clear  and 
bile  stained  fluid  was  leaking  into  the 
peritoneal  cavity  via  a fistulous  tract  ad- 
jacent to  the  duodenal  wall.  The  duodenum 
was  explored  and  the  pseudocyst  and  fistula 
tract  were  excised.  Retrograde  pancreato- 
gram failed  to  delineate  a major  pancreatic 
duct  proximal  to  the  pseudocyst.  Irrigation 
of  the  ampulla  of  Vater  and  an  accessory 
pancreatic  duct  revealed  free  communication 
to  the  area  of  the  psuedocyst.  Drainage  of 
this  area  was  accomplished  with  a retrocolic 
cystjejunostomy  in  a Roux-en-Y  fashion. 
Pathological  examination  of  the  removed 
tissue  confirmed  chronic  inflammation. 

The  postoperative  course  was  uneventful, 
permitting  oral  intake  on  the  fourth  day  and 
release  from  the  hospital  on  the  tenth  day 
after  operation.  When  seen  2 months  later, 
he  had  no  evidence  of  ascites  or  pancreatitis. 

DISCUSSION 

Pancreatic  ascites  has  been  recognized  as  a 
clinical  entity  since  1953.  62  cases  were 

collected  by  1972.®  Eighty-five  percent  of 
these  cases  were  due  to  disruption  of  the 
pancreatic  duct  with  or  without  pseudocyst 
formation."  The  leakage  of  pancreatic 
enzymes  from  ductal  disruption  into  the  peri- 
toneal cavity  invites  a chemical  peritonitis 
and  resultant  ascites.®  Pancreatic  ascites  as 
the  initial  presentation  of  pediatric  pan- 
creatitis accounts  for  only  sixteen  cases  in 
the  literature. Pseudocysts  of  the 
pancreas  in  children  are  also  infrequent 
events  with  a toted  of  54  instances  docu- 
mented by  1975.^®  Trauma  has  been  respon- 
sible for  fifty  percent  of  the  pediatric  cases, 
the  remainder  having  no  identifiable  cause. 
Since  the  pseudocysts  in  the  idiopathic  group 
of  pediatric  patients  are  frequently  located 


over  the  lumbar  spine,  it  has  been  suggested 
that  even  very  minor  trauma  which  occurs 
during  children’s  play  may  be  the  culprit.® 
The  therapy  of  pancreatic  ascites  is  sur- 
gical with  excision  of  the  pseudocyst  when- 
ever feasible.  Cystgastrostomy  or  Rou-en-Y 
cystjejunostomy  should  be  utilized  for  inter- 
nal drainage  as  the  primary  procedure  or  to 
compliment  excision.  2.5.7.1 1.12,14 
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Down  Memory 

1.  When  a man  has  been  catapulted  from 
his  demolished  automobile  or  has  jumped  from 
the  third  story  window  of  an  apartment  house 
the  question  quickly  arises  as  to  where  he 
should  be  rushed.  Should  he  be  rushed  to  the 
operating  room  or  should  he  be  rushed  to  a 
warm  bed? 

2.  It  must  be  again  emphasized  that  in 
injuries  of  the  chest,  too  little  surgery  is  safer 
than  too  much  surgery. 

3.  The  mortality  risk  is  in  direct  proportion 
to  the  age  of  the  patient  apparently  regardless 
of  the  type  of  hip  fracture. 

4.  Human  convalescent  serum  is  at  present 
the  best  proved  specific  treatment.  When 
given  early,  intramuscularly  and  intraspinally 
during  the  preparalytic  stage,  it  prevents 
paralytic  sequelae  and  lowers  mortality.  The 
earlier  the  treatment,  the  more  successful.  In 
communities  where  poliomyelitis  is  present 
such  serum  should  be  collected  by  a laboratory 
and  made  available  for  the  profession. 

5.  Advertising  in  a modest  manner  is  not 
forbidden  the  doctor  by  the  code. 


Lane 

6.  While  visiting  the  ill  is  usually  a kindly 
act  motivated  by  high  ideals,  the  practice 
should  be  refrained  from  until  it  is  definitely 
known  that  the  indisposed  or  ill  person  does 
not  have  poliomyelitis  or  other  contagious 
disease. 

7.  Of  seventy- two  medical  schools  in  the 
United  States,  it  is  said  that  there  are  but  three 
that  offer  anything  in  the  nature  of  a course  in 
medical  economics. 

8.  The  Wise  Memorial  has  reduced  the 
price  of  private  rooms  from  $30  to  $21  and 
single  beds  from  $21  to  $14. 

9.  Nehawka,  splendid  little  town  and  com- 
munity, is  without  a physician  — and  wants 
one. 

10.  The  antivivisectionists  keep  bobbing  up 
here  and  there  from  time  to  time. 

The  Nebraska  State  Medical  Journal. 
November,  1930. 
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In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 


—Shakespeare 


Robert  0.  Garling- 
house,  M.D.  Born 
March  5,  1910,  in 
lola,  Kansas;  A.B., 

University  of  Kansas, 

1930;  M.D.,  Univer- 
sity of  Pennsylvania, 

1934.  Intern,  Uni- 
versity of  Iowa,  1934- 
1935;  surgical  resi- 
dency, University  of 
Iowa,  1935  to  1940; 

U.S.  Army,  1940-1946;  Chief  of  Surgery,  Fort 
Riley  Kansas.  NMA  & AMA  member,  F.A.C.S., 


Diplomate,  American  Board  of  Surgery.  Hob- 
bies: fishing  and  rug  hooking,  for  which  he  won 
blue  and  purple  ribbons  at  the  Nebraska  State 
Fair.  He  practiced  in  Lincoln,  Nebraska;  died 
March  6,  1980.  Survivors  include  his  wife, 
Esther;  daughters  Jean  Witwer,  Jane  Beal, 
four  grandchildren,  sister  Marjorie  Card,  and 
his  twin  brother  Richard  Garlinghouse,  M.D. 
He  was  a very  good  doctor,  and  he  was  my 
friend. 


310  Nebraska  Medical  Journal  November  1980 


Between  Cases 


Lines  I Like. 

Don’t  knock  it  till  you’ve  tried  it. 

Bilateral. 

The  left  knee  seems  to  be  the  worst. 

Quote  Unquote. 

to  die  is  different  from  what  anyone  sup- 
posed, and  luckier. 

Whitman 

I Read  It  Somewhere. 

The  number  of  people  who  can  do  compli- 
cated problems  in  arithmetic  in  their  heads 
are: 

normal  people  .00003% 

retarded  .05  % 

autistic  10.  % 

Nobody’s  Perfect. 

On  Pasteur’s  bachelor  of  science  diploma, 
he  was  listed  as  mediocre  in  chemistry. 

On  Editing. 

Only  the  hand  that  erases  can  write  the 
true  thing. 

M.  Eckhart. 

He’s  right,  you  know. 

On  Statistics. 

5 million  Americans  are  hospitalized  each 
year  for  stomach  ailments. 


Words  I Can  Do  Without. 

Tantamount,  ergonomics,  numerous,  a legend 
in  his  own  time,  organizationally,  reiterate. 

On  Chance. 

All  probabilities  are  50  percent.  They  will 
either  happen  or  they  won’t. 

On  Speech. 

Stuttering  occurs  5 times  as  often  in  males 
as  in  females. 

You  could  look  it  up. 

On  Getting  Well. 

Believe  in  recovery. 

Hail. 

This  is  a 53  year  old  white  male  self- 
acclaimed  alcoholic. 

DEN. 

Quote  Unquote. 

Some  object  to  the  fan  dancer,  others  to  the 
fan. 

On  Anatomy. 

If  God  had  meant  us  to  eat  peanut  butter. 
He  would  have  lined  our  mouths  with  teflon. 

On  The  World  We  Live  In. 

Natural  laws  have  no  pity. 

On  Camping. 

K you  take  your  boots  off,  you’ll  never  get 
them  on. 
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The 

Auxiliary 


SEEDS  OF  GREATNESS 

Membership  begins  with  ME  . . . ME  and 
YOU.  Membership  is  vital  to  the  life  of  an 
organization. 

Today’s  world  places  demands  on  people’s 
time  and  talents  as  never  before.  Those  with 
real  potential  find  many  avenues  to  pursue  to 
fulfill  their  desire  for  companionship  and 
belonging. 

We  need  to  have  great  faith  in  the  auxiliary 
— its  purposes,  goals,  expectations.  It  has 
been  a vital,  growing  organization  since  it  was 
organized  in  1922,  when  the  seeds  of  greatness 
were  planted. 

For  more  than  50  years,  auxiliary  members 
have  contributed  to  growth,  industry,  and 
progress  in  every  state  in  this  nation.  The 
organization’s  goals  became  the  goals  for 
countless  thousands  of  women  who  dedicated 
themselves  and  nurtured  the  seeds  of  good 
work  begun  by  our  founders. 

The  future  beckons  us,  and  for  the  genera- 
tions ahead,  we  must  maintain  a legacy.  The 
success  of  our  endeavors,  as  well  as  that  of 
future  undertakings,  can  only  be  assured 
through  dedicated  membership. 

There  is  much  to  be  done,  and  we  can  be 
successful  only  through  unity  of  purpose.  The 
seeds  of  greatness  have  been  planted.  With 


enthusiasm,  careful  planning,  and  dedicated 
effort,  there  will  be  a rich  harvest. 

YESTERDAY 

The  AMA  Auxiliary  was  formed  to  encourage 
fellowship  among  doctors’  families. 

TODAY 

It  is  a driving  force  for  good  health  among 
the  people  in  the  United  States. 

TOMORROW 

It  will  be  the  strength  to  keep  medical 
practice  and  health  care  at  high  levels  — if 
you  join  us  and  add  your  voice  to  ours. 

The  AMA  Auxiliary  is  in  partnership  with 
medicine  to: 

— Improve  the  health  and  quality  of  life  and 
all  people; 

—promote  health  education; 

— encourage  volunteer  participation  in  activi- 
ties which  meet  health  needs; 

— support  the  practice  of  medicine  by  re- 
sponding to  legislative  health  care  issues. 

YESTERDAY,  TODAY,  TOMORROW  . . . 
The  AMA  Auxiliary  needs  you  and  your 
active  support  to  continue  its  work. 

Won’t  you  join  us?  We  really  can  do  more 
together. 


Wanda  Shopp 
First  Vice-President 
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Welcome  New  Members 


Roger  A.  Gunn,  M.D. 
105  North  37th 
Omaha,  NE  68131 


Ernest  Bussinger,  M.D. 
4009  Avenue  B 
Scottsbluff,  NE  69361 


William  R.  Schlichtemeier,  M.D. 
818  Doctors  Bldg. 

Omaha,  NE  68131 


Edward  M.  Swartz,  M.D. 
614  East  27th,  Ste.  C 
Scottsbluff,  NE  69361 


My  Chu  Tran,  M.D. 

4691  North  36th  Street 
Omaha,  NE  68111 


Books 

Current  obstetric  & gynecologic  diagnosis  & treat- 
ment; by  Ralph  C.  Benson,  M.D.;  limp  cover  $2 LOG; 
1,001  pages;  published  1980  by  Lange  Medical  Publica- 
tions, Los  Altos,  California  94022. 

The  book  is  by  Dr.  Benson,  who  is  Professor  and 
Emeritus  Chairman  at  the  University  of  Oregon,  and  43 
other  authors.  This  is  the  third  edition;  the  first  appeared 
in  1976. 

It  is  a good  book;  it  is  modern;  it  seems  to  be  all- 
inclusive;  it  contains  43  chapters,  many  unnumbered 
references,  many  figures  and  tables,  and  a fine  index. 
Each  chapter  has  been  revised,  and  some  are  rewritten. 
There  will  be  translations  in  four  other  languages. 

F.C. 


Toward  fitness;  by  Robert  C.  Cantu,  M.D.,  258  pages; 
hard  cover  $11.95;  published  1980  by  Human  Sciences 
Press,  72  Fifth  Avenue,  New  York,  N.Y.  10011. 

Dr.  Cantu  is  a sometime  endocrinologist  and  physi- 
ologist, and  an  active  neurosurgeon.  He  plays  tennis, 
enters  marathons,  and  he  runs  up  to  60  miles  a week.  I run 
up  to  60  miles  weekly,  but  weakly,  and  not  very  far  up  to 
60  miles. 

It  seems  to  be  a nice  book;  it  is  indexed  and  referenced. 
It  deals  with  exercise  for  those  with  health  problems, 
including  obesity,  diabetes,  low  back  problems,  heart 
attacks,  and  for  people  at  my  rosy-year  level,  youth,  that 
is,  of  course. 

I liked  it. 

F.C. 


Books  Reviewed 

The  hospice  way  of  death;  by  Paul  M.  DuBois,  Ph.D.; 
223  pages;  hard  cover  $16.95;  published  1980  by  Human 
Sciences  Press,  72  Fifth  Avenue,  New  York,  N.Y.  10011. 

There  is  a ten-page  introduction,  which  is  long.  Its  title 
is.  What  is  a hospice?,  and  a definition  given  in  the  ten- 
page  beginning  takes  19  lines;  but  the  hospice  provides 
care  for  terminally  ill  patients  and  their  families;  but  61 
percent  of  one  hospice’s  patients  die  at  home,  compared 
with,  the  author  says,  two  percent  of  all  American  deaths 
which  occur  at  home. 

It  is  for  travelers  on  the  way,  a reference  says;  it  is 
“appropriate  for  the  person  resting  and  finding  refresh- 
ment and  renewal  in  concluding  the  journey  of  life.” 
Hospice  care,  writes  another  in  this  book,  goes  beyond 
palliation;  these  people  are  for  “specialized  therapy  that 
traditional  institutions  cannot  provide.” 

This  is  a new  and  a coming  thing,  although  there  has 
been  the  hospice  for  years,  but  in  its  original  meaning;  and 
as  the  nursing  home  has  grown  and  improved  astonish- 
ingly during  my  own  professional  life,  so  now  have  places 
to  conclude  the  journey  of  life. 

F.C. 
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WashingtoNotes 


Congress  and  research. 

In  the  face  of  opposition  from  many  in  the 
medical  research  community,  the  House  has 
easily  approved  historic  legislation  greatly 
extending  Congress’  control  over  the  federal 
medical  research  effort  at  the  National  In- 
stitutes of  Health  (NIH). 

The  National  Cancer  and  Heart  and  Lung 
Institutes,  formed  during  the  past  decade,  are 
subject  to  the  Congressional  authorization 
procedure,  but  the  rest  of  NIH  has  remained 
unencumbered.  As  a result,  the  health  sub- 
committees of  the  Senate  Human  Resources 
Committee  and  of  the  House  Commerce 
Committee  have  not  been  able  to  exert  the 
type  of  oversight  and  control  of  NIH  activities 
that  are  enjoyed  by  most  nonappropriations 
committees. 

Many  researchers  have  feared  that  authori- 
zation authority  could  lead  to  more  political 
dabbling  in  NIH  activities  and  possible  restric- 
tions on  funding. 

In  an  effort  to  meet  these  objections,  the 
House  bill  allows  authorizations  to  be  provided 
for  an  additional  year  automatically  if  program 
extensions  unavoidably  are  delayed,  and  sets 
up  an  overall  authorization  of  $100  million  to 
assure  that  unexpected  breakthroughs  in 
research  would  not  be  impeded  by  limits  in 
authorization  levels. 

Although  the  appropriations  committees 
have  great  leeway  in  voting  funds,  they  are 
limited  by  law  from  exceeding  authorization 
levels  established  by  the  other  committees  in 
Congress. 

The  issues  raised  by  the  legislature  were 
serious  enough  for  opposition  to  be  registered 
by  four  former  assistant  HEW  Secretaries  for 
Health,  four  previous  directors  of  NIH,  the 
American  Association  of  Medical  Colleges  and 
the  Association  of  Professors  of  Medicine, 
among  others. 

However,  supporters  of  the  bill,  led  by 
Commerce  Subcommittee  chairman  Rep. 
Henry  Waxman  (D-Calif.)  and  ranking  GOP 
member  Tim  Lee  Carter,  M.D.  (R-Ky.),  noted 
that  the  Surgeon  General  and  current  Assis- 


tant Secretary  for  Health,  Julius  Richmond, 
M.D.,  and  Donald  Frederickson,  M.D.,  director 
of  the  NIH,  have  indicated  their  backing  of  the 
measure. 

Patient  package  inserts. 

The  government  has  opened  a pilot  program 
of  requiring  drug  manufacturers  to  provide 
patient  package  inserts  for  10  drugs  or  classes 
of  drugs.  The  purpose  is  to  determine  whether 
such  inserts  are  a good  way  of  informing  the 
public  and  whether  more  drugs  should  be 
covered. 

Pharmacists  will  provide  the  leaflets  when  a 
prescription  is  filled  initially. 

The  drugs  involved  are  ampicillins,  benzo- 
diazepines, cimetidine,  clofibrate,  digoxin, 
methoxsalen,  thiazides,  phenytoin,  propoxy- 
phene, and  warfarin. 

The  three-year  program  will  cost  an  esti- 
mated $21  million  a year  which  will  be  borne 
by  the  manufacturers.  Each  pamphlet  will  cost 
about  18  cents,  a cost  that  will  be  reflected  in 
the  cost  of  the  drug.  The  Pharmaceutical 
Manufacturers  Association  said  the  federal 
action  is  an  important  first  step  toward  the 
objective  of  getting  meaningful  information  to 
the  consumer. 

The  inserts  will  describe  what  the  drug  is 
for,  what  side  effects  may  occur  and  how  to 
take  the  drug  properly  to  get  the  most  benefit. 
The  leaflets  — scheduled  to  be  available  in 
pharmacies  by  mid- 1981  — will  also  be 
available  to  hospitals  and  nursing  homes. 

The  drugs  chosen  for  the  pilot  program 
include  some  of  the  most  frequently  pre- 
scribed, including  the  benzodiazepine  category 
of  tranquilizers  which  numbers  librium  and 
valium  among  the  familiar  name  brands.  About 
16  percent  of  all  new  prescriptions  would  be 
affected. 

Health  and  Human  Services  Secretary  Pat 
Harris  told  a Washington,  D.C.  news  con- 
ference that  many  of  the  six  million  cases  of 
adverse  drug  reaction  could  be  prevented  or 
minimized  by  giving  patients  more  information 
about  their  prescription  drugs. 
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During  the  evaluation  period,  the  FDA  will 
permit  the  testing  of  alternative  methods  such 
as  having  drug  information  available  in  a book 
at  the  pharmacy. 

Under  the  benzodiazepines,  the  guidelines 
insert  includes  both  a statement  that  special 
precautions  apply  to  the  use  of  the  drug  in 
elderly  patients  and  a statement  about  the  risk 
of  the  patient  developing  a dependence  on  the 
drug.  These  drugs  should  not  be  used  to  treat 
anxiety  or  tension  due  to  the  stress  of  everyday 
life,  the  leaflet  says.  It  cautions  against  using 
alcohol  while  taking  the  drugs. 

Warning  on  dependence  and  use  with 
alcohol  and  other  drugs  are  also  featured  in  the 
propoxyphene  insert.  Advice  is  given  in  case  of 
an  overdose. 

Caution  against  exposure  to  sunlight  is  given 
for  methoxsalen. 

Patients  taking  phenytoin  are  urged  to  watch 
out  for  signs  of  toxicity.  A similar  warning  of 
toxicity  is  included  for  digoxin. 

Clifibrate  may  increase  the  risk  of  having 
gallbladder  trouble  or  getting  tumors,  accord- 
ing to  the  leaflet.  Regular  blood  tests  are 
urged. 

Warfarin  can  dangerously  interact  with  other 
drugs,  even  aspirin,  patients  are  notified. 
Physicians  should  be  told  of  unusual  bruising 
or  bleeding. 

In  a rule  published  in  the  Federal  Register 
September  12,  FDA  set  forth  the  new  require- 
ments and  published  draft  guidelines  for  the 
ten  patient  package  inserts. 

Aid  for  schools. 

The  Senate  has  passed  and  sent  to  an 
uncertain  fate  the  health  education  assistance 
bill  which  discontinues  the  present  capitation 
aid  program  for  medical  schools. 

The  bill,  which  had  been  dangling  for 
months,  was  approved  with  only  brief  com- 
ment and  by  voice  vote. 

The  House-passed  medical  education  bill  is 
substantially  different,  proposing  a three-year 
phase-down  of  capitation  aid,  among  other 
provisions. 

The  Senate  measure  proposes  a new  national 


priority  incentive  grant  program  starting  in 
fiscal  1982  under  which  schools  which  under- 
take certain  projects  — such  as  conducting  a 
certain  percentage  of  clinical  education  in 
shortage-areas  — would  receive  grants 
amounting  to  $250  per  student. 

The  shortage  of  time  left  before  the  election 
recess  may  cause  the  final  congressional 
disposition  of  the  bills  to  be  put  off  until  a lame 
duck  session  after  the  elections  or  the  legisla- 
tion may  be  shelved  for  this  year  with  a 
continuing  resolution  to  keep  education  funds 
flowing  at  their  current  level  for  another  year. 
In  this  event,  the  new  Congress  would  have  to 
tackle  the  issue  again  next  year. 

Patient-doctor  and  search  warrants. 

The  House  has  passed  legislation  protecting 
news  media  offices  from  arbitrary  searches  for 
evidence  by  federal  officials.  The  measure  also 
called  for  the  Attorney  General  to  draw  up 
guidelines  to  prevent  such  search  warrants 
where  they  would  intrude  on  the  confidential 
relationship  between  physician  and  patient 
and  attorney  and  client. 

The  AMA  had  urged  that  the  bill,  similar  to 
one  approved  by  the  Senate  earlier,  cover  the 
medical  profession  as  well  as  the  news  media 
in  the  mandated  protection.  However,  the  bill’s 
backers  decided  to  limit  the  protection  to  the 
first  amendment  — freedom  of  speech  — area. 

The  Supreme  Court  in  1978  broadened  the 
scope  of  search  warrants  against  innocent  third 
parties  by  imposing  a standard  of  reasonable- 
ness in  a decision  that  sparked  a flood  of 
protest  from  the  news  media.  The  case 
stemmed  from  a police  search  of  the  files  of  the 
Stanford  U.  newspaper. 

The  legislation  essentially  would  overturn 
the  decision  as  it  applies  to  the  press. 

All  of  the  witnesses  at  the  hearings,  in- 
cluding the  press,  urged  that  the  protection  be 
extended  to  all  innocent  third  parties,  but  the 
Justice  Department  expressed  reservations 
about  such  an  extension  beyond  the  news 
media. 

National  insurance. 

The  Committee  for  National  Health  In- 
surance, a labor-dominated  outfit  formed  to 
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push  the  labor  NHI  plan  eleven  years  ago,  is 
about  to  go  out  of  business  unless  labor 
leaders  decide  to  resurrect  it. 

The  head  of  the  committee  since  its 
inception,  Max  Fine,  has  left  to  form  a 
company  to  establish  and  administer  self- 
insurance  health  plans  for  companies. 

The  Committee,  which  still  exists  on  paper, 
consists  of  about  100  people  prominent  in 


unions  or  in  health.  Douglas  Fraser  of  the 
United  Auto  Workers  is  President. 

During  its  heyday.  Fine  and  the  committee 
were  active  in  testimony  and  public  ap- 
pearances touting  the  broad  labor  NHI  plan 
also  endorsed  by  Sen.  Edward  Kennedy  ID- 
Mass.).  The  collapse  of  the  NHI  drive  in 
Congress  and  the  steadily  dwindling  support 
for  the  type  of  national  health  plan  supported 
by  labor  has  helped  to  put  the  committee’s 
activities  in  the  background  in  recent  years. 


Coming  Meetings 


OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 48th  Annual  Postgraduate  Assembly: 
October  27,  28,  and  29,  1980;  Omaha  Hilton 
Hotel;  write  to:  Lorraine  E.  Seibel,  Execu- 
tive Secretary,  7363  Pacific  Street,  #210-A, 
Omaha,  Nebraska  68114. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Interim  Session,  House  of  Delegates, 
December  7-10,  1980,  San  Francisco,  Cali- 
fornia. 

“Molecular  Interrelations  of  Nutrition  and 
Cancer”  is  the  topic  of  the  34th  annual 
Symposium  on  Fundamental  Cancer  Research 
to  be  held  in  Houston  at  the  Shamrock  Hilton 
Hotel,  March  4-6,  1981.  The  symposium  will 
focus  on  nutrition  as  it  relates  to  cancer. 


including  physiological  effects  in  the  cancer- 
bearing host;  energy  metabolism  in  tumor 
cells;  and  nutritional  modulation  of  cell  prolif- 
erations, in  vitro  transformation  and  car- 
cinogenesis. Co-chairpersons:  Drs.  Marilyn 
Arnott,  Jan  van  Eys  and  Alexander  Wang. 

For  additional  information:  Stephen  C. 
Stuyck,  Director,  Public  Information  and 
Education,  M.D.  Anderson  Hospital  and 
Tumor  Institute,  Houston,  Texas  77030,  (713) 
792-3030. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  May  2-5,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  House  of  Delegates,  June 
7-11,  1981,  Chicago,  Illinois 


A great  way  of  life. 


Modern  medical  practice  has  become  a com- 
plex and  time-consuming  operation.  Too  often  the 
physician  sacrifices  leisure  time  and  family  respon- 
sibilities to  his  professional  duties 

If  you're  earning  more  but  enjoying  it  less;  if 
you've  considered  an  alternative  to  the  rigors  of 
your  practice.  Air  Force  medicine  may  be  the 
answer 

Our  health  care  system  is  among  the  finest  in 
the  world  Our  physicians  serve  in  modern,  well- 
equipped  hospitals  and  clinics  with  competent  and 
well-trained  staffs  Air  Force  personnel  handle 
paperwork  and  administrative  tasks,  allowing  max- 
imum time  for  patient  care  by  each  physician 

To  attract  quality  physicians,  the  Air  Force  has 
assembled  an  excellent  package  of  compensation 
and  entitlements.  These  include  30  days  of  paid 
vacation  each  year,  an  opportunity  to  seek  speciali- 
zation at  Air  Force  expense,  and  full  medical  and 
dental  care  without  loss  of  pay  during  treatment 
We  would  like  to  provide  more  information 
about  Air  Force  medicine 


Contact  {call  collect):  Capt.  Archie  Summerlin 
116  South  42nd  Street,  Omaha,  Ne 


(402)  221-4319 


AIR  FORCE  HEALTH  CARE  AT  ITS  BEST. 


'' 


Acute  pain 

is  no  laughing  matter. 


The  first  prescription  for 
the  first  days  of  acute  pain 


Empirin^  c Codeine  #3 

Each  tablet  contains:  aspirin,  325  mg;  plus  codeine 
phosphate,  30  mg,  (Warning  — may  be  habit-forming).  ^ 


For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 

The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 


For  the  most  effective  dosage  in  treating  acute  pain, 
begin  with  . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


EMPIRIN®  with  Codeine 


DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  in  one  of  the 
following  strengths  No.  2 — 15  mg,  No  3 — 30  mg,  and  No  4 — 60  mg  (Warning  — may  be  habit-forming.)  vf> 
CONTRAINDICATIONS:  Hypersensitivity  to  aspirin  or  codeine. 

WARNINGS: 

Drug  dependence:  Empirin  with  Codeine  can  produce  drug  dependence  of  the  morphine  type  and.  therefore,  has  the 
potential  for  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repeated  administra- 
tion ol  this  drug  and  it  should  be  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the  use  of  other 
oral,  narcolic-containing  medications  Like  other  narcotic-containing  medications,  the  drug  is  subject  to  the  Federal  Con- 
trolled Substances  Act 

Use  In  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as  dnving  a car  or  operating  machinery  The  patient  using  this  drug  should 
be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  general 
anesthetics,  phenothiazines.  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression.  When  such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced 

Use  in  pregnancy:  Safe  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  fetal  development. 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards 

PRECAUTIONS: 

Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracranial  lesions  or 
a pre-existing  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries. 

Acute  abdominal  conditions:  The  administration  of  Empirin  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  or 
clinical  course  in  patients  with  acute  abdominal  conditions. 

Allergic:  Preautions  should  be  taken  m administering  salicylates  to  persons  with  known  allergies,  patients  with  nasal 
polyps  are  more  likely  to  be  hypersensitive  to  aspirin. 

lecial  risk  patients:  Empinn  with  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or 
bilitated,  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism.  Addison's  disease,  prostatic 
lyperirophy  or  urethral  stricture,  peptic  ulcer,  or  coagulation  disorders. 

ERSE  REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  include  light-headedness,  dizziness, 
sedation,  nausea  and  vomiting  These  effects  seem  to  be  more  prominent  in  ambulatory  than  in  nwambulatory  patients  and 
of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down  Other  adverse  reactions  include  euphoria, 
sphoria,  constipation,  and  pruritus. 

'most  frequently  observed  reactions  to  aspirin  include  headache,  vertigo,  ringing  in  the  ears,  mental  confusion,  drowsi- 
s,  sweating,  Ihirst,  nausea,  and  vomitng.  Occasional  patients  experience  gastnc  imlalion  and  bleeding  with  aspirin, 
id  patients  are  unable  to  take  sahcylates  without  developing  nausea  and  vomiting.  Hypersensitivity  may  be  manifested  by 
rash  or  even  an  anaphylactic  reaction.  With  these  exceptions,  most  ol  the  side  effects  occur  after  repeated  adrainistra- 
f-large  doses. 

E AND  ADMINISTRATION:  Dosage  should  he  adjusted  according  to  the  seventy  of  the  pain  and  the  response  of  the 
It  may  occasionalty  be  nKessary  to  erce«)  the  usual  dosage  recommendei  below  m cases 't  more  severe  pain  or  in 
jalients  who  have  become  tolerant  to  the  analgesic  effect  id  narcotics.  Empirin  with  CodeiseTs  given  orally.  The  usual 
ise  for  Empirin  with  Codeine  No.  2 and  No.  3 is  one  or  two  tablets  eveiy  four  hours  es  i':duired.  The  usual  adult  dose 
nn  with  Codeine  No.  4 is  one  tablet  every  lour  hours  as  required. 


DRUG  INTERACTIONS:  The  CNS  depressant 
etfeelA  of  Empirin  with  Codeine  may  be 
dditive  with  that  of  other  CNS  depressants, 
le  WARN0IGS. 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim' DS^ 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

1 Just  one  tabiet  b.i.d.f  or  10  to  i4  days 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  piease  consult  compiete  product  informa- 
I tion,  a summary  of  which  follows: 

' Indications  and  Usage:  For  the  treatment  of  urinary  tract 

I infections  due  to  susceptible  strains  of  the  foilowing  or- 
I ganisms:  Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
1 mirabilis,  Proteus  vulgaris,  Proteus  morganit  It  is  recommended 
j that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
i than  the  combination.  Note:  The  increasing  frequency  of  resis- 
1 tant  organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
I dally  in  these  urinary  tract  infections. 

I Also  for  the  treatment  of  documented  Pneumocystis 

i carinll  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
{ patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

; The  recommended  quantitative  disc  susceptibility  method 

I (Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
■ mate  bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
j "Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
I tion  likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 

I the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 

I sponse.  "Resistant”  indicates  that  response  is  unlikely, 
j Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 

fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
' months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
I bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 

i primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 

I may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
i are  recommended;  therapy  should  be  discontinued  if  a signifi- 
I cantly  reduced  count  of  any  formed  blood  element  is  noted. 

[ Precautions:  Use  cautiously  in  patients  with  impaired  renal 

I or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
I bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
I occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
j frequent  urinalyses,  with  careful  microscopic  examination,  and 
j renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
I trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

I Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D,S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose — every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Va  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

IV2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Va  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children’s  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 

Please  see  back  cover. 


Her  next  attack  of  cystitis  ma^require 


the  Bactrim' 
system  counterattack 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis-i 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  intrqital 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


\ 

Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginai  tract/iower  intestinai  tract 


Please  see  reverse  side  for  summary  of  product  information. 
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Just  one  built-in  advantage 


Ensures  smooth  therapeutic  effect  even 
if  a dose  is  missed  The  relatively  longer  half- 
life  of  Valium®(diazepam/Roche)  has  impor- 
tant clinical  and  pharmacological  implica- 
tions. Steady-state  levels  generally  are 
reached  within  5-7  days  with  no  further 
accumulation.  At  this  plateau,  the  patient 
benefits  from  the  consistent,  steady  response 
you  expect.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
half-life,  do  not  appear  with  Valium. 

Avoids  sudden  symptom  breakthrough 

Once  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlapping  half- 
lives  that  are  advantageous  not 
only  during  therapy  but  espe- 
cially when  pharmacologic 
support  is  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 


the  patient.  In  comparison,  blood  levels  of 
short-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  be  associated  with  withdrawal 
symptoms  if  medication  is  stopped  abrupt- 
ly* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol. 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medical  practice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Valium 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping. 

♦Sellers  EM:  Drug  Metab  Rev  <5(1):5-11, 1978 


m ttiE  managEmEnt  of 
agmptoma  of  anxiEtg 


2-mg,  5-mg,  10-mg  scored  tablets 


effective  therapg  through 

efficient  pharmacodgnamics 


Before  prescribing,  please  see  summary  of  product  information  on  next  poge 


dBzepam/HactiE 


Before  prescribing,  piease  consult  complete 
product  Information,  a summary  of  which 
follows: 

Indications:  Management  ol  anxiety  disorders, 
or  short  term  relief  of  symptoms  of  anxiety,  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal,  adiunctively  m skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis. stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is.  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  m convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mai  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  m frequency  and/or  seventy  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  ano  dependence 

Usage  In  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines,  narcotics,  barbiturates  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action  Usual  precautions  indicated  m 
patients  severely  depressed  or  with  latent  de- 
pression or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria  jaundice,  skin  rash, 
ataxia,  constipation  headache  incontinence, 
changes  in  salivation,  slurred  speech  tremor 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia, jaundice  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 


Roche  Laboratories 
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medicine  to  paperwork. 
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accountants,  and  lawyers,  but  physicians.  For 
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experience  a spectrum  of  cases  some  physicians 
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you  will  be  paid,  and  where  you  prescribe,  not 
the  least  care,  nor  the  most  defensive  care,  but 
the  best  care. 

If  that  is  what  you  want,  join  the  physicians 
who  have  joined  the  Army.  Army  Medicine  is  the 
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Army  Medicine  provides  wide-ranging  oppor- 
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practicing  physician  alike. 
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receive  substantial  compensation,  extensive 
annual  paid  vacation,  a remarkable  retirement 
plan,  and  the  freedom  to  practice  without 
endless  insurance  forms,  malpractice  pre- 
miums, and  cash  flow  worries. 
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The  practice  that’s  practicaiiy  aii  medicine. 
Phone:  913-684-4898  (Caii  Coiiect) 
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WHEN 

ANXIETY 

AND 

TENSION 

MAGNIFY 

PAIN 

IN  MUSCULOSKELETAL 
DISEASE* 


A non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

EQUAGESIC " 


(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


EOUAGESlC^Abbreviated  Summary 

'INDICATIONS;  Based  on  a review  ol  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Counal  ar>dor  other  information.  FDA  has  classified 
the  indications  as  follows 

Possibly " effective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 
The  effectiveness  of  Equagesic  in  long-term  use.  i e 
more  than  four  nxmths.  has  fK)t  been  assessed  by 
systematic  clinical  studies  The  physician  should  pe- 
nodicalFy  reassess  usefulness  of  the  drug  for  the  indi- 
vidual patient 

CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
■idrviduais  with  a history  of  sensitivity  or  severe  intolerance 
lo  aspinn,  meprobamate  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised  especially  with  those  patients 
with  known  propensiTy  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  m susceptible  persons,  e g . 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics.  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped  since  withdrawal  of  a crutch" 
may  preapitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Speoai  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  re- 
sultant slowing  of  reaction  time  and  impairment  of  lodgement 
and  coordination 

USAGE  IN  PREGNANCY  AND  LACTATION:  An  in- 
creased risk  of  congenital  malformations  associated  with 
the  use  of  minor  tranquilizers  (meprobamate,  chlordi- 


azepoxide.  and  diazepam)  during  the  first  trimester  of 
pregnancy  has  been  suggested  in  several  studies.  Be- 
cause use  of  these  drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided.  The  possibility  that  a woman  of  child-bearing 
potential  may  be  pregnant  at  the  time  of  institution  of 
therapy  should  be  considered.  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  the  diesirability  of  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  dis- 
turbance occur,  the  dose  should  be  reduced  if  symptoms 
continue,  patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuna  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm]  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  lo  patients  who 
have  suiodai  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow 
and  slow.  CNS  stimulants,  eg  . caffeine.  Metrazoi.  or  am- 


phetamine. may  be  cautiously  administered  It  severe  hypo- 
tension develops,  pressor  amines  should  be  used  parenterally 
to  restore  blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate IS  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  ot  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous. maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae.  ecchymoses.  peripheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  ra'ely.  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema  bronchial  spasms,  hypotensive  cnses  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephnne.  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE:  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspinn  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and 
light-headedness.  with  uneventful  recovery  However,  on  the 
basis  of  pharmacological  data,  it  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appropriate  therapy  of 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  lime  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  of  salicylate  intoxication  Observation 
and  treatment  should  include  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis and  dehydration,  watching  for  evidence  of  hemor- 
rhagic manifestations  due  to  hypoprofhrombinemia  which,  if 
It  occurs,  usually  requires  whole-blood  transfusions 
DESCRIPTION;  Each  Equagesic  tablet  contains  150  mg  me- 
probamate, 75  mg  ethoheptazine  citrate  and  25Q  mg  aspinn 
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MODERATE 
PAIN 

A therapeutic  dose 
of  acetaminophen 
in  one  tablet 

A therapeutic  dose 
of  two  complementary 
analgesics 

The  convenience  and 
economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 
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WHY  NOT  WYGESIC " 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC — Abbreviated  Summary 
INDICATION:  For  the  relief  of  mild-to-moderale  pain 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITiVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants  has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histones  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Manaaement  of  Ovardoaaga) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  it  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and'or  physical  abilities 
required  lor  potentially  hazardous  tasks,  e a driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  bo  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  oocumented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  m a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrine  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol. 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes,  light-headedness.  head- 
ache. weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances.  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics. and  other  CNS  depressants  has  an  aoditive 
depressant  effect.  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a tew  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrine 

MANAGEMENT  OF  OVERDOSAQE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume.  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions. a prominent  feature  in  most  cases  of  severe 
poisoning  (Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred. 

Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  Initial  symptoms,  the  patient  may 
feel  less  HI.  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity,  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A t3-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan.  are  specific  antidotes  against  (he  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered,  preferably  IV.  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient  s 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen.  IV  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a Significant  amount  of  ingested  propoxyphene 
Dialysis  IS  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
IS  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removir>g  acetamir>ophen  Sir>ce  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
leamine)  or  other  th»ol  compounds  may  ^otect  against 
liver  damage  if  given  soon  after  overdosage  (6-10 
hours)  N-acetylcysteine  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme.  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407.  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Dir. 

1740  West  92nd  St.,  Kansas  City.  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave..  Evanston,  Illinois  60204 
American  Academy  of  Physician  Assistants 
Donald  W.  Fisher.  Ph  D.,  Executive  Director 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  Virginia  22202 
American  College  of  Emergency  Physicians 
Mr.  Arthur  E.  Auer,  Executive  Director, 

3900  Capitol  City  Blvd.,  Lansing,  Michigan  48906 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
875  North  Michigan  Ave.,  Suite  3342 
Chicago,  Illinois  60611 

American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700 
Chicago,  Illinois  60601 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St..  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon.  M.D,,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

John  L.  Dugan.  Jr..  Exec.  Vice  President 
600  Fifth  Avenue,  New  York,  New  York  10020 
American  Heart  Association  National  Center 
Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
7320  Greenville  Avenue.  Dallas.  Texas  75231 
American  Hospital  Association 

Mr.  John  Alexander  McMahon.  Pres. 

840  North  Lake  Shore  Dr.,  Chicago.  Illinois  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St..  Chicago,  Illinois  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
Meryl  H.  Gaber,  M.D.,  Exec.  Vice-Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsev.  Exec.  Dir. 

2550  "M”  Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan.  Exec.  Sec. 

1120  No.  Charles  St..  Baltimore,  Maryland  21201 
Arthritis  Foundation 

Mr.  Clifford  M.  Clarke,  President 
3400  Peachtree  Rd..  NE.  Ste.  1101,  Atlanta.  Ga.  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr..  Chicago.  Illinois  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President-Elect 
9 Laurel,  Wichita,  Kansas  67206 
National  Multiple  Sclerosis  Society- 
Miss  Sylvia  Lawry,  Exec,  Dir. 

205  East  42nd  St..  New  York,  N.Y.  10017 
National  Rehabilitation  Association 
1522  "K"  St..  N.W.,  Suite  1120, 

Washington,  D,C.  20005 
Radiological  Society  of  North  America 
Hillier  L,  Baker,  Jr.,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  Illinois  60521 
Southwestern  Surgical  Congress 
James  H.  Rickman,  M.D. 

630  North  Cotner,  Suite  102,  Lincoln,  Nebraska  68505 


DO  THE  BRIEFCASES  OUTNUMBER  THE 
MEDICAL  CASES? 

You're  familiar  with  them  by  now  — at- 
torneys, accountants  and  salesmen  — all 
interested  in  your  time  and  money. 

They  represent  modern  business.  And, 
if  you're  like  many  physicians,  you're  prob- 
ably spending  a greater  percentage  of  your 
time  each  year  as  a businessman  ...  at  the 
expense  of  your  practice. 

We  believe  that  Air  Force  medicine  pro- 
vides a viable  alternative  to  the  rigors  of 
today's  practice.  We  provide  well  staffed, 
modern  facilities,  an  excellent  program  of 
compensation,  and  opportunities  for  pro- 
fessional growth  and  specialization. 

Equally  important,  we  provide  an  environ- 
ment in  which  you  may  practice  medicine. 
And  that's  what  your  life  is  about. 

We  would  like  to  tell  you  more  about  Air 
Force  Health  Care. 

CONTACT  (Call  Collect);  Capt.  Archie  Summerlin 
1 16  South  42nd  St.,  Omaha,  NE,  402-221-4319 


A great  way  of  life. 
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INSURANCE 
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Professional  Proleclion  Exclusively  since  1899 


OMAHA  OFFICE: 

L,  Roger  Garner,  Representative 
91 10  West  Dodge  Phone  402-393-5797 
Suite  375,  Omaha  681 14 
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ORGANIZATIONS,  STATE__ 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210, 

6910  Pacific  Street,  Omaha  68106 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 

Mr.  Edward  Carter,  Executive  Director 
7363  Pacific.  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E”  St.,  Lincoln  68501 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  No.  69th  St,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
Karen  Mundv.  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States.  Inc. 

•Ste.  10.3.  Hillcrest  Bldg.,  76th  & Main.  Ral.ston  68127 
Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Building.  Lincoln  68509 
Senator  Thomas  C.  Kennedy.  Director 
Kidney  Foundation  of  Nebraska 

Karen  Engelsman,  Acting  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Foundation  — March  of  Dimes 
1620  M St..  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Mr.  Harrison  J.  Welch,  Executive  Director 
740  KeeUne  Bldg.,  319  So.  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
John  F.  Aita,  M.D.,  Secretary-Treasurer 
2302  North  55th  St.,  Omaha  68104 
Nebraska  Academy  of  Ophthalmology 
Richard  Meissner,  M.D.,  President 
434  The  Doctors  Building,  Omaha  68114 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 
Nebraska  Academy  of  Physician  Assistants 
Michael  J.  Grutsch,  P.A.C. 

Box  906,  Imperial  69033 

Nebraska  Association  of  Home  & Community  Health 
Sharon  Feller.  President 
810  N.  22nd  St..  Blair  68008 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  and  Dewey  Avenue,  Omaha  68105 
Nebraska  Association  of  Pathologists 
Wayne  Markus,  M.D.,  Sec’y.-Treas. 

Lutheran  Medical  Center  Laboratory, 

515  So.  26th  St,  Omaha  68103 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
Wesley  G.  Wilhelm,  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  TrochlU,  Executive  Secretary 
8258  Hascall  St..  Omaha  68124 

Nebraska  Chapter  — American  Academy  of  Pediatrics 
Warren  G.  Bosley,  M.I)..  Chairman 
418  West  Division,  Grand  Island  68801 
Nebraska  Chapter  — American  College  of  Emergency  Physicians 
Jeanette  M.  Pergam,  M.D.,  Secretary-Treasurer 
502  South  44th  Street,  Omaha  68105 
Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.D.,  Secretary-Treasurer 
8300  Dodge  St..  /I'124.  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F',  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

I).  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg..  Lincoln  68608 
Nebraska  Dietetic  Association 
(’harlotte  Kern,  H I).,  President 
7629  Grover  St..  Omaha  68124 


Nebraska  Easter  Seal  Society 

David  E.  Evans,  Executive  Director 
P.O.  Box  14204,  West  Omaha  Station, 

12177  Pacific  St..  Omaha  68114 
Nebraska  Epilepsy  League,  Inc. 

3610  Dodge  St.,  Ste.  201,  Omaha  68131  (402)  342-0290 
Nebraska  Health  Care  Association 
Mr.  Bernard  Dana,  Interim  President 
3100  “0”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833.  1335  “L”  St,  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue.  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26.  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza  #290,  90th  & West  Dodge  Rd..  Omaha  68114 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
Dr.  Robert  P.  Marshedl,  Executive  Director 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr..  M.D..  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  10,  Dodge  Professional  Center 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Public  Health  Association 
D.  Mike  Wight,  President 

301  Centennial  Mall  South,  Lincoln  68509 

The  Nebraska  Radiological  Society  — A Chapter  of  the 
American  College  of  Radiology 
Allen  D.  Dvorak.  M.D.,  President 
St.  Joseph  Hospital 
601  No.  30th  St.,  Omaha  68131 
Nebraska  Chapter  — American  College  of  Physicians 
Bowen  E.  Taylor.  M.D.,  F.A.C.P. 

Gov.  for  Nebr.,  P.O.  Box  81009,  Lincoln  68.501 
Nebraska  Rheumatism  Association 

Arthur  L.  Weaver.  M.D.,  President 
2121  South  56th  Street,  Lincoln  68506 
Nebraska  Society  of  Internal  Medicine 
Vernon  G.  Ward.  M.D.,  President 

302  No.  54th  St..  Omaha  68132 
Nebraska  Society  for  Medical  Technologists.  Inc. 

Rodney  Roland,  MT  (ASCP),  President 
920  No.  Ash,  Gordon  69343 
Nebraska  Society  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
4600  Valley  Road,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
John  G.  Headley,  CRTT,  President 
University  of  Nebraska  Medical  Center,  42nd  & Dewey, 
Omaha  68105 

Nebraska  Society  of  Anesthesiologists 
John  R.  Allely.  M.D.,  President 
Suite  255  - Second  Floor  North,  450  F2ast  23rd. 

Memorial  Hospital.  Fremont  68025 
Nebraska  Society  of  Radiologic  Technologists 
Pat  Englehaupt,  RT,  President 
11655  Fowler  Avenue,  Omaha  68164 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D..  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers.  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Bobbie  F'rerichs,  President 
7125  Starr  St.,  Lincoln  68505 
Nebraska  Urological  Association 
David  H.  Kuper,  M.D..  President 
201  Ridge  Street,  Council  Bluffs.  Iowa  51501 
Nebraska  Veterinary  Medical  Association 
Boh  Garey,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  FL  Seibel,  Executive  Secretary 
7363  Pacific  St..  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Camille  Wolesen.iky,  F^xecutive  Director 
1600  No.  56th  St..  Lincoln  68504 
University  of  Nebraska  Medical  Center 
Neal  A.  Van.selow.  M I)..  Chancellor 
42nd  and  Dewev  Avenue.  Omaha  68105 


antianxiety/antisecretory/antispasmodic 

for  adjunctive  therapy  of  duodenal  ulcer* 
and  irritable  bowel  syndrome* 


Librax 

Please  consult  complete  prescribing  informa- 
tion. a summary  of  which  follows: 

Indications;  Basea  on  a review  of  this 
drug  oy  the  National  Academy  of 
Sciences — National  Research  Council 
and  or  other  information,  FDA  has  classi- 
fied the  indications  as  follows 
"Possibly"  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
; (irritable  colon  spastic  colon  mucous  col- 
I itis)  and  acute  enterocolitis 

Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation 

Contraindications:  Glaucoma  prostate  hyper- 
trophy benign  bladder  neck  obstruction  hyper- 
sensitivity to  chlordiazepoxide  HCi  and  or 
ciidmium  Bromide 

Warnings;  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS 
oepressants  ana  against  hazardous  occupations 
'equiring  complete  mental  alertness  (e  g operat- 
ng  machinery  driving)  Physical  and  psychologi- 
cal dependence  rarely  rejxjrted  on  recommended 
ooses.  but  use  caution  m administering  Librium* 
(chlordiazepoxide  HCI  Roche)  to  known  addic- 


tion-prone  individuals  or  those  who  might  increase 
dosage,  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia  oversedation  confusion  (no  more  than  2 
capsules  day  initially,  increase  gradually  as 
needed  and  tolerated)  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  md'Cated  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MA(3  inhibitors,  phenothiazines 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical 
reactions  reported  in  psychiatric  patients  Employ 
usual  precautions  m treating  anxiety  states  with 
evidence  of  impending  depression  suicidal  tend- 
encies may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 


and  oral  anticoagulants  causal  reiat  onsh'p  not 
established 

Adverse  Reactions:  No  sice  effects  o'  manifes- 
tations not  seen  wth  eithe''  compound  aione 
reported  with  Lib'ax  When  ch^o'o  azepoxide  *-'C 
is  used  a'one  drowsiness  atax  a.  confusio''  may 
occur  especaiiy  in  eide'y  ana  debilitatec  a\.c  c- 
ab>e  in  most  cases  by  p'oee'  dosage  aa,ius;me'’t 
but  also  occas  ona'iy  observed  at  lowe'  dosage 
ranges  Syncope  'eioortea  m a few  nstances  sc 
encountered  isaated  instances  c*  sk  r.  e'uotions 
edema,  minor  menstrual  irregu  a' ! es  r-.ausea  anc 
constipation  extrapyramioai  symptems  ncreasec 
and  decreased  libido — all  infi-equent  genera  y 
controlled  with  dosage  reduction  changes  n EEG 
patterns  may  appeal  during  and  atte'  treatment, 
blood  dyscras  as  (including  agranulocytosis), 
jaundice  hepatic  dysfunct'On  reported  occasion- 
ally with  chlordiazepoxide  HCI.  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy  Adverse  effects  re- 
ported with  Librax  typical  of  ant'Choi  nerg'c 
agents.  i e dryness  of  mouth,  biurr  ng  cf  vs  on 
urinary  hesitancy.  const'Pation  Const-pat  on  has 
occurred  most  ohen  when  L-rbrax  therapy  -S  com- 
bined with  other  spasmo'vt'cs  ana  or  ;ow  res  due 
diets 


Roche  Products.  Inc 
Manati.  Puerto  Rico  OOTor 


The  Family  o(  Man  by  Roberto  Morelli. 
a statuary  in  crystal  symbolizing  the  broad  range  of 
hypertensive  patients  eligible  (or  therapy  with  Calapres 


The  Alpha 
Advantage: 

It’s  for  all  kinds  of  hypertensives 


• Unlike  beta  blockers,  Catapres*  has  no  contraindications. 

• Catapres  can  be  useful  even  in  these  patients  with: 


Congestive  heart  failure  Allergic  rhinitis 

Ventricular  hypertrophy  Hepatic  disease 

Hyperglycemia  Hyperuricemia 

Diabetes  mellitus  Gouty  arthritis 

Bronchial  asthma  Sulfonamide  hypersensitivity 


Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure.  ' 


work/play — normal  hemodynamic  responses  to  exercise  maintained. 

lOVG  — low  incidence  of  impotence  and/or  loss  of  libido: 

2.8%  in  1,923  patients  studied.^ 

cardiac  output — tends  to  return  to  control  values  during  long-term  therapy, 
blood  flow— preserved  in  kidney. 

4 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 


The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
etc.  A rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 


'Cenlral  alpha-adrenergic  stimulation  decreases  sympathetic  outflow  from 
the  Dram,  as  shown  in  animal  studies. 

1 Data  on  tile  at  Boehnnger  Ingelheim  Ltd. 

Please  see  last  page  for  brief  summary,  including 
warnings,  precautions,  and  adverse  reactions. 


Mpw  available  in  new 
tablets 


Hypertension 


The  Alpha 
Advantage 

It’s  for  all  kinds 
of  hypertensives 


■ Tablets  of  0.1, 0.2, 0.3  mg 

Catapres 

(clonidine  HCI) 


Hypertension 


• No  contraindications. 

• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

• Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


The  usual  starting  dose  of  Catapres  is  0.1  mg  at  break 
fast  and  0.1  mg  at  bedtime.  Some  patients  may  benefi 
from  a starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range — 0.2— 0.8  mg 

Maximum  daily  dose — 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed. 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient’s  individual  blood 
pressure  response. 


Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1, 0.2, 0.3  mg 

Indication:  The  drug  is  Indicated  in  the  treatment  of  hypertension.  As  an  anti- 
hypertensive  drug,  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a reevaluation 
of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  sipce 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  ^^nd  fetus. 

Usage  in  Children:  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2 to  4 days  to  avoid  a possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochloride  therapy.  A causal  relationship 
has  not  been  established  in  these  cases.  It  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine.  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect.  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  witfi 
caution  in  patients  with  severe  coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive  periodic  eye  examinations.  While,  except 
lor  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a dose-dependent  increase  in  the  incidence  and  severity  of 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6 montf 
longer. 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drowsiness 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been  repoi 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The  follot 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely.  (In  s 
instances  an  exact  causal  relationship  has  not  been  established.)  These  inci 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnormalitit 
liver  function  tests;  one  report  of  possible  drug-induced  hepatitis  without  ict' 
and  hyperbilirubinemia  in  a patient  receiving  clonidine  hydrochloride,  cl 
thalidone  and  papaverine  hydrochloride.  Weight  gain,  transient  elevation  of  b i 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  Rayna 
phenomenon;  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  chan  i 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  rash,  ' 
gioneurotic  edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  associ  i 
with  a rash,  impotence,  urinary  retention,  increased  sensitivity  to  alcohol,  dryn 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gynecoma ' 
weakly  positive  Coombs'  test,  asymptomatic  electrocardiographic  abnorma 
manifested  as  Wenckebach  period  or  ventricular  trigeminy. 

Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminished  oi : 
sent  reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  (cloni 
hydrochloride)  by  several  children  from  19  months  to  5 years  of  age.  Ga 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  complot*  ■ 
covery  within  24  hours.  Tolazoline  in  intravenous  doses  of  10  mg  at  30-mi 
intervals  usually  abolishes  all  effects  of  Catapres.  (clonidine  hydrochloride)  c I 
dosage. 

How  Supplied:  Catapres.  brarxJ  of  clonidine  hydrochloride,  is  available  as  0.1 1 
(tan)  and  0.2  mg  (orange)  oval,  singlescored  tablets  In  bottles  of  100  and  1000. 
available  as  0.3  mg  (peach)  oval,  single-scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing  information. 

Under  license  from  Boehringer  Ingelheim  GmbH 

Boehringer  Boehringer  Ingelheim  L 

Ingelheim  RidgefieW,  CT  06877 


SURE  CURE  FOR 
PAPERWORK  HEADACHES 


Sick  and  tired  of 
sorting  out  patient 
histories,  billing 
information,  collection 
data,  correspondence 
and  frequently 
prescribed 
medicines  and 
therapies  the  hard 
way?  Lanier  has  a 
cure  that  can  put 
an  end  to  your 
record  keeping 
problems.  It’s  called  * 
“Records  Keeping  Smart 
Disc”^'^and  it  knocks 


just  about  all  the  time  and 
tedium  out  of  recording, 
organizing,  maintaining 
and  retrieving 
essential  information! 
Ask  Hugo  Heyn  Co., 
your  local  Lanier 
distributor,  for  a 
complete  diagnosis 
of  your  particular 
case.  It  won’t  cost 
a penny  and  it 
could  give  you  a 
whole  new,  dollar 
saving  lease  on  your 
record  processing  life. 


HUGO  HEYN  COMPANY 

Distributors 

LANIER  Business  Products 

4225  Cuming  Street 
Omaha,  NE  68131 
(402)  556-2700 


Nebraska  Medical  Association  Officers  and  Commissions 

OFFICERS 

Russell  L.  Gorthey,  M.D.,  Lincoln President 

Carlyle  E.  Wilson,  Jr.,  M.D.,  Omaha President-Elect 
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AMA  Alternate  Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine  Y.  Roffman,  M.D.,  Omaha 
Delegate  to  the  North  Central  Medical  Conference  — Dwaine  J.  Peetz,  M.D.,  Neligh 


BOARD  OF  DIRECTORS 
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Section  on  Perinatal  Mortality  Review 

John  W.  Goldkrand,  M.D Omaha 
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Jerald  R.  Schenken,  M.D Omaha 
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Robert  F.  Shapiro,  M.D Lincoln 

A.  L.  Smith,  Jr.,  M.D Lincoln 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  J.  Stein.  M.D.,  Chm Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Wendell  L.  Fairbanks,  M.D Alliance 

Michael  J.  Haller.  M.D Omaha 

Robert  D.  Harry.  M.D Lexington 

William  B.  Long.  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 


Warren  G.  Bosley,  M.D.,  Chm Grand  Island 

Robert  B.  Benthack,  M.D Wayne 

S.  I.  Fuenning,  M.D Lincoln 

Eileen  C.  Vautravers,  M.D Lincoln 


COMMISSION  ON  PUBLIC  AFFAIRS 


C.  Lee  Retelsdorf,  M.D.,  Chm Omaha 
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In  Hypertension*..When You  Need  to  Conserve 


Each  capsule 
contains  50  mg  of 
Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide 


Every 
Step 
of  the 
Way 


tStep  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent),  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent). 


Serum  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A brief 
summary  follows: 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension  Edema  or  hypertension 
requires  therapy  titrated  to  the  Individual  If  this 
combination  represents  the  dosage  so  deter- 
mined. Its  use  may  be  more  convenient  In  patient 
management  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant 


Contraindications:  Further  use  In  anuria,  progres- 
sive renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used  Hyperkalemia  can  occur, 
and  has  been  associated  with  cardiac  irregularities 
It  is  more  likely  in  the  severely  ill.  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency  Period- 
ically, serum  K+  levels  should  be  determined  If 
hyperkalemia  develops,  substitute  a thiazide  alone 
restrict  K-i-  intake  Associated  widened  QRS  com- 
plex or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  laundice.  throm- 


bocytopenia. other  adverse  reactions  seen  in  adults 
Thiazides  appear  and  triamterene  may  appear  in 
breast  milk  If  their  use  is  essential,  the  patient  should 
stop  nursing  Adequate  information  on  use  in  chil- 
dren IS  not  available  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma  Possible  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids]  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those 
with  suspected  or  confirmed  renal  insufficiency. 
Watch  for  signs  of  impending  coma  in  severe  liver 
disease  If  spironolactone  is  used  concomitantly, 
determine  serum  K+  frequently,  both  can  cause  K-i- 
retention  and  elevated  serum  K+  Two  deaths  have 
been  reported  with  such  concomitant  therapy  Cm 
one.  recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly  moni- 
tored] Observe  regularly  for  possible  blood 
dyscrasias.  liver  damage,  other  idiosyncratic  re- 
actions Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  thiazides.  Triam- 
terene is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Anti- 
hypertensive  effect  may  be  enhanced  in  post- 
sympathectomy patients  Use  cautiously  in  surgical 
patients  The  following  may  occur  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be 
altered],  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia],  decreasing  alkali  reserve  with 


possible  metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypo- 
kalemia, although  uncommon,  has  been  reported 
Corrective  measures  should  be  instituted  cautiously 
and  serum  potassium  levels  determined.  Discon- 
tinue corrective  measures  and  Dyazide'  should 
laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Serum  PBI  levels  may  decrease  with- 
out signs  of  thyroid  disturbance.  Calcium  excretion 
is  decreased  by  thiazides.  Dyazide'  should  be  with- 
drawn before  conducting  tests  for  parathyroid 
function 

Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis,  rash, 
urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis, xanthopsia  and.  rarely,  allergic  pneumo- 
nitis have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components. 

Supplied:  Bottles  of  1000  capsules;  Single  Unit 
Packages  (unit-dose]  of  100  (intended  for  institu- 
tional use  only];  in  Patient-Pak™  unit-of-use  bottles 
of  too. 
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works  well  in  your  office . . . 

NEOSPORIN  Ointment 

(pofymyxln  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base):  special  white  petrolatum  qs:  in  tubes  of  1 oz  and  l/2ozand  1/32  oz  (approx.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It's  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treats  those  that 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN"  Ointment— for  the  office,  for  the  home. 

(polymyxin  F^-bacitracin- neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  ^iram  conlalns:  Aerosporin'*  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 m^^lequlvalent  to  3.5  mg  neomycin  base);  special  white 
petrolatum  qs:  In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro 
toxicity  and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  In  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorj)tlon  of  neomycin  Is  possible.  In  bums 
where  more  than  20  percent  of  the  body  surface  Is 
affected,  especially  If  the  patient  has  Impaired  renal 
function  or  Is  receiving  other  aminoglycoside  anil 
blotlcs  concurrently,  not  more  than  one  application  a 
day  Is  recommended. 


Wlien  using  neomycin  containing  products  to  control 
secondary  Infection  In  the  chronic  dermatoses.  It 
should  be  borne  In  mind  that  the  skin  Is  more  liable 
to  become  sensitized  to  many  substances.  Including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  Is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  Itching:  It  may  l>e  manifest  simply  as  a 
failure  to  heal.  During  long  term  use  of  neomycin 
containing  products,  periodic  examination  for  such 
signs  Is  advisable  and  the  patient  should  l>e  told  to 
discontinue  the  product  If  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medlca 
Mon.  Neomycin  containing  anpllcatlons  should  be 
avoided  for  that  patient  thereaner. 


PRECAUTIONS:  /Vs  with  other  antibacterial  prepara 
t Ions,  prolonged  use  may  result  In  overgrowih  of  nor 
susceptible  organisms.  Including  fungi.  Approprlat 
measures  should  lx*  taken  If  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  Is  a not  un| 
common  cutaneous  sensitizer.  Articles  In  the  curren' 
literature  Indicate  an  Increavsc  In  the  prevalence  o| 
persons  allergic  to  neomycin.  Ototoxicity  and  nephrn 
toxicity  hav'eneen  rej>orted  (sec  Warning  section).  j 
Complete  literature  available  on  request  from  Profe^' 
slonal  Services  Dept.  PML 

/ Burroughs  Wellcome  Co. 

'tK  / Research  Triangle  Park  ' 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


HAVE  Ol'K  FEES  GONE  UP  OR  DOWN? 

One  ol'  my  good  friends  was  recently  kind 
enough  to  show  me  a framed  1888  to  1898 
Northwestern  Nebraska  Medical  Society  fee 
schedule.  Look  at  these  fees. 

Hut  remember  that  it  would  have  taken 
$:L87  in  1967  to  buy  what  you  could  have  got 
for  a dollar  in  1913. 

And  you  have  to  spend  $8.47  today  to  get 
what  one  dollar  would  have  bought  in  1913. 

The  quality  of  goods  may  have  changed,  our 
style  of  living  is  different,  today’s  automobiles 
may  be  better  than  what  people  drove  70  years 
ago,  but  the  fact  remains  that  since  1913,  the 
value  of  the  dollar,  I learn,  has  gone  down  to 
1 1.8  cents  in  1980.  You  may  change  that  to  15 
cents  if  you  think  the  things  you  buy  are  better 
today,  but  I don’t  think  they  are  any  better. 

This  is  what  doctors  used  to  charge.  Less 
than  a hundred  years  ago,  the  fee  for  opening 
an  abscess  was  one  to  ten  dollars,  two  to  ten 
dollars  to  introduce  a catheter,  $100  to  $200 
for  amputating  a leg,  $50  to  $100  for  cataract 
removal,  and  two  to  20  dollars  for  taking  out  a 
foreign  body  from  eye,  ear,  nose,  or  throat. 
Treatment  of  gonorrhea  came  to  $10  to  $25, 
syphilis  was  $25  to  $100,  and  both  in  advance. 

That  is  what  doctors  charged  85  years  ago. 
You  should  multiply  these  fees  by  eight,  or 
more,  to  see  what  we  would  be  charging  our 
patients  today.  And  think  of  the  expense  of 
operating  an  office,  and  malpractice  insurance. 

We  don’t  get  fees  like  those  now.  Few  of  us 
have  chauffeurs,  but  some  of  our  grandfathers 
did.  They  charged  all  the  way  up  to  ten  dollars 
for  an  office  visit,  and  try  multiplying  that  by 
eight.  The  fee  for  performing  tracheotomy  was 
$50  to  $100  long  ago.  And  if  you  got 
appendicitis,  there  was  a good  chance  that  you 
would  die;  they  didn’t  do  appendectomy  then. 

Do  think  of  quality.  What  we  give  our 
patients  is  a hundred  times  better,  even  a 
thousand  times  better  than  what  they  received 
before  the  turn  of  the  century.  Cataract 
removal,  office  visits,  infections,  everything  is 
done  far  better  now,  while  a loaf  of  bread  is  still 
a loaf  of  bread,  and  no  apology  to  the  baker; 


and  a suit  of  clothes  you  bought  in  1890  looks 
like  one  you  get  today. 

Down,  that  is  where  our  fees  have  gone, 
down. 

F.C. 


POSITIVE  AND  NEGATIVE: 

A GUIDE  TO  MEDICAL  REPORTS 

When  the  report  says  positive,  it  has  always 
meant  abnormal  to  me,  or  bad.  It  was  positive 
for  something,  and  you  had  found  the  trouble. 

And  negative  meant  that  you  were  all  right. 
Because  negative  meant  that  they  had  found 
nothing  wrong,  like  negative  growth  on  blood 
culture  or  sputum  or  whatever. 

Isn’t  that  what  you  thought? 

Well,  I just  read  that  one  laboratory  says 
positive  when  nothing  is  wrong;  positive  is 
good,  you  see,  and  negative  is  bad,  in  the  sense 
that  negative  sounds  like  minus,  and  like 
negation,  and  that  negative  is  a put-down. 
Think  positive,  is  good  advice  to  the  patient. 
When  the  prognosis  is  negative,  the  outlook 
may  not  be  good,  I agree;  but  what  of  all  the 
years  when  I took  positive  to  mean  an 
unwelcome  Wassermann  report,  or  that  the 
lymph  nodes  were  positive,  or  that  the  urine 
was  positive  for  sugar? 

In  my  book,*  when  the  test  is  positive,  it  is 
abnormal,  it  is  bad. 

We  had  better  think  about  this,  and  look  at 
the  figures  themselves,  and  not  rely  on  the 
words  negative  and  positive.  Or  ask  the 
laboratory  people  what  positive  and  negative 
mean  to  them. 

They  may  mean  the  exact  opposite  of  what 
we  think  they  mean. 

*Cole,  Frank;  Guide  to  Medical  Reports,  1972;  Medical 
Examination  Publishing  Company,  65-36  Fresh  Meadow 
Lane,  Flushing,  N.Y.  11365. 

F.C. 
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PUT  ME  TO  SLEEP 

When  we  invented  anesthesia,  and  we  means 
the  United  States  of  America  and  my  native 
New  England,  Connecticut,  of  course,  it  was 
expected  that  the  patient  would  be  thrust  into 
a state  of  feeling  no  pain,  and  it  came  as  a 
complete  surprise  to  the  anesthetizers  to  find 
that  their  patients  lost  consciousness.  The 
search  for  a state  of  insensitivity  to  pain 
without  sleep  still  goes  on,  and  while  it  has 
included  topical  analgesia,  nerve  blocks,  and 
even  ether  analgesia,  it  has  not  been  success- 
ful; and  we  have  acupuncture  and  hypnotism. 

Now  the  patient  expects  to  be  asleep  during 
surgery.  Some  say,  I don’t  care  what  you  do  to 
me,  I just  want  to  be  asleep;  some  don’t.  But 
being  put  to  sleep  may  raise  the  mortality  and 
the  morbidity  rates.  On  the  other  hand,  there 
may  be  an  onslaught  on  your  autonomic 
nervous  system  when  you  lie  awake  while  all 
sorts  of  things  are  being  done  to  you. 

With  the  coming  of  curare,  muscular  relaxa- 
tion could  easily  be  provided,  and  given  with 
light  general  anesthesia,  lessening  the  need  for 
deep  ether  anesthesia,  or  for  spinal  block. 

I do  not  know  where  the  future  lies,  perhaps 
in  being  thrust,  as  our  antecedents  put  it,  into  a 
state  of  insensibility  to  pain.  But  surgical 
anesthesia  has  rightly  been  called  America’s 
greatest  gift  to  the  world,  and  I like  to  think 
that  the  future  is  here,  too. 

F.C. 

THE  SLOW  SURGEON 

We  are  fond  of  saying  that  the  fast  surgeon  is 
the  good  surgeon.  A fast  operator  makes  the 
anesthesiologist  look  good,  because  you  can 
wake  the  patient  up  when  you  are  in  trouble, 
and  get  rid  of  your  problem  before  it  gets 
worse. 

Then,  too,  the  patient  is  not  kept  under 
anesthesia  long  when  the  surgeon  is  quick;  and 
surgical  anesthesia  is  not  merely  sleep.  It 
seems  proper  to  think  that  there  will  be  less 
morbidity  and  a lower  mortality  rate  when  the 
operation  is  over  in  one  hour  than  when  it  takes 
four. 


The  next  point  is  of  course  this:  why  is  the 
slow  surgeon  slow? 

But  I have  worked  with  surgeons  who  were 
brilliant,  and  who  prided  themselves  on  taking 
more  time.  They  were  not  slow  thinkers,  and 
they  were  excellent  technicians.  And  their 
results  were  outstanding. 

I’ll  take  the  fast  surgeon,  but  I’m  not  a 
surgeon.  I’m  an  anesthesiologist. 

The  one  we  need  is  the  statistician. 

F.C. 


REFERENCES 

There  are  some  6 or  8 things  I want  to  say 
about  references.  References  may  be  listed 
serially,  as  they  appear  in  the  text,  so  that  the 
first  article  referred  to  is  number  one;  or  they 
may  be  shown  in  alphabetical  order,  according 
to  the  surname  of  the  author.  Or  they  may  be 
listed  chronologically,  according  to  the  years  in 
which  they  were  published. 

References  should  be  numbered,  so  the 
reader  can  know  where  they  apply;  un- 
numbered references  are  not  references  at  all, 
they  do  not  refer  you  to  anything;  they  are  a 
bibliography,  and  they  may  impress  the  reader, 
but  they  do  not  help. 

Ten  references  are  enough.  Two  or  three 
hundred  seem  impressive,  but  they  only  bury 
the  reader  under  the  weight  of  their  numbers; 
and  they  suggest  that  the  author’s  work  cannot 
be  original  if  it  was  preceded  by  so  many 
others. 

References  should  conform  to  some  style, 
and  Index  Medicus  is  commonly  used.  I like 
little  raised  numbers  in  the  text;  numbers  in 
parentheses  are  confusing  and  may  seem  like 
part  of  the  text,  or  may  be  taken  to  refer  to 
tables  or  figures. 

It  makes  sense  to  consult  the  journal  you  are 
sending  a manuscript  to,  and  to  conform  to  the 
editor’s  style. 

F.C. 
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ORIGINAL  ARTICLES 


Vascular  Ectasias  of  the  Colon: 
A Diagnosis  Coming  of  Age 


Abstract 

There  is  a need  to  identify  that  group  of 
patients  who  are  at  risk  for  having  vascular 
ectasias.  Those  who  are  60  years  old  or 
greater,  have  significant  lower  gastroin- 
testinal hemorrhage,  and  have  a past  history 
of  unexplained  bleeding  episodes  should  be 
suspect  for  colon  ectasias.  These  patients 
should  have  angiographic  studies  to  confirm 
the  diagnosis. 

Vascular  Ectasias  of  the  Colon:  A Diagnosis 
Coming  of  Age 

ISOLATING  bleeding  of  colonic 
origin  is  an  established  matter; 
however,  identifying  the  cause 
of  the  bleeding  has  proved  elusive.  Neoplasms 
then  diverticulitis  historically  were  impli- 
cated. Later  diverticulosis  was  con- 

sidered to  be  the  most  common  source  of 
colonic  bleeding.  •'••'’•6  Recently  cases  of  vas- 
cular ectasias  of  the  colon  have  been  recog- 
nized. This  lesion  may  be  one  of  the  most 
common  causes  of  chronic  profuse  colonic 
bleeding. 

Vascular  ectasias  were  first  reported  in 
the  literature  two  decades  ago.'^  With 
increased  interest  and  newer  diagnostic 
techniques,  the  diagnosis  has  now  come  of 
age.  Seven  cases  of  hemorrhage  from  vas- 
cular ectasias  were  followed  by  a single 
group  in  Omaha,  Nebraska.  These  cases  are 
summarized  to  create  a patient  profile  and 
report  the  role  played  by  these  lesions. 

Materials  and  Methods: 

Seven  cases  of  vascular  ectasias  of  the 
colon  were  collected  from  November  1975 
through  December  1979.  Past  medical  re- 
cords were  reviewed  with  particular  atten- 
tion to  previous  anemia  or  bleeding.  Angio- 
graphy in  all  cases  was  reviewed.  In  three 
cases  the  operative  specimens  were  also 
injected.  Special  attention  was  given  to  the 
pathologic  findings  in  regard  to  the  gross 
and  microscopic  presence  of  the  lesions. 
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Results 

The  diagnosis  of  vascular  ectasia  of  the 
colon  was  confirmed  in  seven  patients  (Table 
1).  The  average  age  was  66.3  years  with  a 
range  from  55  to  76.  There  were  five  men 
and  two  women.  Six  of  the  seven  patients 
had  a previous  history  of  bleeding  which 
dated  back  from  one  to  ten  years.  Four  of 
these  seven  patients  had  three  or  more 
investigations  to  detect  the  site  of  bleeding. 

TABLE  I 

SEVEN  PATIENTS  REVIEWED 

No.  of  Patients 


History  of  previous  gastrointestinal  blood  loss 6 

f Colonoscopy 3 

Diagnosis  confirmed  by  t Angiography 6 

t Pathological  Gross/Micro  . 7 

Multiple  Ectasias 2 
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One  patient  previously  had  a diagnostic 
celiotomy  and  left  hemicolectomy  in  an 
attempt  to  control  hemorrhage.  Complete 
colonoscopic  evaluations  showed  areas  of 
mucosal  ectasias  in  the  cecum  in  three 
patients.  One  of  these  patients  also  had 
ectasias  seen  in  the  left  colon.  Selective 
angiography  successfully  revealed  the  lesion 
of  six  of  the  seven  patients.  The  remaining 
lesion  was  found  by  chromium  labeled  blood 
loss  study.  An  angiogram  was  performed  on 
three  resected  specimens  of  colon  and  all 
confirmed  the  presence  of  the  ectasia.  Path- 
ologic examination  of  the  resected  colons 
showed  lesions  in  all  cases. 

Discussion 

Vascular  ectasia  consists  of  dilated  tufts  of 
vessels  usually  found  in  patients  60  years 
or  older  and  occuring  primarily  in  the  cecum 
and  right  colon.  They  are  neither  neoplastic 
nor  congenital  lesions.®  The  lesions  are 
usually  less  than  five  millimeters  in  size  and 
are  rarely  visualized.®  '®"  Their  presence, 
manifested  by  chronic  intermittent  bleeding 
or  anemia,  usually  requires  angiography  to 
be  identified. 

Recently,  elegant  work  by  Boley  has  shed 


some  light  on  the  origin  of  these  lesions. 
Chronic,  intermittent,  partial  obstruction  of 
the  submucosal  veins  occurs  where  they 
pierce  the  muscular  layers  of  the  colon.  Over 
many  years,  these  vessels  dilate  followed  by 
dilation  sequentially  of  the  venules,  capillar- 
ies, and  proximal  arterioles.  When  the 
precapillary  sphincter  becomes  dilated  and 
incompetent,  a small  arteriovenous  mal- 
formation is  created.  The  cecum  is  the  usual 
place  for  the  lesion  to  occur  because  of  long 
submucosal  veins  and  the  high  wall  tension 
as  explained  by  the  law  of  LaPlace:  Tension 
(colon  wall)=  Pressure  (lumen)  x Diameter 
(colon)  X 3.14  (Pi).  The  segment  of  colon  with 
the  greatest  diameter  has  the  highest  wall 
tension.  Increased  tension  in  the  muscle 
layers  of  the  colon  wall  initiates  the  ultimate 
formation  of  vascular  ectasias. 

Comparing  our  findings  with  those  in  other 
series  we  see  a recurring  pattern. ^ 

The  patients  are  mature  with  the  great 
majority  between  50-80  years  of  age.  There 
is  a pattern  of  chronic,  recurrent  gastro- 
intestinal blood  loss.  Six  of  our  seven  cases 
showed  the  lesion  to  be  in  the  right  colon. 
Similarly,  others  have  found  80  percent  of 
the  ectasias  in  the  right  colon  with  about  half 


1 

Superior  mesenteric  arteriogram  in  arterial  phase.  Arrow 
shows  early  filling  of  draining  vein  from  cecum. 
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of  these  in  the  cecal  wall.  The  hallmark  of 
the  radiologic  diagnosis  is  the  early  filling  of 
the  draining  vein  which  would  be  expected 
because  of  the  arteriovenous  communication. 
Angiography,  the  cornerstone  of  the  work 
up,  was  diagnostic  in  six  of  our  seven 
patients.  (Figures  1 and  2) 

Lower  gastrointestinal  bleeding  of  signifi- 
cant amounts  of  blood  is  often  diagnosed  as 
diverticular  bleeding  because  only  diver- 
ticulosis  is  found  on  the  barium  enema.  This 
diagnosis  by  exclusion  usually  follows  criteria 
proposed  by  Quinn  in  patients  known  to  have 
diver ticuli,  in  whom  significant  rectal  bleed- 
ing has  occured.'*^  '^  The  nasogastric  aspir- 
ate should  be  negative  for  blood  and  the 
coagulation  studies  normal.  Barium  enema 
and  sigmoidoscopy  should  disclose  no  other 
sources  of  bleeding. 

Diverticular  bleeding  as  a diagnosis  by 
exclusion  has  recently  been  challenged,  In 
a group  of  patients  with  massive  lower 
gastrointestinal  bleeding,  hemorrhage  from 
vascular  ectasias  were  demonstrated  by 
angiography  in  20  percent.  In  this  same 
group  only  20  percent  of  the  clinically 


diagnosed  diverticulosis  patients  showed 
angiographic  evidence  of  bleeding  diverticuli. 
Occasionally,  by  colonoscopy  or  at  operation, 
a diverticulum  may  be  seen  with  a clot  in  its 
ostium  or  with  an  erosion  at  its  neck, 
suggesting  that  it  probably  was  a recent 
source  of  hemmorrhage.  It  has  been  our 
experience,  however,  that  these  sightings 
are  the  exception  rather  than  the  rule. 
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The  Nebraska  Mental  Health  Commitment 
Act  and  Common  Physician  Problems 


IN  1976,  a new  commitment  law 
was  introduced  in  Nebraska. 
This  was  necessary  in  view  of 
the  movement  sweeping  the  country  to  protect 
the  legal  rights  of  the  mentally  ill.  Full  due 
process  rights,  the  same  ones  used  in  criminal 
trials,  were  introduced  into  commitment  pro- 
cedures. 

State  laws  without  these  due  process  pro- 
cedures were  being  found  unconstitutional 
throughout  the  country.  Such  was  the  case 
with  the  old  more  informal  Nebraska  law.  In 
addition  to  a tighter  standard  for  mental 
illness,  the  standard  of  dangerousness,  not  a 
medical  concept,  was  added  as  a commitment 
criterion. 

The  new  complex  time-consuming  pro- 
cedures and  the  element  of  dangerousness 
concerned  physicians,  county  clerks,  and  at- 
torneys. Dangerousness  as  a standard  was  and 
is  anathema  to  many  mental  health  profes- 
sionals. 

These  professionals  point  out  that  the 
average  mentally  ill  person,  although  some- 
times frightening  in  his  odd  behavior,  is  hardly 
dangerous.  They  are  further  concerned  that 
the  emphasis  on  dangerousness  will  mislead 
the  public  into  believing  that  most  mentally  ill 
persons  are  dangerous.  This  belief  is  rein- 
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forced  by  the  occasional,  but  rare,  sensational 
murder  trial. 

Dangerousness  as  a standard  is  readily 
understood  when  it  is  applied  to  a recent 
violent  act  or  threat.  It  is  also  understood  in 
those  patients  with  recent  attempt  or  threat  of 
suicide. 

Dangerousness  is  not  as  well  understood  in 
those  situations  of  a clearly  documented 
inability  to  care  for  self.  Our  law  allows 
commitment  in  cases  where  persons  are  so 
mentally  ill  that  they  are  unable  to  provide  for 
their  basic  human  needs.  These  needs  include 
food,  clothing,  shelter,  personal  safety,  and 
essential  medical  care. 

The  geriatric  patient  very  ill  with  a senile  or 
arteriosclerotic  organic  brain  syndrome  clearly 
meets  the  mental  illness  standard.  How  is  he 
dangerous?  If  he  is  not  eating,  or  has  to  be 
directed  when  and  where  to  eat,  not  providing 
himself  obvious  good  shelter,  if  he  wanders 
semiclothed  in  freezing  weather,  onto  busy 
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streets  and  highways  at  risk  to  his  personal 
safety,  we  believe  he  meets  the  inability-to- 
care-for-self  standard. 

Other  examples  of  this  are:  1)  the  patient  is  a 
senile  diabetic  and  in  the  usual  cranky  or 
forgetful  manner,  not  cooperating  or  not 
remembering  to  take  his  insulin;  or  2)  the 
patient  is  a chronic  schizophrenic,  preoccupied 
with  his  delusions;  or  a chronic  alcoholic 
forgetful  or  hostile  because  of  his  organic  brain 
syndrome.  If  on  antihypertensives,  these 
patients  are  at  risk  for  stroke  or  death. 

Our  caseload  of  10  to  20  hearings  a week 
conducted  in  6 different  psychiatric  inpatient 
units  over  a 3-year  period  has  given  us 
exposure  to  the  inability-to-care-for-self  stan- 
dard. Other  commitment  problems  we  have 
encountered  include: 

Problem  No.  1.  Emergency  Admission. 

It  is  late  in  the  day  in  your  office  or  in  the 
hospital  emergency  room.  A patient  arrives,  or 
more  often  is  brought  in  by  relatives.  He  is 
depressed  and  indicates  he  wishes  to  end  it  all 
by  suicide.  He  is  obviously  mentally  ill  in  his 
depression  and  quite  dangerous  to  himself.  In 
another  case  the  patient  is  clearly  delusional 
and  says,  “I  am  the  servant  of  the  mighty 
Creator.  He  tells  me  to  destroy  my  wife.”  In 
both  cases,  the  patient  refuses  to  enter  the 
hospital  voluntarily. 

As  a physician  you  now  have  a limited 
privilege  to  hold  this  person  in  your  office  or  in 
a hospital  emergency  room  until  a peace  officer 
arrives  or  until  you  can  contact  your  county 
attorney  and  he  starts  a commitment  pro- 
cedure. This  privilege  has  also  been  extended 
to  psychologists. 

Problem  No.  2.  Emergency  Transfer. 

Suppose  you  have  a patient  who  is  clearly 
mentally  ill  and  dangerous,  and  that  you  have 
no  facilities  for  security.  Clearly  the  patient 
needs  a private  or  public  inpatient  psychiatric 
ward  immediately. 

There  is  an  emergency  transfer  procedure  in 
the  law.  Surprisingly,  it  is  rarely  used  or 
understood.  The  physician  or  a family  member 
or  a peace  officer  can  immediately  petition  the 
county  attorney.  The  county  attorney  can 
petition  a district  court  judge  on  an  emergency 
basis.  The  judge  can  authorize  an  emergency 


county  to  county  transfer  under  commitment 
hold.  The  county  mental  health  board  with  an 
inpatient  psychiatric  facility  within  its  county 
can  then  hear  the  case. 

The  difficulty  in  emergency  transfer  is  this: 
the  witnesses  to  the  mental  illness  and 
dangerousness  must  travel  to  the  receiving 
county  for  the  hearing,  but  this  may  be  a small 
matter. 

Problem  No.  3.  The  Against-Medical- 
Advice  Letter. 

Occasionally,  a patient  already  in  a hospital 
changes  his  mind.  He  may  have  deteriorated 
mentally  and  become  increasingly  agitated, 
delusional  and  refuse  needed  digitalis  for  his 
cardiac  condition.  Or  he  may  become  despon- 
dent and  say  he  wishes  to  end  it  all. 

If  the  patient  insists  on  leaving  the  hospital, 
you  can  insist  that  he  put  in  writing  the  letter 
to  leave  Against  Medical  Advice.  You  can  then, 
quite  properly,  hold  him  against  his  will  for  up 
to  48  hours  excluding  weekends  and  holidays. 

The  patient  may  change  his  mind.  Also,  you 
now  have  enough  time  to  have  his  family  or 
yourself  contact  your  county  attorney  and  start 
a commitment  procedure.  Indeed,  a patient 
can  be  prevailed  upon  to  change  his  mind, 
accept  your  treatment,  or  agree  to  be  sent  to  a 
public  or  private  psychiatric  facility. 

Problem  No.  4.  The  Least  Restrictive 
Treatment  Setting. 

Our  commitment  law  states  that  if  the  board 
is  clearly  convinced  at  the  final  hearing  that  a 
patient  is  mentally  ill  and  dangerous,  the 
treatment  must  take  place  in  a setting  which  is 
the  least  restrictive  of  the  patient’s  freedom. 
This  leads  at  times  to  either  prematurely 
shortened  hospitalization  or  perhaps  pre- 
mature outpatient  care.  This  has  caused  a 
great  deal  of  consternation. 

Psychiatric  hospitals  are  not  anxious  these 
days  to  keep  patients  very  long.  Long-term 
psychiatric  treatment  facilities  have  become 
rare.  A constant  tug  of  war  sometimes  develops 
between  the  hospital  and  the  community 
forced  to  recommit  a patient.  These  patients 
often  repeatedly  cease  to  take  antipsychotic 
medications  and  repeatedly  deteriorate. 

We  feel  that  the  least  restrictive  option 
should  be  used  to  enforce  outpatient  care 


December  1980  Nebraska  Medical  Journal 


323 


following  hospitalization.  We  believe  that  the 
least  restrictive  treatment  setting  requirement 
can  be  interpreted  to  mean  a shorter  hospi- 
talization followed  by  a prolonged  supervised 
outpatient  program  with  the  commitment 
retained. 

We  often  at  the  final  hearing  order  out- 
patient care  following  hospitalization.  Hospital 
treatment  plans  and  progress  notes  are  sub- 
mitted to  the  committing  board  for  review  and 
approval.  The  commitment  law  certainly 
implies  a partnership  between  the  hospital  and 
the  county  mental  health  board. 

In  the  patient’s  legal  interest,  hospitalization 
is  shortened  and  perhaps  his  return  is  pre- 
vented by  board-supervised  aftercare. 

We  have  received  excellent  cooperation 
locally  and  are  kept  well  informed  in  writing  by 
our  community  mental  health  clinics.  We  have 
acted  to  bring  a patient  back  before  us  or  have 
rehospitalized  patients  briefly.  These  are 


patients  on  a posthospital  committed  out- 
patient status.  In  addition  these  are  patients 
who  we  have  been  informed  have  refused 
medications  or  who  have  failed  to  keep 
appointments.  Of  course,  the  patient  is  en- 
titled to  a hearing  before  action  is  taken  or  very 
shortly  after  rehospitalization  if  an  emergency 
pickup  has  become  necessary. 

Recidivism  remains  a problem,  but  inroads 
have  been  made.  We  are  more  respectful  of  the 
patient’s  rights  in  preventing  repeated  and 
prolonged  inpatient  hospitalizations.  Surely,  a 
local  physician  where  community  clinics  do  not 
exist  could  also  work  with  the  county  board  in 
a supervising  partnership. 

The  new  commitment  law  is  more  complex 
and  time-consuming,  but  it  is  worth  it,  both  to 
the  patient  and  to  society.  Compared  to  most 
of  our  surrounding  states,  we  believe  we  have  a 
more  workable,  humane,  and  flexible  commit- 
ment law  with  many  options. 


OB’GYN  Section: 

Fetal  Movements  and  Fetal  Well-being 


Not  all  physicians  engaged  in 
the  practice  of  obstetrics  have 
access  to  contemporary  tech- 
nology for  assessing  the  well-being  of  the 
patient  and  her  fetus.  There  are  some  simple, 
practical  methods  that  can  be  applied  to  alert 
the  physician  early  that  the  fetus  may  be  in 
jeopardy. 

One  form  of  antenatal  monitoring  that 
requires  no  facilities  is  the  assessment  of  fetal 
movements.  The  patient  is  asked  to  assess  and 
record  fetal  movements.  Special  devices 
recording  fetal  movements  found  that  patients 
could  detect  over  80%  of  the  movements 
recorded. 

The  mean  daily  fetal  movement  recording 
(DFMR)  rises  from  about  200  (20th  week)  to  a 
maximum  of  500  (32nd  week)  and  then 
decreases  to  282  until  delivery.  However,  the 
mean  range  from  less  than  50  to  over  1,000  per 
day. 

Patient  self-assessment  of  fetal  movements 
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is  accomplished  by  asking  her  to  record  fetal 
movements  for  30-60  minutes  three  times  a 
day.  If  the  patient  feels  a sudden  decrease  in 
movements  to  only  a few  a day  (less  than  4)  or 
feels  no  movement  for  12  hours,  she  should 
report  to  her  physician. 

In  the  high-risk  pregnancy,  fetal  death  has 
been  found  to  follow  pronounced  decrease  or 
cessation  of  movements.  In  the  high-risk 
patient,  the  complete  cessation  of  fetal  activity 
for  12  hours,  but  with  audible  heart  sounds,  or 
a decrease  in  movements  to  less  than  4 per 
day,  is  known  as  the  Movement  Alarm  Signal 
(MAS). 
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Patient  recording  of  fetal  movements  can 
also  be  useful  to  physicians  who  have  access  to 
equipment  for  the  Non-Stress  Test  (NST)  and 
the  Contraction  Challenge  Test  (CCT).  Re- 
cording fetal  movements  during  the  interval 
(NST  and/or  CCT)  affords  a simple  method  of 
constant  surveillance  of  fetal  well-being. 

Through  the  years  patients  have  reported 
changes  in  fetal  movement  to  their  physicians, 
the  significance  of  which  was  not  known.  At  the 


present  time,  with  planned  movement  monitor- 
ing, drastic  changes  may  indicate  the  critical 
time  for  delivery  to  prevent  fetal  death  in  some 
cases. 


Figure  1 shows  the  form  used  for  patient 
recording  of  fetal  movements  at  the  University 
of  Nebraska  Medical  Center,  Department  of 
Obstetrics  and  Gynecology. 


Figure  1 
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Circadian  Systems  in  Medicine 


PART  II 

II.  Neurotransmitter  Rhythms 

IN  view  of  the  accumulated 
evidence  of  central  nervous 
system  control  of  circadian 
endocrine  rhythms,  one  should  note  that 
there  is  a circadian  variation  in  neurotrans- 
mitter concentrations.  A circadian  variation 
in  acetylcholine,  serotonin,  and  norepine- 
phrine in  the  central  nervous  system  of 
experimental  animals  has  been  demonstrated, 
as  well  as  circadian  variation  in  urinary 
catecholamine  excretion.  More  recently  a 
circadian  variation  in  endorphin  activity  in 
discrete  brain  areas  has  been  described. 
This  is  of  considerable  interest,  both  with 
regard  to  its  postulated  role  in  regulation  of 
neurotransmitter  function,  as  well  as  the 
modulation  of  endorphin(s)  of  hormonal  se- 
cretion, especially  that  of  prolactin  and 
growth  hormone.  A loss  of  circadian 
rhythmicity  in  both  temperature  and  loco- 
motor activity  following  suprachiasmatic 
lesions  in  the  rat  has  been  conclusively 
demonstrated.^^ 

There  have  also  been  numerous  animal 
studies  which  demonstrate  circadian  activity 
of  the  pineal  gland.  A nocturnal  increase 
has  been  demonstrated  in  serotonin-N- 
acetyltransferase  activity  associated  with  a 
fall  in  serotonin  concentrations.  A rise  in 
nocturnal  melatonin  concentrations  has  also 
been  reported,  with  highest  levels  seen 
during  the  dark  period  in  both  nocturnal  and 
diurnal  species. Although  the  role  of 
melatonin  with  regard  to  human  or  animal 
gonadal  function  is  controversial,  there  is  a 
report  of  variation  in  melatonin  concen- 
tration in  the  course  of  the  menstrual  cycle, 
with  elevation  at  the  time  of  onset  of 
menstrual  bleeding  and  a nadir  at  the  time  of 
ovulation. 

III.  Circadian  Rhythm  Desynchronization 

Disorders  in  circadian  rhythms  can  be 
characterized  by  either  abolition  of  a rhythm, 
a change  in  phase  of  a rhythm,  a change  in 
the  phase  relationship  of  one  rhythm  to 
another,  or  the  appearance  of  a new  period- 
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icity.  Internal  rhythm  desynchronization  can 
be  produced  by  bedrest  beyond  20  days  or 
more,  seven  days  of  weightlessness,  the  jet 
lag  syndrome,  and  work-shift  cycles  such  as 
those  found  in  hospitals.  It  is  also  likely, 
although  not  experimentally  proven,  that 
such  internal  desynchronization  could  be 
produced  by  therapeutic  procedures,  surgical 
operations,  infections,  or  other  forms  of 
stress.  The  implications  of  the  disruption  of 
this  internal  temporal  organization  to  man’s 
overall  mental  and  physical  health,  and  its 
subsequent  impact  on  his  work  performance 
are  self-evident. 

Previous  reviews  concerning  periodic  dis- 
ease predominately  stress  the  appearance  of 
a new  periodic  phenomenon.  Recently,  hypo- 
theses concerning  malfunction  of  hypothal- 
amic clock  mechanisms  have  been  advanced 
to  explain  the  changes  in  timing  or  phase  of 
circadian  rhythms  observed  in  disease. 

The  Stein-Leventhal  Syndrome  is  char- 
acterized by  constant,  rather  than  cyclic, 
secretion  of  luteinizing  hormone  (LH)  and  is 
also  associated  with  the  persistence  of 
moderate  elevation  of  LH  levels.  Such 
abnormalities  are  reminiscent  of  the  gon- 
adotrophin pattern  of  levels  seen  in  neonatal 
androgenized  female  rats,  leading  to  the 
suggestion  that  the  syndrome  may  be 
secondary  to  some  form  of  hypothalamic 
dysfunction  similar  to  what  is  presumed  to 
occur  in  the  animal  model.  It  should  be 
realized,  however,  that  alternative  etiological 
theories  based  on  abnormalities  in  ovarian 
secretion  are  also  tenable. 

Acromegalia  has  been  suggested  as 
occurring  secondarily  to  a functional  central 
nervous  system  abnormality  even  in  those 
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cases  associated  with  pituitary  tumor. 
Such  patients  also  display  a loss  of  rhythmic 
regulation  of  growth  hormone  secretion, 
while  maintaining  responsiveness  to  agents 
which  normally  provoke  or  inhibit  normal 
growth  hormone  release.  Although  L-dopa 
stimulates  growth  hormone  release  in  normal 
subjects,  there  is  a significant  subgroup  of 
patients  with  acromegalia  in  whom  L-dopa  or 
dopaminergic  antagonists  inhibit  growth 
hormone  release.  Bromocryptine  (a  dopa- 
minergic antagonist)  has  provided  the  most 
efficacious  pharmacological  therapy  of  acro- 
megalia with  normalization  of  mean  growth 
hormone  concentrations.  There  are  no 
studies,  however,  in  which  nocturnal  period- 
icity of  growth  hormone  concentration  has 
been  determined  in  patients  on  such  treat- 
ment. 

Cushing’s  Disease,  also  referred  to  as 
pituitary-dependent  bilateral  adrenocortical 
hyperfunction,  is  characterized  by  the  ab- 
sence of  the  normal  circadian  periodicity  of 
plasma  ACTH  and  cortisol  concentrations. 
Early  morning  levels  may  be  normal  or 
elevated:  the  characteristic  of  Cushing’s 

disease  is  that  these  levels  remain  relatively 
constant  throughout  the  24-hour  period, 
rather  than  displaying  the  normal  circadian 
fall.  Episodic  secretory  episodes  are  also 
present.  There  is  no  evidence  to  date  that 
the  number  of  such  secretory  episodes 
differs  significantly  from  that  seen  in  normal 
subjects.  In  addition  to  the  absent  periodicity 
of  plasma  ACTH  and  cortisol  concentration, 
patients  with  Cushing’s  disease  do  not 
manifest  the  normal  nocturnal  rise  of  plasma 
growth  hormone  and  prolactin  concen- 
traction.  Such  abnormalities  persist  even  in 
states  of  remission,  induced  primarily  by 
pituitary  irradiation.  This  is  in  sharp  con- 
trast to  the  restoration  of  normal  periodicity 
when  the  cure  of  Cushing’s  syndrome  by 
excision  of  a functional  adrenal  tumor  is 
accomplished.  An  additional  abnormality 
seen  in  patients  with  Cushing’s  disease  is  the 
marked  decrease  in  the  percentage  of  time 
spent  in  EEG  slow  wave  sleep  in  patients 
that  are  both  clinically  active  and  in  re- 
mission. 

The  foregoing  observations  led  to  the 
suggestion  that  a functional  abnormality  in 
the  central  nervous  system,  perhaps  in 
neurotransmitter  action  or  content  leading  to 


a loss  of  the  normal  inhibitory  mechanisms 
for  CRF  release,  may  be  etiologically  re- 
sponsible for  a certain  percentage  of  cases  of 
this  disease.  It  certainly  has  been  noted  that 
abnormal  periodicity  of  plasma  ACTH  and 
cortisol  concentration  is  also  seen  in  endo- 
crinologically-normal  patients  with  hypotha- 
lamic-limbic system  disease. 

In  view  of  the  postulated  neurotransmitter 
control  of  ACTH  secretion,  there  have 
been  several  studies  which  have  investigated 
the  use  of  agents  which  affect  such  neuro- 
transmitter concentrations  in  moderating  the 
clinical  and  laboratory  abnormalities  of 
Cushing’s  disease.  Serotonin  has  been  impli- 
cated by  some  investigators  as  being  stim- 
ulatory to  ACTH  release.  Cyproheptadine, 
which  (among  its  other  actions)  serves  as  a 
serotonin  antagonist,  has  been  reported  to 
reverse  the  clinical  and  laboratory  abnor- 
malities in  patients  with  Cushing’s  disease, 
including  the  restoration  of  normal  circadian 
periodicity  of  plasma  ACTH  and  cortisol 
concentrations,  and  normal  amounts  of  slow 
wave  EEG  sleep. 

Change  in  circadian  rhythms  in  target 
organ  disease  has  been  evaluated  in  the  case 
of  the  adrenal  and  the  thyroid.  In  patients 
who  have  adrenolectomized,  or  in  patients 
with  Addison’s . disease,  there  is  a normal 
circadian  variation  in  plasma  ACTH  concen- 
trations, although,  due  to  the  lack  of  normal 
feedback  mechanisms,  such  concentrations 
are  elevated  above  those  seen  in  normal 
subjects. 27  Contrary  to  these  findings  is  a 
report  that,  although  the  circadian  variation 
in  serum  TSH  is  preserved  in  patients  with 
hyperthyroidism  of  a moderate  degree  with 
moderately  elevated  TSH  concentrations, 
periodicity  is  absent  in  patients  with  severe 
hyperthyroidism  whose  TSH  levels  are  more 
markedly  elevated.^® 

No  explanation  for  this  discrepancy  is 
readily  available. 

The  significance  of  Zeitgebers  in  hormonal 
periodicity  has  received  some  attention  in- 
cluding a study  of  light-dark  cycles  in  the 
blinded  person.  Whether  light-dark  cycles  or 
some  other  Zeitgebers,  such  as  sleep-wake 
cycles,  which  are  responsible  for  circadian 
rhythmicity,  is  currently  under  active  invest- 
igation. In  several  studies  in  which  hormonal 
periodicity  has  been  measured  in  blind 
subjects,  either  with  congenital  or  acquired 
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blindness,  there  appears  to  be  increasing 
evidence  that  rhythms  of  plasma  cortisol  can 
free-run  in  amblyopic  subjects,^®  whereas  the 
nocturnal  peak  of  plasma  growth  hormone 
concentrations  may  be  absent.  Disturbances 
in  circadian  rhythms  of  activity,  sleep,  mood 
and  neuroendocrine  function  play  an  integral 
role  in  the  pathophysiology  of  mania  and 
depression.  There  are  several  reports  of 
increased  and  decreased  levels  of  urinary 
corticosteroid  excretion,  respectively,  in 
manic  and  in  depressive  states. 

Although  “disrupted”  circadian  patterns  of 
plasma  corticosteroid  concentrations  have 
been  reported  in  patients  with  depression,  it 
appears  that  the  abnormality  is  not  one  of 
periodicity,  but  rather  one  of  an  increased 
amplitude  in  secretory  episodes,  There  is 
evidence  that  patients  with  manic-depressive 
psychosis  may  differ  in  internal  desynchron- 
ization of  several  body  rhythms,  that  is,  such 
rhythms  may  not  exhibit  the  same  phase 
relationship  to  each  other  as  seen  in  normal 
individuals.  Such  desynchronization  appears 
to  be  secondary  to  a shortening  of  the 
periodicity  of  some  of  the  parameters 
studied.  Lithium  treatment,  which  is  effec- 
tive in  some  psychiatric  conditions,  has  been 
observed  to  result  in  an  increase  in  periodic 
length.  Estrogen,  on  the  other  hand,  accel- 
erates the  rephasing  of  certain  rhythms. 

Several  physiological  disorders  and  con- 
ditions have  been  found  to  exhibit  circadian 
variations  which  consequently  can  be  exa- 
cerbated when  affected  individuals  are  sub- 
jected to  rotational  work  shifting  at  too 
rapid  a rate.  Although  not  classically  consi- 
dered to  be  a disease  state,  the  symptoms 
accompanying  time  zone  displacement,  or  jet 
lag,  are  well  known.  Different  individuals  vary 
in  the  rate  of  resynchronization  of  various 
rhythms,  including  those  hormone  rhythms 
affected  by  time  zone  displacement.  In  man, 
it  appears  that  approximately  6 to  9 days  are 
required  for  resynchronization  of  plasma 
cortisol  concentrations,  following  a 12-hour 
time  zone  displacement  period.  Other  rhy- 
thms resynchronize  at  different  rates.  It  has 
been  suggested  that  some  of  the  symptom- 
ology  associated  with  such  phase  shifting  is 
secondary  to  the  abnormal  phase  relationship 
of  the  various  bodily  rhythms  with  each 
other  and  of  the  external  time  period 
involved.  With  a better  understanding  of  the 


factors  involved  in  the  genesis  of  such 
rhythms,  it  is  hoped  that  appropriate  mea- 
sures may  be  taken  to  bring  about  a more 
rapid  rhythm  synchronization,  resulting  in  a 
greater  feeling  of  ease  and  efficiency  in 
subjects  undergoing  phase  shifting. 

rV.  Chronopharmacology 

Chronopharmacology  is  the  study  of  the 
effectiveness  of  various  pharmacological 
agents  and  human  responses  to  these  agents 
at  different  times  of  the  day.  An  oral  dose  of 
an  antihistamine  preparation,  for  example, 
may  be  effective  15-17  hours  when  admin- 
istered at  0700  hours,  but  only  six  to  eight 
hours  when  given  at  1900  hours.  Similarly, 
both  metapyrone  and  dexamethasone  are 
more  effective  when  administered  at  mid- 
night and  digitalis  has  twice  the  impact  when 
taken  at  night.  Possible  factors  that  may  be 
involved  are  circadian  periodicity  of  cell 
division  and  cellular  function,  and  circadian 
periodicity  in  drug  metabolizing  enzymes, 
the  latter  of  which  may  well  be  under 
endogenous  control. 

In  endocrine  chronotherapy,  it  is  well 
known  that  the  pituitary-adrenal  axis  is 
much  more  sensitive  to  supression  when 
exogenous  corticosteroids  are  administered 
just  prior  to  the  circadian  rise  in  plasma 
ACTH  and  corticosteroid  concentrations,  as 
compared  to  administration  after  the  cir- 
cadian rise.  This  finding  has  formed  the  basis 
for  the  alternate  morning  method  of  steroid 
treatment  for  endocrine  diseases  requiring 
such  treatment.  Administration  of  corti- 
costeroids in  this  manner  lessens  the  likeli- 
hood of  prolonged  CNS  pituitary-adrenal 
suppression  by  allowing  the  normal  circadian 
rise  to  occur  on  the  day  when  medication  is 
not  given.  Such  morning  steroid  treatment 
may  be  especially  helpful  in  growing  child- 
ren, in  that  the  nocturnal  rise  in  growth 
hormone  levels  will  not  be  suppressed,  thus 
maximizing  the  opportunities  for  growth 
under  such  hormonal  treatment.  Conversely, 
when  maximal  pituitary  adrenal  suppression 
is  desired  (as  in  the  case  of  congenital 
adrenal  hyperplasia),  maximal  suppression 
will  be  seen  when  the  dose  of  corticosteroids 
is  given  at  approximately  midnight,  so  that 
the  subsequent  circadian  rise  is  completely 
abolished. 
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Lastly,  replacement  therapy  required  in 
Addison’s  disease  can  be  given  in  a manner 
approximating  the  normal  pattern  of  secre- 
tion by  administering  a greater  portion  of 
the  dose  in  the  early  morning  and  a smaller 
portion  of  the  dose  in  the  later  afternoon. 
Patients  with  Addison’s  disease  treated  in 
this  manner  report  greater  well  being  under 
such  a regimen  than  when  replacement 
medication  is  given  in  equally  spaced  doses. 

SUMMARY 

The  material  presented  provides  a funda- 
mental overview  of  biological  rhythms  and 
some  applications  in  clinical  medicine.  In- 


ternal desynchronization  of  physiological 
rhythms  results  in  a variety  of  cliniced  states 
and  syndromes.  Evidence  now  suggests,  too, 
that  x-ray  treatment,  surgery  and  even 
psychotherapy  are  influenced  in  their  out- 
come by  biologic  time. 

Circadian  rhythms  promise  to  become  an 
increasingly  important  factor  in  therapeutic 
programs,  since  the  effects  of  drugs  and 
treatment  programs  depend,  in  part,  on  time 
of  drug  administration.  Research  in  biological 
rhythms  also  promises  to  have  an  important 
impact  on  problems  of  work  performance 
including  accidents  and  absenteeism. 

References  may  be  obtained  from  the 
author. 


My  Specialty;  Anesthesiology 


A NESTHESIA  was  introduced  to 
the  world  in  this  country  on 
J-  ^ October  16,  1846  when  a 

dentist,  William  Thomas  Green  Morton, 
demonstrated  the  use  of  ether  to  a distin- 
guished group  of  surgeons  at  Massachusetts 
General  Hospital  in  Boston,  Massachusetts. 
Conditions  were  right  at  that  time  for  the 
introduction  of  an  agent  to  relieve  pain. 
Society  had  developed  a sense  of  respon- 
sibility for  its  members,  pain  was  not  univer- 
sally regarded  as  a punishment  from  God,  and 
science  had  advanced  to  the  point  where 
chemical  compounds  could  be  isolated  and 
identified  with  some  accuracy.  Medicine  was 
beginning  to  emphasize  rational  analysis  and 
accurate  clinical  observations.  Ether  was  a 
commonly  known  agent  at  the  time,  often  used 
internally  for  various  disorders  or  applied 
topically.  It  was  also  used  as  a mind  expander 
by  some  students,  dentists,  and  even  phy- 
sicians in  what  were  known  as  ether  frolics.  It 
fulfilled  the  requirements  of  safety,  ease  of 
administration,  simplicity,  reversibility,  po- 
tency, and  availability  necessary  for  the 
acceptance  of  an  anesthetic.  Because  of  its 
inherent  safety  and  ease  of  administration 
little  was  done  to  advance  the  science  of 
anesthesia  in  this  country  for  many  years. 
During  World  War  II  it  became  obvious  that 
anesthesia  required  skillful  physician  adminis- 
tration and  basic  scientist  investigation  and 
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since  that  time  the  specialty  of  Anesthesiology 
has  grown  and. flourished. 

The  development  of  the  science  and  art  of 
anesthesia  has  helped  make  possible  the 
advances  in  surgery  and  medicine  that  we 
enjoy  today. 

The  scope  of  anesthesiology  is  defined  as  a 
practice  of  medicine  dealing  with  but  not 
limited  to: 

(1)  the  management  of  procedures  for  ren- 
dering a patient  insensible  to  pain  and 
emotional  stress  during  surgical,  obstetrical 
and  certain  medical  procedures; 

(2)  the  support  of  life  functions  under  the 
stress  of  anesthetic  and  surgical  manipula- 
tions; 

(3)  the  clinical  management  of  the  patient 
unconscious  from  whatever  cause; 

(4)  the  management  of  problems  of  pain  relief; 

(5)  the  management  or  problems  in  cardiac 
and  respiratory  resuscitation; 

(6)  the  application  of  specific  methods  of 
inhalation  therapy; 
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(7)  the  clinical  management  of  various  fluid, 
electrolyte  and  metabolic  disturbances. 

In  further  definition,  a competent  anes- 
thesiologist is  a physician  with  technical 
facility  in  providing  the  technical  services 
necessary  in  the  practice  of  the  specialty,  who 
uses  mature  medical  judgment  in  the  solution 
of  problems  associated  with  patient  care  and 
who  demonstrates  scholarship  by  seeking, 
evaluating  and  applying  new  knowledge. 

Anesthesiology  is  advanced  training  beyond 


the  medical  doctor  degree  requiring  three  full 
years  of  intensive  study.  The  base  year  is  a 
broad  exposure  to  medicine  in  general  with 
two  following  years  spent  in  anesthesia  care  in 
the  operating  room,  delivery  suite,  and  inten- 
sive care  areas.  An  optional  fourth  year  may  be 
elected  in  an  area  of  interest  such  as  cardio- 
vascular, pediatric,  or  neurosurgical  anes- 
thesia. This  specialty  is  broad  in  its  application 
and  brings  into  intimate  contact  the  basic 
sciences  of  physiology  and  pharmacology  with 
clinical  medicine.  Far  from  being  a narrow  field 
it  affords  one  an  opportunity  to  become  a 
“compleat”  physician. 


Additional  Evidence  for  X-Y  Chromosome 
Interchange  in  a 46, XX  Male 


Abstract 

Evidence  is  presented  to  support  a possible 
X-Y  chromosome  interchange  etiology  for  the 
rare  infertile  46,XX  male  syndrome.  Cyto- 
genetic studies  including  various  chromosome 
banding  techniques  on  lymphocytes  and  fibro- 
blasts revealed  the  absence  of  a Y chromo- 
some in  the  400  early  metaphase  and  mid- 
metaphase chromosome  plates  analyzed. 
Measurements  of  the  X chromosomes  of  this 
patient  showed  a significant  difference  in 
length  between  the  terminal  unstained  bands 
on  the  short  arms  designated  as  p22  of  the  two 
X chromosomes.  The  difference  was  also 
significant  when  compared  to  the  same  type  of 
measurements  of  the  X chromosomes  from 
normal  females. 

The  46,XX  male  syndrome,  which 
resembles  the  Klinefelter’s 
syndrome  except  for  short 
stature,  normal  body-hair  distribution  and 
normal  intelligence,  has  been  a curious 
phenomenon  since  the  first  reported  case  by 
de  la  Chapelle  in  1964.'  Since  then,  ap- 
proximately 65  cases  have  appeared  in  the 
literature.  In  spite  of  the  additional  case 
reports,  the  etiology  of  this  syndrome  has  not 
been  clearly  established. 

Three  theories  have  been  proposed  to 
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explain  the  XX  male  syndrome.  These  include: 

1)  the  autosomal  mutation  theory  which 
suggests  that  male  determining  factors  are 
located  on  chromosomes  other  than  the  Y;- 

2)  the  X-Y  chromosome  interchange  theory 
which  hypothesizes  the  translocation  of  a 
portion  of  the  Y chromosome  to  the  X;  * 3)  and 
mosaicism  with  an  undetected  XXY  cell  line 
present  in  some  tissue.'  Herein,  evidence  is 
presented  to  support  the  X-Y  chromosome 
interchange  theory  of  sex  reversal  in  this 
unique  syndrome. 
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Materials  and  methods 

A 31  year-old  male  was  referred  to  us  for 
urological  evaluation  of  infertility  and  under- 
developed testes.  He  was  short  but  well- 
proportioned  and  had  normal  intelligence. 
Many  of  his  features,  such  as  the  testicular 
histology  of  interstitial  cell  hyperplasia  and 
tubular  atrophy  are  common  to  the  46, XX 
male  syndrome.  He  had  male  secondary  sex 
characteristics,  although  the  genitalia  were 
small  and  bilateral  gynecomastia  was  present. 

Cytogenetic  studies  including  the  use  of  G-'’, 
C-®,  and  Q-‘  chromosome  banding  procedures 
as  well  as  prometaphase  banding  techniques® 
were  performed  on  lymphocytes  and  on 
fibroblasts.  A total  of  275  early  metaphase  and 
mid-phase  plates  were  analyzed  from  phyto- 
hemagglutin-stimulated  lymphocytes  and  115 
metaphase  plates  were  analyzed  from  fibro- 
blast cultures.  Buccal  cells  were  stained  with 
cresyl  violet  for  X-  and  Y-chromatin  deter- 
mination. 


Results  and  discussion 

The  initial  studies  showed  a 46,XX  chromo- 
some complement  confirmed  by  G-,  C-,  and  Q- 
chromosome  banding  but  no  Y chromosome 
could  be  positively  identified.  One  metaphase 
plate  with  46  chromosomes  containing  five 
small  acrocentric  chromosomes  and  one  X 
chromosome  with  the  rest  of  the  chromosomes 
being  normal  was  found.  Four  of  the  five  small 
acrocentric  chromosomes  were  thought  to  be 
normal  chromosome  pairs  no.  21  and  22.  The 
remaining  acrocentric  chromosome  was 
shorter  in  length  and  did  not  have  the  typical 
morphology  of  a Y-chromosome.  No  fluores- 
cense  was  detected  with  the  Q-banding  tech- 
nique. It  is  doubtful  that  this  acrocentric 
chromosome  was  a Y;  therefore,  we  have  no 
true  evidence  for  XX/XY  mosaicism.  The 
buccal  smear  showed  28%  X-chromatin  posi- 
tive cells  with  a normal  female  control  of  30% 
and  there  was  no  evidence  of  Y-chromatin  in 
the  buccal  cells. 


Figure  1.  Pairs  of  X chromosomes  from  a selection 
of  cells  representing  the  additional  chromosome 
material. 
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It  was  noted  that  the  X chromosomes  were 
mismatched  in  size  in  approximately  70%  of 
the  cells  analyzed  while  the  other  chromo- 
somes appeared  normal.  Visually,  the  short 
arms  were  not  uniform  in  length.  In  particular, 
the  terminal  unstained  band  (p22)  was  longer 
in  one  than  in  the  other  X chromosome  (Fig.  1). 
Similar  X chromosome  polymorphisms  have 
been  noted  by  others.®  ’^  Parental  karyotypes 
could  not  be  obtained  to  evaluate  this 
phenomenon.  To  judge  the  statistical  signifi- 
cance of  this  size  variation,  quantitative 
analysis  was  undertaken.  26  X chromosome 
pairs  from  the  46,XX  patient  were  photo- 
graphed, analyzed  and  measured. 

The  length  of  the  terminal  band  (p22)  on  the 
short  arm'-'^  and  the  total  length  of  the 
chromosomes  were  measured  with  vernier 
calipers.  The  ratios  of  the  p22  to  the  total 
length  of  the  chromosome  were  calculated  for 
the  long  X chromosome  and  the  short  X 
chromosome  of  our  patient  plus  X chromo- 
somes from  normal  females.  The  means  and 
standard  errors  of  the  various  chromosomes 
were  calculated  and  statistically  analyzed 
(Table  1).  The  results  showed  a significant 
difference  between  the  lengths  of  the  terminal 
band  of  the  long  X chromosome  and  the 
normal  female  X chromosome  (p  < 0.001  with 
the  t test).  There  was  no  significant  difference 
between  the  terminal  bands  of  the  short  X 
chromosome  and  the  normal  X,  but  a signifi- 
cant difference  (p  < 0.001  occurred  between 
the  terminal  bands  of  the  short  X chromosome 
and  the  long  X of  our  patient. 

Table  1. 

Means  and  standard  errors  of  p22/total  length  of  X 
chromosome  in  3 groups  of  X chromosomes. 


# of  Means  & standard 

Chro-  errors  of  p22/total 

mo  length  of  X chromo- 
somes some 


A.  Normal  X 54 

B.  Shorter  X of  our  patient  26 

C.  Longer  X of  our  patient  26 


0.1125  ± 0.0035 
0.1096  ± 0.0047 
0.1941  ± 0.0054 


The  extra  material  located  on  the  short  arm 
may  be  a segment  of  the  Y chromosome.  The 
extra  material  is  unstained  and  if  it  is  a 
segment  of  the  Y then  it  would  probably  be  the 
region  that  does  not  stain  intensely.  The  most 
likely  segment  of  the  Y that  would  fit  this 
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description  would  be  the  short  arm.  This  is 
also  the  area  that  contains  male  determining 
genes.'"  There  is  also  evidence,  presented  by 
Pearson  and  Bobrow  in  1970,''^  that  the  short 
arms  of  the  X and  Y chromosomes  associate 
end  to  end  at  meiosis.  This  could  allow  a 
translocation  to  occur.  Other  evidence  to 
support  the  X-Y  interchange  theory  would  be 
the  H-Y  antigen  studies  by  Noel  and  Tous  in 
1978.''' 

Therefore,  the  cytogenetic  findings  support 
the  X-Y  interchange  theory  as  the  etiology  of 
the  46,XX  male  syndrome  in  this  patient.  We 
cannot  rule  out  the  other  theories  as  being 
relevant  in  other  cases  of  this  unique  syndrome. 

It  is  our  hope  that  additional  cases  of  the 
46,XX  male  syndrome  will  be  carefully  studied 
with  the  X-Y  interchange  theory  in  mind.  By  so 
doing,  the  relative  frequency  of  X-Y  inter- 
change as  the  cause  of  this  syndrome  would  be 
determined. 
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Down  Memory 

1.  Thus,  even  before  I studied  medicine  I 
had  begun  to  form  an  opinion  which  was  very 
much  like  Graham  Steele’s  aphorism,  “Nobody 
ever  dies  of  mitral  insufficiency  alone.” 

2.  The  hospital  has  changed  in  twenty-five 
years  from  a boarding  house  for  the  sick  with 
small  bed  capacity  to  an  enormous  institution 
rendering  extensive  detailed  service. 

3.  Nothing  should  be  done  to  hasten  a 
normal  labor. 

4.  Sixty  per  cent  of  hospital  beds  in  the 
United  States  are  owned  by  cities,  states  and 
the  Federal  government. 

5.  Curtis,  a place  of  1,000  people,  seat  of  a 
Branch  of  the  Nebraska  School  of  Agriculture, 
is  said  to  offer  a good  field  for  another 
physician. 

6.  A story  was  told  the  other  day  about  a 
practitioner  outstate  in  Michigan,  who  had  the 
reputation  of  being  a very  busy  man  in  the 
profession,  who,  when  called  on  by  an  official 
of  the  state  society,  explained  his  crowded 


Lane 

waiting  room  by  saying  that  he  was  unusually 
busy  that  day  because  Thursday  was  Insulin 
Day  — all  the  diabetics  came  in  for  their 
weekly  dose  of  insulin! 

7.  A state  journal  can  and  should  be  the 
most  cohesive  thing  in  medical  organization. 

8.  The  community  should  take  care  of  its 
indigent. 

9.  Under  German  State  Medicine  — Die 
Kranken-Kasse  — the  worst  possible  condition 
exists,  physicians  being  no  more  than  counter 
dispensers.  Under  the  English  system  condi- 
tions are  better,  but  leave  much  to  be  desired. 

10.  Students  do  not  practice  as  well  as  they 
are  taught.  They  are  too  quick  to  acquire  the 
haste  and  rapid  delivery  methods  of  older 
practitioners  — forceps,  pituitrin.  Caesarean 
section,  etc. 

Nebraska  State  Medical  Journal 
December,  1930 

F.C. 
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Medicinews 

Doctor  Chaloupka  honored. 

The  American  Academy  of  Family  Phy- 
sicians, and  Good  Housekeeping  magazine, 
chose  ten  finalists  for  the  1980  Family  Doctor 
of  the  Year  from  the  entire  country,  and  it  is  a 
distinct  pleasure  to  report  that  our  own  Doctor 
Melville  Chaloupka,  of  Broken  Bow,  Nebraska, 
was  one  of  the  finalists.  He  was  Mayor  of 


Between  Cases 

I Read  It. 

All  our  cells  regenerate  except  the  brain 
cells. 

Lines  I Like. 

Don’t  make  waves. 

Words  I Can  Do  Without. 

Ab  initio,  he  did  have,  infrastructure,  per  se, 
betwixt  and  between. 

I Read  It. 

There  are  more  Americans  in  psychiatric 
hospitals  than  in  prison. 

Anyway,  It  Rhymes. 

Me  and  him 
Don’t  swim. 

The  VA. 

The  average  daily  patient  census  in  VA 
medical  centers  in  July,  1979  was  69,919 
persons. 

Well,  Yes. 

In  our  dreams  it  is  not  we  who  sin,  but  the 
dream. 

Anon. 

Section  On  Pain. 

Patient  relates  palpable  pain  all  over  the 
feet. 

He  feels  it,  see? 


Callaway,  Nebraska,  for  eight  years,  he 
founded  the  town’s  newspaper,  and  he  still 
works  up  to  16  hours  a day.  He  and  his  wife, 
Rhoda,  have  two  children.  I know  him  well,  he 
is  my  friend;  he  is  a good  doctor,  and  we  are  all 
proud  of  him. 

F.C. 


In  The  Waiting  Room. 

The  older  the  magazines,  the  longer  the  wait. 
Bloch. 

I Wouldn’t  Let  Him  Take  Out 
My  Gallbladder. 

He  has  been  overweight  most  of  his  life.  He 
has  three  siblings,  all  of  whom’s  weight  is 
within  normal  limits. 

Not  if  he  can’t  spell  cholecystectomy,  or 
whom’s. 

DEN. 

They  Didn’t  Ask  Me. 

There  are  few  men  who  have  enough 
character  to  live  lives  of  idleness. 

Anon. 

On  Freudian  Slips. 

He  has  a paravoid  personality. 

I know  what  he  means. 

Way  To  Go. 

He  leaves  a daughter  and  two  grasshoppers. 
I woke  up  saying  it. 

F.C. 
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Welcome  New  Members 


Emory  C.  Beechwood,  M.D. 

Madison,  Nebraska  68748 

Dennis  M.  Connolly,  M.D. 

2221  South  17th 
Lincoln,  NE  68502 

John  J.  Kos,  M.D. 

630  North  Cotner 
Lincoln,  NE  68505 

Steven  T.  Bailey,  M.D. 

6801  North  72nd,  #13 
Omaha,  NE  68122 

Donald  J.  Darst,  M.D. 

530  Doctors  Bldg. 

Omaha,  NE  68131 

Thomas  J.  Dworak,  M.D. 
mil  South  84th 
Papillion,  NE  68046 

The  Letter  Box 

Dear  Dr.  Cole: 

I told  you  I would  write  you  a letter 
regarding  the  Nebraska  Medical  Journal,  and 
here  goes. 

I appreciate  your  efforts  that  go  into  the 
Journal.  A lot  of  people  look  forward  in 
anticipation  to  Christmas.  I look  forward  to  our 
monthly  issue  of  the  Journal.  I enjoy  your  wit, 
your  selection  of  articles,  and  the  entire 
Journal. 


In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

Watson,  Donald  P.,  M.D.,  bom  March  21, 
1911,  died  August  20,  1980,  Creighton 
University  School  of  Medicine,  graduated 
1936,  practiced  in  Grand  Island,  NMA  and 
AMA  member. 


Clayton  A.  Lang,  M.D. 

601  North  30th 
Omaha,  NE  68131 

Charles  N.  Versteeg,  M.D. 

9110  W.  Dodge  Road 
Omaha,  NE  68114 

John  Y.  Donaldson,  M.D. 

2330  South  90th  St. 

Omaha,  NE  68124  (Reinstated) 

Tom  Ting  Yuen  Hee,  M.D. 

Creighton  University  Cardiac  Center 
601  North  30th 
Omaha,  NE  68131 

Chris  F.  Maasdam,  M.D. 

770  North  Cotner,  #220 
Lincoln,  NE  68505 


As  you  know,  there  are  many  slick  journals 
that  go  across  our  desk  with  so  much  garbage, 
and  with  the  few  good  articles  it  is  hard  to  filter 
through  and  find  the  wheat  from  the  chaff. 

I do  read  the  Journal  from  cover  to  cover 
and  enjoy  your  work.  I think  you  put  out  a good 
product  and  it  shows  in  your  work. 

Again,  thank  you  for  sharing  your  talents 
with  all  of  us  here  in  Nebraska. 

Donald  F.  Prince,  M.D. 


Chapp,  John  D.,  M.D.,  born  May  25,  1926, 
died  September  6,  1980,  University  of 
Nebraska  College  of  Medicine,  graduated 
1951,  practiced  in  Beatrice,  NMA  and  AMA 
member. 
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Books 

Books  reviewed 

The  bitter  pill,  doctors,  patients,  and  failed  expecta- 
tions; by  Martin  R.  Lipp,  M.D.;  204  pages;  hard  cover 
$10.95;  published  1980  by  Harper  & Row,  10  East  53rd 
Street,  New  York,  N.Y.  10022. 

Dr.  Lipp  is  Nebraska-born  and  works  in  the  San 
Francisco  area.  He  is  a psychiatrist,  but  functions  as  a 
general  practitioner,  and  works  as  an  emergency-room 
physician.  The  book  is  personal,  divided  into  18  chapters 
given  over  to  people  he  knew,  and  it  is  indexed. 

It  rambles,  he  keeps  telling  you  why  he  is  doing  what  he 
is  doing,  and  why  others  do  their  things.  It  is  not  a happy 
book,  as  you  can  tell  from  the  title,  and  I had  enough  when 
I got  to  my  first  four-letter  word  which  wasn’t  needed.  But 
I went  on  the  end  even  to  where  he  writes,  “Yet  over  the 
past  several  years,  there  is  no  question  but  that  I have 
been  depressed.” 

I found  the  practice  of  medicine  pleasant,  I practiced 
my  specialty,  and  my  patients  did  well.  And  I never  failed 
an  examination.  And  nobody  failed  expectations,  neither  I 
nor  my  patients.  This  is  what  is  being  written  by  some 
these  days,  but  not  by  me.  You  may  like  it. 

F.C. 


Books  received 

Child  care:  a comprehensive  guide,  volume  4: 
special  needs  & services;  edited  by  Stevanne  Auer- 
bach, Ph.D.;  255  pages;  hard  cover  $19.95;  published 
1979  by  Human  Sciences  Press,  72  Fifth  Avenue,  New 
York,  N.Y. 


Depression  in  children  and  adolescents;  edited  by 
Alfred  P.  French,  M.D.  and  Irving  N.  Berlin,  M.D.;  298 
pages;  hard  cover  $19.95;  published  1979  by  Human 
Sciences  Press,  72  Fifth  Avenue,  New  York,  N.Y. 


Interferon  and  nonspecific  resistance;  by  Alexander 
A.  Yabrov,  M.D.;  374  pages;  published  1980  by  Human 
Sciences  Press,  72  Fifth  Avenue,  New  York,  N.Y.  10011. 

The  author  emigrated  from  Russia,  and  English,  as  he 
says,  is  not  his  mother  tongue;  he  says  more  broader,  and 
spells  Ehrlich  as  Erlich.  There  are  actually  71  pages  of 
references,  but  they  are  not  numbered  and  are  properly 
called  bibliography. 

F.C. 


Coming  Meetings 


AMERICAN  MEDICAL  ASSOCIATION 
Interim  Session,  House  of  Delegates, 
December  7-10,  1980,  San  Francisco,  Cali- 
fornia. 


“Molecular  Interrelations  of  Nutrition  and 
Cancer”  is  the  topic  of  the  34th  annual 
Symposium  on  Fundamental  Cancer  Research 
to  be  held  in  Houston  at  the  Shamrock  Hilton 
Hotel,  March  4-6,  1981.  The  symposium  will 
focus  on  nutrition  as  it  relates  to  cancer, 
including  physiological  effects  in  the  cancer- 
bearing host;  energy  metabolism  in  tumor 
cells;  and  nutritional  modulation  of  cell  prolif- 
erations, in  vitro  transformation  and  car- 
cinogenesis. Co-chairpersons:  Drs.  Marilyn 
Arnott,  elan  van  Eys  and  Alexander  Wang. 

For  additional  information:  Stephen  C. 
Stuyck,  Director,  Public  Information  and 
Education,  M.D.  Anderson  Hospital  and 
Tumor  Institute,  Houston,  Texas  77030,  (713) 
792-3030. 


NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  May  2-5,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  House  of  Delegates,  June 
7-11,  1981,  Chicago,  Illinois 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  1-3,  1981,  Lincoln 
Hilton  Hotel,  Lincoln,  Nebraska. 


Clinical  Cytopathology  for  Pathologists, 
Postgraduate  Course 
The  Twenty-second  Postgraduate  Institute 
for  Pathologists  in  Clinical  Cytopathology  is  to 
be  given  at  The  Johns  Hopkins  University 
School  of  Medicine  and  The  Johns  Hopkins 
Hospital,  Baltimore,  Maryland,  March  22  - 
April  3,  1981.  The  full  two  week  program  is 
designed  for  pathologists  who  are  Certified  (or 
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qualified)  by  the  American  Board  of  Pathology 
(PA),  or  their  international  equivalents. 

It  will  provide  an  intensive  refresher  in  all 
aspects  of  the  field  of  Clinical  Cytopathology, 
with  time  devoted  to  newer  techniques,  special 
problems,  and  recent  applications.  Topics  will 
be  covered  in  lectures,  explored  in  small 
informal  conferences,  and  discussed  over  the 
microscope  with  the  Faculty.  Self-instructional 
material  will  be  available  to  augment  at 


individual  pace.  A loan  set  of  slides  with  text 
will  be  sent  to  each  participant  for  home-study 
during  February  and  March  before  the  In- 
stitute. Credit  hours  125  in  AMA  Category  1. 

Application  is  to  be  made  before  January  28, 
1981.  For  details,  write:  John  K.  Frost,  M.D., 
610  Pathology  Building,  The  Johns  Hopkins 
Hospital,  Baltimore,  Maryland  21205,  U.S.A. 

The  entire  course  is  given  in  English. 


WashingtoN otes 


The  Congress. 

All  has  not  been  completely  quiet  on  Capitol 
Hill  during  the  election  recess.  During  the  six- 
week  interval,  congressional  staffs  have  been 
meeting  in  an  effort  to  seek  compromise 
solutions  that  can  be  worked  out  when  their 
lawmaker  bosses  return.  Major  spadework  is 
taking  place  on  the  Health  Manpower  bills 
approved  by  the  House  and  Senate  in  versions 
that  differ  widely.  Both  bills  reduce  capitation 
aid  to  medical  schools,  but  in  different  fashion. 
Members  of  the  Senate  Health  and  Human 
Resources  and  House  Commerce  Committees 
would  like  to  send  this  bill  out  of  Congress  this 
year  in  order  to  avoid  taking  up  the  compli- 
cated issue  in  the  next  Congress. 

Speculation  on  what  might  be  accomplished 
by  the  lame  duck  session  includes: 

A try  will  be  made  to  secure  agreement  on 
the  controversial  biomedical  research  legisla- 
tion that  for  the  first  time  gives  Congress  clear 
authorizing  power  over  the  National  Institutes 
of  Health. 

The  Administration’s  embattled  Child 
Health  Assurance  program,  expanding  medi- 
caid coverage  for  the  poor  children  and 
pregnant  women,  will  probably  be  acted  on 
early  in  the  postelection  session  in  the  Senate. 
Antiabortion  amendments  threaten  House- 
Senate  agreement,  but  there  is  a chance. 

The  bill  providing  privacy  protection  for 
patients’  medical  records  in  hospitals  probably 
will  have  to  be  carried  over  into  the  next 
session. 


Laetrile  again. 

The  Supreme  Court  has  delivered  the  latest 
defeat  to  the  controversial  drug  laetrile  as  an 
anticancer  product  by  refusing  to  interfere 
with  a lower  court  ruling  that  the  drug  cannot 
be  “grandfathered”  into  general  use  as  a 
cancer  treatment. 

The  Justices  left  standing  a Federal  appeal 
court  ruling  that  laetrile  did  not  qualify  for  an 
exemption  under  1962  Drug  Act  Amendments. 

The  high  court  also  left  intact  the  Appeals 
Court  ruling  that  the  privacy  rights  of  cancer 
patients  to  choose  their  treatment  were  not 
violated  by  denial  of  laetrile. 

In  June  1979,  the  Supreme  Court  upheld  the 
Federal  government’s  authority  to  ban  distri- 
bution of  laetrile,  reversing  a lower-court 
decision  allowing  terminally-ill  cancer  patients 
to  obtain  the  substance. 

Food  and  Drug  Administration  officials  say 
laetrile  has  no  value  as  a cancer  cure,  but  the 
National  Cancer  Institute  last  July  began 
clinical  testing  of  it  on  patients.  The  results  are 
not  expected  until  next  year. 

Twenty-one  states  have  legalized  the 
product. 


Toxic  shock  syndrome. 

The  Food  and  Drug  Administration  has 
proposed  that  a label  on  tampons  warn  women 
that  tampons  have  been  linked  to  the  toxic 
shock  syndrome. 
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Major  manufacturers  of  tampons  have 
indicated  they  will  voluntarily  put  warning 
labels  on  their  products.  The  FDA  wants  to 
make  the  rule  mandatory. 

The  FDA  said  all  brands  of  tampons  have 
been  associated  with  the  disease. 

The  proposed  label  would  say: 

“WARNING:  Tampons  have  been  associat- 
ed with  toxic  shock  syndrome,  a rare  disease 
that  can  be  fatal. 

“You  can  almost  entirely  avoid  the  risk  of 
getting  this  disease  by  not  using  tampons.  You 
can  reduce  the  risk  by  using  tampons  on  and 
off  during  your  period. 

“If  you  have  a fever  of  102  degrees  or  more, 
and  vomit  or  get  diarrhea  during  your  period, 
remove  the  tampon  at  once  and  see  a doctor 
right  away.” 

VA  & privacy. 

President  Carter  has  signed  into  law  legis- 
lation allowing  the  Veterans  Administration  to 
keep  confidential  certain  VA  hospital  peer 
review  files  in  the  face  of  freedom  information 
requests  for  information.  The  provision  was 
sponsored  by  Sen.  Herman  Talmadge  (D.GA.) 
when  a VA  hospital,  faced  with  such  a request, 
argued  that  full  disclosure  could  jeopardize  the 
entire  peer  review  process. 

Money  for  alcoholism. 

The  Health  and  Human  Services  Depart- 
ment plans  to  fund  demonstration  projects  to 
test  the  effectiveness  of  treating  alcoholism 
under  Medicare  and  Medicaid  in  residencies 
and  outpatient  facilities. 

Decaffeinated  soft  drinks. 

The  Food  and  Drug  Administration  has 
asked  the  food  industry  to  study  the  safety  of 
caffeine  as  an  added  ingredient  in  soft  drinks 
and  other  products.  The  Agency  has  proposed 
that  caffeine-free  cola  drinks  still  be  called 
“colas.”  Current  regulations  require  that  caf- 
feine be  present  in  non-artificially  sweetened 
drinks  before  they  can  be  called  colas.  The 
Agency  has  said  pregnant  women  should  avoid, 
or  only  use  sparingly,  coffee,  tea,  and  other 
caffeine-containing  foods  and  beverages. 


Under  the  recent  proposal  caffeine  would  be 
removed  from  the  list  of  substances  which  the 
FDA  regards  as  “generally  recognized  as  safe.” 
But  its  continued  use  as  a food  additive  would 
be  permitted  while  studies  are  underway. 

In  addition  the  food  industry’s  continued 
use  of  caffeine  as  an  additive  would  be 
conditional  on  its  funding  of  studies  on  its 
impact  on  children  and  the  unborn.  The  coffee 
and  soft  drink  industries  have  indicated  they 
will  support  such  studies,  the  Agency  said. 

Money  for  dialysis. 

A new  Medicare  payment  method  for  kidney 
dialysis  has  been  proposed  by  the  government. 

Under  the  plan.  Medicare  would  set  national 
rates  in  advance,  according  to  the  type  and 
location  of  the  facility,  then  pay  80  percent  of 
that  rate.  Facilities  furnishing  treatments  more 
economically  than  the  specified  rate  could 
keep  the  difference  between  their  actual  cost 
and  the  national  rate. 

The  method  would  apply  to  outpatient 
dialysis  in  a hospital  or  freestanding  facility, 
and  to  programs  that  train  patients  to  dialyze 
themselves  at  home. 

Medicare,  under  Part  B,  now  pays  80 
percent  of  the  average  cost  of  outpatient 
treatment  in  a hospital  and  80  percent  of 
reasonable  charges  for  independent  facilities 
up  to  a limit  of  $138  per  treatment,  unless  an 
exception  is  granted. 

“Although  our  kidney  program  has  been 
successful  in  protecting  renal  disease  patients 
against  the  catastrophic  costs  of  needed  care, 
expenditures  have  skyrocketed  from  some 
$160  million  in  1974  to  about  $850  million  in 
1979,”  said  Howard  Newman,  head  of  the 
Health  Care  Financing  Administration.  “We 
feel  that  the  method  of  reimbursement  we  are 
proposing  would  slow  the  increase  in  costs  by 
promoting  more  efficient  and  cost-effective 
delivery  of  seiwices  through  financial  incen- 
tives.” 

Grants  for  elderly  & disabled. 

The  Health  and  Human  Services  Depart- 
ment has  awarded  $12  million  to  27  states  to 
test  new  systems  for  providing  long  term 
health  and  social  services  to  the  elderly  and 
disabled. 
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The  awards  are  the  first  under  a new,  five- 
year,  $lh()  million  National  Long  Term  Care 
Demonstration  Program,  developed  by  HHS  at 
the  recommendation  of  a Task  Force  estab- 
lished last  December. 

Twelve  states  received  awards  totaling 
$10.4  million  to  establish  Long  Term  Care 
Demonstration  Projects  in  local  communities 
in  which  public  and  private  agencies  will  join 


together  to  provide  comprehensive  long  term 
services,  tailored  specifically  to  the  needs  of 
the  individual.  Each  project  will  assess  the 
client’s  needs,  develop  a plan  for  care,  arrange 
for  delivery  of  the  proper  mix  of  services  and 
follow  up  to  assure  that  the  services  were 
provided  and  were  effective. 

Fifteen  states  received  awards  totaling  $1.5 
million  to  plan  the  best  use  of  their  existing 
long  term  care  resources  on  a statewide  basis. 
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REPORTS  OF  OFFICERS, 
DELEGATES  AND  COMMISSIONS 

FALL  SESSION 
October  2,  3,  and  4,  1980 

(These  reports  appear  as  originally  submitted.  For  the 
House  of  Delegates  deliberations,  possible  changes,  and 
final  action,  refer  to  the  minutes  which  follow  these 
reports.) 


REPORT  OF  THE  BOARD  OF  DIRECTORS 

Russell  L.  Gorthey,  M.D.,  Lincoln,  Chairman;  Carlyle  E.  Wilson,  Jr., 
M.D.,  Omaha;  Orin  R.  Hayes,  M.D.,  Lincoln;  Charles  W.  Landgraf.  Jr.,  M.D., 
Hastings;  Herbert  E.  Reese,  M.D.,  Lincoln;  Allan  C.  Landers,  M.D., 
Scottsbluff;  Frederick  F.  Faustian.  M.D.,  Omaha;  Harry  W.  McFadden,  Jr., 
M.D.,  Omaha;  Alvin  A.  Armstrong,  M.D.,  Scottsbluff;  Louis  J.  Gogela,  M.D., 
Lincoln. 

The  Board  of  Directors  has  met  on  several  occasions 
since  the  Annual  Session.  A number  of  items  were 
considered,  some  of  an  informational  nature,  while  others 
will  require  action  by  the  House  at  this  session. 

(1)  The  Board  nominated  and  approved  Stanley  M. 
Truhlsen,  M.D.,  to  fill  the  vacancy  on  the  Board  of 
Councilors  in  the  First  District  resulting  from  the  election 
of  Carlyle  E.  Wilson,  Jr.,  M.D.,  as  President-Elect.  The 
Board  nominated  and  approved  Louis  J.  Gogela,  M.D.  as 
temporary  Chairman  of  the  Board  of  Councilors. 

(2)  The  Board  maintained  communication  with  the 
Department  of  Welfare  regarding  the  Provider  Agree- 
ment. On  July  15,  1980,  the  NMA  received  a letter  from 
Edward  J.  Smith,  M.D.,  Medical  Director,  and  a portion  of 
his  letter  is  as  follows: 

“We  will  follow  your  recommendations.  In  the  future. 
Item  4 of  the  Physician  Provider  Agreement  will  read 
‘The  Department  of  Public  Welfare,  through  its  author- 
ized representatives,  will  be  afforded  the  right  to  review 
my  records  and  substantive  claims  submitted  by  me  to 
the  Department  upon  receipt  of  a proper  patient  waiver 
for  the  specific  claim  involved  with  the  Medicaid 
patient.’  ” 

The  Board  feels  communication  with  the  Department  is 
important  and  we  plan  to  maintain  a liaison.  Individual 
physicians  are  encouraged  to  contact  Edward  J.  Smith, 
M.D.,  Medical  Director  of  the  Department  of  Welfare, 
when  questions  arise. 

(3)  In  its  analysis  of  Association  finances,  the  Board 
considered  the  current  situation  regarding  the  NE- 
BRASKA MEDICAL  JOURNAL.  The  production  of  the 
scientific  journal  is  expensive,  but  considered  well 
worthwhile.  The  volume  of  scientific  material  within  the 
publication  has  been  maintained  or  allotted  in  proportion 
to  the  income  expense  ratio.  While  advertising  rates  have 
been  increased  to  cover  in  some  degree  the  increasing 
expenses  of  production,  it  is  noted  that  the  amount  of  a 
member’s  dues  allotted  becomes  an  increasing  amount 
each  year.  At  the  present  time  the  average  cost  per  journal 
is  $1.21  while  in  1979  the  average  cost  per  journal  was 
$1.06.  The  Board  plans  to  continually  monitor  the 
publication  while  striving  to  maintain  its  excellence  and 
increase  its  practical  value  to  the  members  of  the 
Association.  The  Journal  must  continue  to  provide 
valuable  scientific  information  as  well  as  continue  to  lend 
itself  as  a form  for  the  presentation  of  scientific 
information  by  individual  members. 


(4)  The  Board  continues  to  monitor  the  financial  status 
of  the  Association  and  to  establish  the  annual  budget. 
The  Board  projects  that  consideration  will  be  necessary 
within  twelve  months  projecting  the  current  rate  of 
expenditures  and  the  inflation  rate  being  as  it  is.  A more 
detailed  analysis  of  the  situation  will  be  completed  by 
year’s  end  and  specific  recommendations  will  be  pre- 
sented to  the  House  at  its  Annual  Session  in  May,  1981. 

(5)  The  Board  considered  a recommendation  from  the 
Scientific  Sessions  Committee  that  the  registration  fee 
($25.00)  be  suspended  for  the  1981  Annual  Session. 
However,  a study  will  be  made  after  the  1981  Session  to 
determine  the  use  of  the  fee  for  future  sessions.  It  was  the 
Board’s  understanding  that  participation  in  the  Annual 
Session  by  various  specialty  societies  would  be  enhanced 
by  suspension  or  non-utilization  of  a general  registration 
fee  at  the  1981  session,  however,  based  upon  projected 
participation  at  the  1982  session  there  may  need  to  be 
reinstitution  of  a registration  fee  at  that  time.  The 
organizations  planning  to  participate  in  the  1981  session 
cover  expenditures  through  membership  dues  while  a 
major  organization  interested  in  participation  in  1982 
utilizes  a fee  to  cover  the  expenses  they  encounter  in 
presenting  their  scientific  meeting. 

The  Board  has  recommended  to  the  Scientific  Sessions 
Committee  that  recognition  of  the  50-year  practitioners 
take  place  during  the  Monday  session  of  the  House  of 
Delegates. 

(6)  As  part  of  the  ongoing  review  of  NMA  activity  the 
Board  has  in  concert  with  the  Scientific  Sessions 
Committee  given  extensive  consideration  to  the  Annual 
Session  and  all  of  its  related  activity.  Attendance  records 
for  all  functions  at  this  meeting  have  been  maintained  for 
a number  of  years  and  was  very  useful  in  our  discussions. 
The  modification  as  made  by  the  Scientific  Sessions 
Committee  in  their  report  has  been  approved  by  the 
Board.  We  feel  the  expanding  scope  proposed  in  the  1981 
scientific  program  will  create  more  interest  and  at- 
tendance. 

Further,  the  Board  recommended  the  Scientific  Ses- 
sions Committee  consider  transferring  the  date  for  the 
Annual  Session  to  another  time,  possibly  in  the  fall  of  the 
year,  to  eliminate  conflicting  dates  being  scheduled  for 
scientific  meetings  of  national  specialty  organizations 
during  the  spring  months.  The  specific  motion  involves 
that  the  Board’s  report,  “.  . . recommend  the  House  of 
Delegates  consider  omitting  one  of  its  two  meetings 
per  year,  and  that  the  House  consider  a revised 
format  of  scheduling  in  the  Annual  Session,  to 
provide  for  maximum  continuing  medical  education 
availability,  adequate  time  for  House  deliberations, 
specialty  society  involvement,  sportsman’s  activi- 
ties and  fellowship.” 

Concurrently,  the  Board  has  reviewed  the  Fall  Session 
of  the  House  of  Delegates  with  regard  to  scheduling,  costs 
and  activity  that  relates  to  this  session.  In  discussions  with 
other  states  we  felt  a more  definitive  study  should  be 
made  as  it  relates  to  meetings  of  the  House  of  Delegates. 
To  assist  in  this  study  the  headquarters  office  conducted 
a survey  of  all  states  asking  for  the  number  of  meetings  of 
their  respective  Houses  and  the  body  that  handled  interim 
affairs.  The  results  of  that  study  are  as  follows: 

50  States  responded 

35  States  hold  one  House  of  Delegates  meeting  per  year 
12  States  hold  two  House  of  Delegates  meetings  per  year 
3 States  hold  three  Houses  of  Delegates  meetings  per  year 

Another  part  of  the  study  included  a review  of  the 
history  of  the  “fall  session”  of  the  House  as  we  felt  this 
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information  would  be  helpful  to  the  thrust  of  this  report. 
Prior  to  1953,  the  NMA  House  of  Delegates  held  a yearly 
session  at  the  time  of  the  Annual  Session. 

On  .January  1 1,  1953,  a special  session  of  the  House  was 
called  to  discuss  two  Ad-Hoc  Committee  reports  on 
Medical  Education  and  J’olio.  With  the  initiation  of  this 
session  the  NMA  proceeded  to  hold  “midwinter”  meet- 
ings through  1968.  On  September  27,  1968,  the  NMA 
held  its  first  “fall  session”  in  Kearney.  There  were  three 
meetings  of  the  House  that  year  in  order  to  make  the 
transition  from  the  “midwinter”  meeting  to  the  “fall 
session”. 

The  revision  of  the  Constitution  and  By-Laws  in  1978 
has  also  had  an  impact  on  the  “fall  session”.  The 
consolidation  of  some  twenty-nine  (29)  committees  into 
six  (6)  commissions  has  decreased  the  number  and 
frequency  of  meetings  because  of  the  multiple  subjects 
covered  by  each  commission.  A review  of  meeting  activity 
indicates  there  is  an  average  of  two  meetings  for 
approximately  one-half  of  the  commissions  between 
meetings  of  the  House  of  Delegates. 

The  cost  of  the  fall  session  was  also  reviewed  starting 
with  1978  at  an  estimated  cost  of  $2,100;  the  1979  session 
at  approximately  $2,400  and  the  estimated  cost  for  this 
meeting  being  .$2,800.  Added  to  this  cost  factor  is  the 
expense  of  those  attending  the  meeting  which  number 
about  100.  Based  on  an  average  cost  of  $125  per  person 
attending,  excluding  time  away  from  practice,  the  session 
costs  those  individuals  collectively  about  $12,000  to 
$13,000. 

In  conclusion,  it  is  the  intent  of  this  report  to  provide 
both  current  and  historical  data  of  a long  standing  activity. 
With  this  information  the  House  may  wish  to  consider  in 
greater  depth  the  feasibility  of  re-establishing  one  yearly 
session  of  the  House  of  Delegates  as  a matter  of 
efficiency,  cost  and  productivity.  The  Board  respectfully 
suggests  the  House  give  consideration  to  this  proposal. 

(7)  The  Board  reviewed  the  possibility  of  a word- 
processing/computer resource  for  the  Association.  Con- 
sultants were  retained  to  analyze  the  Association’s  need 
for  and  capability  of  obtaining  this  type  of  resource.  To 
date  no  definitive  decision  has  been  reached. 

(8)  As  has  been  the  practice  each  year,  the  Board 
considered  a detailed  analysis  of  the  physician/population 
status  in  the  State  of  Nebraska.  It  was  noted  that  in  1980, 
twenty-eight  Nebraska  counties  had  a decreasing  popula- 
tion when  compared  to  1970  census  figures,  while  sixty- 
five  counties  had  an  increase  in  population  using  the  same 
comparison.  Utilizing  the  same  time  base,  there  was  a 
decreasing  number  of  physicians  in  thirty-six  counties, 
twenty-six  counties  showed  an  increase  in  physician 
population,  and  in  thirty-one  counties  there  was  no 
change.  Nine  counties  showed  a population  and  physician 
decrease,  eighteen  counties  showed  a population  and 
physician  increase,  eight  counties  showed  a population 
decrease  and  physician  increase,  and  twenty-six  counties 
showed  a population  increase  and  a physician  decrease. 
Fifteen  Nebraska  counties,  as  of  the  July  date  of  the 
tabulation,  had  no  physicians.  An  important  factor  that 
may  influence  the  study  will  be  the  finalization  of  the  1980 
census  figures.  The  figures  utilized  in  the  survey  or 
analysis  were  the  1980  estimated  figures.  Statistics  show 
that  in  1980,  30.6  percent  of  Nebraska’s  physicians  are 
under  age  40  as  compared  to  20.8  percent  in  1975. 
(Residents  in  training  are  not  included).  20.7  percent  of 
the  state’s  physicians  were  between  the  age  of  40  and  50 
in  1980  as  compared  to  28.6  in  1975  The  remaining 
comparative  percentages  are  similar.  The  average  age  of 
Nebraska  physicians  in  1980  is  47  while  the  average  age  in 
1964  was  51.  The  ratio  of  physicians  to  population  in  1970 


was  1 to  933  while  in  1980,  it  is  1 to  867.  When  the 
residents  in  training  are  included,  the  ratio  for  1980 
becomes  1 to  710.  52.7  percent  of  Nebraska’s  physicians 
are  graduates  of  the  University  of  Nebraska  College  of 
Medicine,  16.2  percent  are  graduates  of  Creighton 
University  School  of  Medicine,  21.9  percent  graduated 
from  other  U.S.  medical  schools,  6.1  percent  graduated 
from  foreign  schools  and  3.1  percent  were  not  obtainable 
for  the  study.  There  are  currently  404  residents  in  training 
in  the  State  of  Nebraska. 

Over  the  years,  the  study  has  reflected  the  fact  that 
physicians  will  locate  and  remain  in  areas  in  direct 
proportion  to  the  population  for  the  given  area.  As 
previously  mentioned,  the  1980  census  figures  when 
finalized  will  possibly  give  a more  precise  comparison  of 
data  than  the  estimates  developed  between  the  ten-year 
span  of  official  census. 

(9)  The  Board  considered  the  subject  of  the  impaired 
physician  program  in  the  State  of  Nebraska.  Charles  W. 
Landgraf,  Jr.,  M.D.,  is  the  coordinator  for  developing  the 
out-state  program,  John  Porterfield,  M.D.,  from  Lincoln, 
is  currently  structuring  a program  for  Lancaster  County, 
and  James  E.  Kelsey,  M.D.,  of  Omaha  has  an  active 
functioning  committee  through  the  Metropolitan  Omaha 
Medical  Society.  The  Board  authorized  participation  in 
covering  partial  expenses  of  these  three  individuals  to 
attend  the  Third  Annual  AMA  Conference  on  this  subject 
to  be  held  in  October,  1980,  in  Baltimore. 

(10)  The  Board  authorized  appointment  of  a coordinat- 
ing council  to  the  University  of  Nebraska  Medical  Center, 
as  requested  by  Alastair  Connell,  M.D.,  Dean.  The 
Association  members  were  selected  and  a meeting  of  the 
council  with  UNMC  representatives  is  scheduled  to  take 
place  prior  to  the  Fall  Session.  A similar  council  has  been 
offered  to  the  Creighton  University  School  of  Medicine. 

(11)  Long  Range  Planning.  At  a recent  meeting  of  the 
Board,  an  NMA  Long  Range  Plan  document  was 
presented  and  discussed.  This  program  was  initiated 
because  the  Board  felt  a program  of  definitive  goals 
should  be  developed  for  future  direction  of  Nebraska 
medicine.  This  is  intended  to  be  an  ongoing  program  that 
will  identify  the  interest  and  needs  of  this  organization. 

The  Plan  identifies  a stated  purpose  and  five  intial 
goals: 

1.  To  provide  an  increasing  number  of  scientific  educa- 
tion experiences  or  opportunities  for  the  physician. 

2.  To  improve  and  strengthen  the  relationship  with  all 
levels  of  government  and  the  health  care  field  through 
effective  ongoing  programs  and  activities. 

3.  To  improve  through  effective  ongoing  programs  and 
education  the  public  knowledge  of  health  care  issues. 

4.  To  achieve  the  optimum  level  of  membership  of  all 
physicians  in  the  Nebraska  Medical  Association  and 
the  AMA. 

5.  To  develop  a close  liaison  and  working  relationship 
with  all  medical  organizations  in  the  state  and  with  the 
American  Medical  Association. 

These  goals  are  aimed  at  attaining  positive  approaches 
and  results  and  to  insure  appropriate  and  positive 
progress  for  this  Association. 

During  this  ongoing  program  the  Board  plans  to  utilize 
the  Commissions  and  possible  special  committees  to 
assist  in  carrying  out  this  long  range  program.  Continual 
review  of  the  document  will  be  made  by  the  Board  and  the 
House  of  Delegates  and  membership  will  be  kept  abreast 
of  the  program  through  regular  reports. 

We  plan  ahead  not  only  so  we  will  know  how  the  future 
will  affect  us,  but  how  we  can  affect  the  future. 
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(12)  The  Board  referred  an  Association  member’s 
request  to  the  Commission  on  Association  Affairs  which 
proposed  that  a discussion  take  place  of  the  desirability 
and  feasability  of  altering  the  Articles  and  By-Laws  in 
such  a way  that  delegates  representing  the  Nebraska 
Medical  Association  be  exempt  from  the  restrictions 
preventing  a person  from  holding  two  elected  offices.  The 
By-Laws  currently  state  that  members  of  the  Board  of 
Directors  may  not  hold  two  elected  positions  at  the  same 
time.  The  Commission  on  Association  Affairs  considered 
this  matter  and  decided  to  take  no  action  on  the 
memorandum.  The  consensus  of  the  Commission  was  that 
the  matter  should  be  considered  by  the  entire  House  of 
Delegates. 

The  Board’s  recommendation  concerning  the  subject  is 
an  amendment  to  the  By-Laws  be  considered  for 
submission,  discussion  and  possible  action  at  the  1981 
Annual  Session  to  provide  that  a delegate  to  the  AMA 
may  also  serve  simultaneously  as  President-Elect  and 
subsequently  President,  and  only  in  those  cases  would  a 
member  be  allowed  to  serve  on  the  Board  of  Directors  in  a 
dual  position. 

(13)  Under  the  theme  “Pioneering  the  Good  Life  — A 
Century  of  Preparation”,  the  University  of  Nebraska 
Medical  Center  enters  a Centennial  celebration.  The 
voluminous  contributions  to  the  health  of  this  state  over 
the  past  one  hundred  years  are  indeed  many  and  far 
reaching.  In  observance  of  this  propitious  event  the  Board 
herewith  recommends  the  House  adopt  the  following 
resolution; 

WHEREAS,  the  University  of  Nebraska  College  of 
Medicine  is  entering  its  second  century  of  service  to  the 
medical  profession  and  to  the  citizens  of  the  state;  and 

WHEREAS,  the  College  of  Medicine  in  its  first 
hundred  years  educated  a significant  number  of  the 
physicians  responsible  for  health  care  in  Nebraska;  and 

WHEREAS,  the  College  of  Medicine  has  through 
continuing  medical  education,  service  to  patients  and 
research  helped  shape  the  quality  of  health  care  in  the 
state;  and 

WHEREAS,  the  College  of  Medicine  since  its 
inception  has  worked  closely  and  cooperatively  with 
organized  medicine  in  the  state  to  fulfill  the  noblest 
goals  of  the  medical  profession; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  recognize  the  substantial 
contributions  of  the  University  of  Nebraska  College  of 
Medicine  to  the  health  and  well  being  of  the  citizens  of 
the  state  for  the  past  one  hundred  years;  and  that  the 
Association  pledges  its  support  and  encouragement  to 
the  success  of  the  College  in  its  second  century. 

The  Board  submits  this  report  to  the  House  of 
Delegates  for  approval. 

Respectfully  submitted, 

RUSSELL  L.  GORTHEY,  M.D. 

Chairman 


REPORT  OF  THE  DELEGATE  TO  THE  AMA  - 
1980  ANNUAL  SESSION 

The  AMA  House  of  Delegates  considered  249  reports 
and  resolutions.  This  session  was  marked  by  a minimum 
of  highly  controversial  issues.  Dan  Cloud,  Pediatric 
Surgeon  of  Phoenix,  Arizona,  was  chosen  as  President- 
Elect  in  a spirited  contest  over  Tom  Ballentine  of 
Massachusetts.  Both  men  have  impeccable  credentials 


and  it  seemed  a shame  that  one  had  to  lose.  George  Mills 
of  Hawaii  was  reelected  to  the  Board  of  Trustees  and  Bob 
Kelly  of  Minnesota,  Alan  Nelson  of  Utah,  and  James  Todd 
of  New  Jersey  were  elected  to  their  first  terms  on  the 
Board  of  Trustees.  The  Nebraska  Delegation  assisted  the 
campaign  of  Bob  Kelly  of  Minnesota  with  other  members 
of  the  North  Central  Conference. 

1.  Report  KK  of  the  Board  of  Trustees  was  adopted  in 
lieu  of  Nebraska’s  three  resolutions,  all  pertaining  to  the 
New  Utilization  Review  Regulations  issued  by  HEW  (now 
HHS).  This  report  was  based  on  the  comments  submitted 
by  the  AMA  on  the  UR  regulations  of  June  30,  1980, 
which  responded  to  most  of  our  concerns  with  these 
regulations  and  those  addressed  by  the  Nebraska  resolu- 
tions. 

2.  The  Code  of  Ethics  of  the  AMA  was  changed  at  this 
session  with  the  new  code  printed  below: 

PRINCIPLES  OF  MEDICAL  ETHICS 

Preamble:  The  medical  profession  has  long  subscribed 
to  a body  of  ethical  statements  developed  primarily  for 
the  benefit  of  the  patient.  As  a member  of  this 
profession,  a physician  must  recognize  responsibility 
not  only  to  patients,  but  also  to  society,  to  other  health 
professionals,  and  to  self.  The  following  Principles 
adopted  by  the  American  Medical  Association  are  not 
laws,  but  standards  of  conduct  which  define  the 
essentials  of  honorable  behavior  for  the  physician. 

I.  A physician  shall  be  dedicated  to  providing 
competent  medical  service  with  compassion  and 
respect  for  human  dignity, 
n.  A physician  shall  deal  honestly  with  patients  and 
colleagues,  and  strive  to  expose  those  physicians 
deficient  in  character  or  competence,  or  who 
engage  in  fraud  or  deception, 
ni.  A physician  shall  respect  the  law  and  also 
recognize  a responsibility  to  seek  changes  in  those 
requirements  which  are  contrary  to  the  best 
interests  of  the  patient. 

IV.  A physician  shall  respect  the  rights  of  patients,  of 
colleagues,  and  of  other  health  professionals,  and 
shall  safeguard  patient  confidences  within  the 
constraints  of  the  law. 

V.  A physician  shall  continue  to  study,  apply  and 
advance  scientific  knowledge,  make  relevant  in- 
formation available  to  patients,  colleagues,  and  the 
public,  obtain  consultation,  and  use  the  talents  of 
other  health  professionals  when  indicated. 

VI.  A physician  shall,  in  the  provision  of  appropriate 
patient  care,  except  in  emergencies,  be  free  to 
choose  whom  to  serve,  with  whom  to  associate,  and 
the  environment  in  which  to  provide  medical 
services. 

VII.  A physician  shall  recognize  a responsibility  to 
participate  in  activities  contributing  to  an  im- 
proved community. 

Your  delegates  voted  in  opposition  to  the  new  code  as 
instructed  by  the  Nebraska  House  of  Delegates  (which 
voted  in  favor  of  retaining  the  old  code  with  minimal 
changes  as  necessitated  by  legal  requirements).  The  new 
code  goes  beyond  minimal  changes  in  our  opinion  and 
introduces  a new  concept  of  “physician  responsibility  to 
participate  in  activities  contributing  to  an  improved 
community”.  The  changes  contained  in  Article  V 
addresses  the  chiropractic  problem  of  the  AMA  and  a 
potential  liability  of  something  like  28  million  dollars.  This 
action  of  the  House  made  the  front  page  of  the  New  York 
Times  which  reported  that  the  new  code  permitted 
physicians  to  refer  patients  to  chiropractors. 
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3.  In  a related  action  the  House  approved  an  amended 
Resolution  1 1 A which  called  on  an  appropriate  agency  of 
government  to  fund  an  independent  and  impartial  study 
to  evaluate  the  efficiency  and  safety  of  chiropractic.  (Prior 
to  the  meeting  each  delegate  was  mailed  a lengthy 
document  from  the  ACA  and  the  ICA  entitled,  “An  Open 
Letter  to  the  Medical  Profession  — a Plea  for  Professional 
Cooperation  and  Understanding”  which  quoted  liberally 
from  a New  Zealand  Evaluation  of  Chiropractic  by  a so- 
called  “impartial  commission”.  One  of  the  interesting 
items  in  this  letter  was  a statement  that  chiropractors 
were  coming  around  to  the  position  that  an  xray  should  be 
taken  prior  to  any  manipulation.) 

4.  Probably  related  to  the  chiropractic  problem  was  a 
request  from  the  American  College  of  Surgeons  to 
withdraw  from  the  AMA  Federation.  This  request  was  not 
approved  and  the  delegate  slot  was  left  open  should  the 
ACS  reconsider.  Most  of  the  over  100  delegates  and 
alternates  in  the  AMA,  who  are  also  members  of  the  ACS, 
signed  a letter  to  the  ACS  requesting  such  reconsidera- 
tion. 

5.  Report  JJ  of  the  Board  of  Trustees  and  Report  M of 
the  Council  on  Medical  Education  were  approved  which 
authorize  the  Board  of  Trustees  to  negotiate  with  the 
other  organizations  involved  in  accrediting  continuing 
medical  education  programs  to  resolve  the  present 
conflict  between  the’  LCCME  and  the  AMA  and  eliminate 
the  problems  resulting  from  two  separate  groups  involved 
in  accrediting  CME  courses.  This  problem  appears  to  be 
nearing  solution. 

6.  Joint  Report  of  the  Board  of  Trustees  and  Council  on 
Medical  Education  calling  for  the  establishment  of  six 
task  forces  to  study  the  Comprehensive  Report  A of  CME 
(1-79),  “Future  Directions  for  Medical  Education”,  was 
approved. 

7.  Resolution  102  and  Report  K of  the  Council  on 
Medical  Education  which  called  for  a moratorium  on 
Mandatory  Continuing  Medical  Education,  reexamina- 
tion. and  recertification  programs  pending  evidence  of 
their  effectiveness  in  upgrading  physicians  competence 
was  also  approved.  This  resolution  is  similar  to  Resolution 
13  submitted  by  Nebraska  on  this  subject  at  the  1979 
annual  session  which  failed  to  carry  the  day.  Companion 
Resolution  138  restating  and  reemphasizing  support  for 
voluntary  continuing  medical  education  (which  was  in 
essence  the  same  as  the  first  resolve  of  Nebraska’s 
Resolution  13,  A-79)  was  also  approved.  This  is  an 
example  of  a significant  change  in  policy  in  one  year’s  time 
and  undoubtedly  was  aided  by  the  publication  of  several 
articles  in  prestigious  medical  journals  questioning  the 
validity  of  the  hypothesis  that  attendance  at  “formal” 
“approved”  CME  courses  can  be  directly  translated  into 
improved  physician  competence. 

8.  Report  J of  the  Council  on  Medical  Education  was 
also  approved.  Recommendations  of  this  report  were  a 
reaffirmation  of  recommendations  7,  8,  and  9 of  CME 
Report  G,  A-79,  listed  below; 

7.  The  American  Board  of  Medical  Specialties  and  its 
constituent  Boards  to  reconsider  their  positions 
regarding  recertification  as  a mandatory  requirement 
(which  has  been  equated  with  minimum  qualifications 
for  medical  practice  already  in  nine  states)  rather  than 
as  a voluntarily  sought  and  achieved  validation  of 
excellence. 

8.  The  Federation  of  State  Medical  Boards  and  its  consti- 
tuent state  boards  to  reconsider  and  reverse  their 
position  urging  and  accepting  specialty  board  cer- 
tification as  evidence  of  continuing  competence  for  the 
purpose  of  reregistration  of  licensure. 


9.  The  Federation  of  State  Medical  Boards  and  its 
constituent  state  boards  reconsider  and  reverse  their 
position  urging  and  accepting  continuing  medical 
education  credits  as  evidence  of  continuing  compe- 
tence for  the  purpose  of  reregistration  of  licensure. 

and  a second  recommendation  as  follows: 

That  the  AMA  continue  efforts  to  improve  voluntary 
continuing  medical  education  programs,  maintain  the 
peer  review  process  within  the  profession,  and  develop 
better  techniques  for  establishing  the  necessary 
patient  care  data  base. 

9.  Report  K of  the  Council  on  Medical  Education  was 
appproved  in  lieu  of  Resolution  57,  A-79,  which  called  for 
a moratorium  on  recertification  programs  by  specialty 
societies.  The  recommendations  of  this  report  are  as 
follows: 

1.  That  the  American  Medical  Association  request  the 
American  Board  of  Medical  Specialists  and  its 
constituent  boards  (a)  to  study  in  detail  the  effective- 
ness and  contributions  of  the  currently  operating 
recertification  programs,  (b)  to  determine  the  cost  in 
time  and  money,  the  amount  of  benefit  to  patients,  and 
the  total  effect  on  the  physician,  and  (c)  to  report  the 
findings  of  this  study  to  the  medical  profession  at 
large. 

2.  That  the  American  Medical  Association  recommend 
that  except  for  those  American  specialty  boards  which 
have  already  implemented  a mandatory  or  voluntary 
recertification  program,  recertification  by  all  other 
American  specialty  boards  be  delayed  pending  the 
outcome  of  the  study  recommended  in  1.  above,  in 
order  to  allow  for  the  selection  of  the  best  procedure(s) 
from  the  many  alternative  methodologies  that  have 
been  or  will  be  developed. 

3.  That  this  report  be  adopted  in  lieu  of  Resolution  27  (A- 
79). 

10.  Resolution  79  which  called  on  the  AMA  to  oppose 
reenactment  of  that  portion  of  the  Health  Professions 
Educational  Assistance  Act  (PL  94-484)  which  provides 
for  continued  funding  for  physician  extender  programs 
was  referred  to  the  Board  of  Trustees  for  study  and 
report. 

11.  Resolution  111,  which  asked  the  AMA  to  call  on 
Congress  to  support  the  “mainstreaming”  of  veterans  care 
utilizing  the  private  sector’s  facilities  and  resources  was 
referred  to  the  Board  of  Trustees  for  study  and  report. 

12.  A considerable  amount  of  criticism  of  the  JCAH  was 
expressed  during  discussion  of  Resolutions  4,  43,  46,  64, 
81,  and  112  which  were  all  referred  to  the  Board  of 
Trustees  for  integration  into  its  continuing  analysis  of  the 
JCAH  which  was  reported  in  Board  of  Trustees  Report 
MM.  The  Boards  recommended  action  in  Report  MM  are 
as  follows: 

1.  The  Board  will  initiate  meetings  with  the  appropriate 
policy  making  bodies  of  the  other  four  corporate 
members  to  discuss  its  concerns  relative  to  JCAH,  to 
emphasize  its  desire  to  return  the  primary  focus  of  the 
JCAH  to  the  quality  and  excellence  of  patient  care, 
and  to  explore  methods  of  improving  the  voluntary 
accreditation  process  of  the  JCAH. 

2.  The  Board  believes  that  the  future  environment  will 
create  a demand  from  the  public  for  reliable  and 
credible  quality  processes,  and  that  this  same  environ- 
ment will  create  demands  from  the  hospitals  for  a 
streamlined  and  efficient  accreditation  that  is  flexible, 
comprehensive,  non-duplicative,  and  less  costly.  To 
meet  these  demands,  the  Board  intends  to; 

a.  Initiate  a complete  review  of  the  “optimal  Achiev- 
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able  Standards”  philosophy,  currently  in  effect  at 
the  JCAH,  to  determine  if  this  approach  is 
appropriate  for  the  hospital  of  the  future. 

b.  Recommend  to  the  Board  of  Commissioners  of  the 
JCAH  that  the  standards  be  rewritten  to  eliminate 
significant  portions  that  are  ambiguous  and  subject 
either  to  misinterpretation  or  various  interpreta- 
tions by  the  JCAH  surveyors  and  hospitals,  and  to 
allow  more  flexibility  in  the  implementation  of  the 
standards  by  the  individual  hospital  and  medical 
staff. 

c.  Recommend  to  the  Board  of  Commissioners  of  the 
JCAH  that  for  the  immediate  future  the  major 
emphasis  be  placed  on  improving  the  quality  of  the 
survey  and  accreditation  process  in  the  short  term 
acute  care  hospital. 

d.  Recommend  to  the  Board  of  Commissioners  of 
JCAH  that  it  reconsider  the  desireability  of 
continuing  to  survey  long  term  care  facilities  that 
are  not  hospital  related,  both  from  the  standpoint 
of  finances  and  the  ability  to  produce  a quality 
product. 

e.  Recommend  to  the  Board  of  Commissioners  of 
JCAH  that  it  explore  methods  of  streamlining  the 
accreditation  process  by  considering:  (1)  the  feasi- 
bility of  contracting  with  a management  firm  to 
perform  the  accreditation  process;  (2)  the  feasi- 
bility of  extending  the  present  term  of  accreditation 
from  two  years  to  three  or  four  years  with  interim 
written  reports  to  be  submitted  by  the  hospital;  (3) 
other  alternative  methods  of  accreditation. 

f.  Recommend  to  the  Board  of  Commissioners  that  it 
evaluate  the  appropriateness  of  continuing  to 
include  life  safety  codes  in  JCAH  standards  for 
hospital  accreditation. 

13.  A rather  comprehensive  report  on  HMO’s  was 
presented  by  the  Council  on  Medical  Service.  This  report 
was  based  on  a review  of  15  HMO’s  (5  staff  models,  5 
group  models,  and  5 IPA’s)  plus  a review  of  literature 
regarding  HMO  performance.  Your  AMA  Delegation 
participated  in  the  action  which  referred  to  the  Board  of 
Trustees  rather  than  adopt  recommendation  #4  which 
stated: 

That  the  HMO  approach  to  health  care  delivery  be 
recognized  as  one  which  may  result  in  care  for  enrollees 
at  a lower  total  cost  than  for  comparable  groups  in  other 
health  care  delivery  systems,  whether  the  group,  staff  or 
IPA  model  HMO  is  considered. 

It  is  of  interest  that  up  to  40%  or  more  of  first  patient 
contacts  in  some  HMO’s  was  with  either  PA’s  or  nurse 
practitioners. 

14.  The  AMA’s  policy  on  NHI  was  reaffirmed  and  will 
continue  to  follow  the  principles  outlined  in  Resolution  62 
adopted  in  1978  although  six  resolutions  were  introduced 
recommending  more  specific  opposition  to  NHI  or  the 
complete  abandonment  of  the  four  principles  of  “62”. 

15.  In  response  to  a resolution  presented  by  the  Student 
Business  Section  the  House  adopted  Resolution  124 A as 
follows: 

That  the  AMA  study  the  health  care  needs  of 
homosexuals  and  investigate  methods  by  which  this 
information  may  be  conveyed  to  both  physicians  in 
practice  and  physicians  in  training. 

16.  An  interesting  new  concept  in  financing  health  care 
was  presented  by  the  Louisiana  Medical  Association 
which  was  referred  to  the  Board  of  Trustess  for  study. 
This  program  entitled  CHIP  (Consumers  Health  Invest- 
ment Plan)  as  opposed  to  Senator  Long’s  CHIP  is  based 


on  a saving  plan  coupled  with  a Catastrophic  Health 
Insurance  plan.  This  is  similar  in  some  respects  to  the  self 
insurance  programs  of  some  corporations  in  that  the 
individual  pays  only  a small  administrative  fee  (ASO  — 
administrative  service  only)  to  the  investing  agent  and 
dips  into  this  savings  account  only  when  necessary  to  pay 
the  deductible  amount  of  his  medical  expenses.  The 
incentive  is  to  use  this  investment  only  when  necessary 
and  the  individual  is  protected  against  large  medical 
expenditures  by  the  catastrophic  health  insurance 
program  whose  premium  is  low  especially  if  he  opts  for  a 
true  catastrophic-level  deductible.  This  plan  would 
appear  to  go  a long  way  towards  solving  the  problem  of 
overutilization.  It  is  anticipated  that  the  interest  on  the 
investment  will  be  more  than  sufficient  to  pay  the 
premium  of  the  Catastrophic  Health  Insurance  Plan. 
Further  information  regarding  this  proposal  may  be 
obtained  from  the  Louisiana  Medical  Association.  This 
plan  merits  further  indepth  study. 

A summary  of  all  the  actions  taken  by  the  AMA  House 
of  Delegates  covers  some  68  pages  but  is  available  from 
the  headquarters  office  on  request. 

It  has  again  been  my  privilege  to  represent  the 
Nebraska  Medical  Association  at  the  AMA  House  of 
Delegates  meeting  which  is  one  of  the  most  democratic 
forums  in  the  country.  Your  comments,  opinions,  and 
counsel  are  most  welcome  on  any  issue  before  the  House. 

Respectfully  submitted, 

C.  J.  CORNELIUS,  JR.,  M.D. 

Delegate 

REPORT  OF  AMA  DELEGATE, 
RESIDENT  PHYSICIAN  SECTION 

The  Fourth  Annual  Business  Meeting  of  the  American 
Medical  Association-Resident  Physicians  Section  was 
held  July  18-20,  1980  in  Chicago,  Illinois.  Eighty-seven 
delegates  from  seventeen  states  and  four  uniformed 
services  were  registered.  The  largest  contingents  were 
from  Illinois  and  Texas  with  thirteen  delegates  and 
alternates  each. 

The  first  day  saw  a welcome  by  Stephen  J.  Dresnick, 
M.D.,  the  outgoing  Chairman  of  the  Section  who  was 
completing  an  unprecedented  second  term  in  that  office. 
His  address  was  followed  by  a series  of  workshops  and 
small  group  sessions  on  such  topics  as:  negotiations, 
parlimentary  procedures,  practice  management,  due 
process,  contracts,  and  newsletters.  These  traditionally 
popular  educational  activities  were  followed  by  the 
reference  committees,  which  considered  a total  of  four 
reports  and  twenty-five  resolutions. 

Report  A concerned  the  AMA-RPS  budget.  The  AMA 
allocates  $292,000  to  its  Department  of  House  Staff 
Affairs  as  a total  program  budget.  Fixed  costs  consume 
35%  of  this,  leaving  $189,657  as  the  total  project  budget. 
Of  this  amount,  AMA  staff  salaries,  travel,  and  mis- 
cellaneous staff  expenses  take  out  another  54.5%,  leaving 
the  RPS  governing  council  an  operating  budget  of  29.5% 
of  the  original  total  program  budget.  Since  the  AMA-RPS 
had  20,394  members  in  1979,  this  $86,189  operating 
budget  represents  expenditures  of  $4.23  per  member. 

Report  B concerned  the  question  of  having  a full-time 
Chairman  for  the  AMA-RPS,  analogous  to  the  full-time 
president  of  the  AMA.  The  report  concluded  that  no 
definite  policy  should  be  established  since  each  Chair- 
man’s residency  program  will  vary;  however,  it  could  be 
considered  in  an  individual  case  subject  to  the  approval  of 
the  AMA  Board  of  Trustees. 

Report  C discussed  the  concept  of  proportional 
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representation  of  young  physicians  in  organized  medicine. 
This  was  an  informational  document  intended  to  promote 
discussion  over  the  next  year,  hopefully  leading  to  specific 
recommendations  for  the  1981  annual  meeting. 

Report  D dealt  with  the  problem  of  residents  on  AMA 
councils  finishing  their  residencies  and  leaving  unexpired 
terms  to  the  council  because  of  their  ineligibility  to  serve. 
Then  the  succeeding  resident  member  to  that  council 
might  only  have  a one-year  term  and  have  to  stand  for 
election  yet  again.  A resolution  was  passed  asking  that 
every  election  “be  for  a term  of  three  years  or  so  long  as 
the  physician  remains  in  his/her  residency  training 
program,  whichever  occurs  (ends)  first”.  This  resolution 
was  adopted  by  the  assembly  and  forwarded  to  the  AMA 
House  of  Delegates. 

Other  resolutions  showed  the  assembly’s  concern  over 
such  issues  as  public  health  and  AMA  membership.  The 
most  interesting  of  these  was  a resolution  that  the  AMA 
consider  a graduated  dues  format  for  new  physician 
members.  Currently,  the  AMA  discounts  first  year  dues 
by  half,  then  charges  full  dues  from  the  second  year  of 
membership  on.  The  American  Bar  Association,  by 
contrast,  uses  a ten-year  graduated  dues  format.  As  high 
dues  are  another  major  expense  to  the  physician  trying  to 
start  in  practice,  the  resolution  sponsors  believe  a more 
significant  graduated  dues  program  would  remove  this 
deterrent  to  AMA  membership.  This  resolution  also  was 
adopted  and  referred  to  the  AMA  House  of  Delegates. 

At  the  representative  assembly,  reports  were  also  heard 
from  the  Secretary  of  the  AMA-RPS,  the  RPS  delegate  to 
the  AMA  House  of  Delegates,  and  from  the  representa- 
tives to  the  AMA  councils.  The  assembly  concluded  with 
the  election  of  new  officers  for  1980-81,  and  the 
assumption  of  the  Chairmanship  by  Chairman-elect, 
Marie  G.  Kuffner,  M.D.,  an  anesthesiology  resident  from 
Texas. 
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Respectfully  submitted, 
DONALD  C.  KERN,  M.D. 
Delegate 


REPORT  OF  THE  EXECUTIVE  DIRECTOR 

Annual  Membership  Report 

In  previous  years  various  membership  reports  have 
been  made  at  each  session  of  the  House  of  Delegates. 
After  some  study,  it  appears  a more  comprehensive  report 
could  be  made  on  an  annual  basis  and  as  a supplement  to 
the  Physician  Manpower  Report. 

Therefore,  we  are  presenting  our  first  annual  report  on 
membership.  We  hope  these  statistics  will  be  meaningful 
to  the  Delegates. 

MEMBERSHIP  BY  COUNTY  — 

1979  and  1980  (as  of  9/17/80) 


Non- 

1980 

1979 

County 

AMA 

AMA 

Life 

Total 

Total 

Adams 

37 

13 

8 

58 

58 

Antelope-Pierce 

10 

1 

11 

10 

Boone  

1 

1 

3 

Box  Butte 

10 

2 

12 

13 

Buffalo 

38 

18 

2 

58 

60 

Butler 

4 

4 
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2 
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6 

6 

Cheyenne-Kimball-Deuel . 

8 
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9 
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Boone 1 

Dawson'. 1 

Four  County 1 

Hamilton.  .N. 2 

Lancaster 1 
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Platte-Loup 1 

Scotts  Bluff 2 

Total 23 


MEMBERSHIP  BY  CATEGORY 


1980 

1979 

Active 

1415 

1418 

Life 

175 

173 

House  Officer 

30 

27 

Student 

101 

94 

Total. 


1721 


1712 


PHYSICIANS  BY  T.O.P., 
INCLUDING  NON-MEMBERS 


Omaha 

Lincoln 

Greater 

Nebr. 

Total 

Private  Practice 

637 

250 

601 

1488 

Residents 

382 

22 

— 

404 

Medical  School  Faculty  . . . 

233 

— 

— 

233 

Retired,  Disabled,  etc 

38 

21 

70 

129 

Emergency  Department . . . 

29 

9 

1 

39 

Veterans  Adm 

15 

17 

11 

43 

Dept.  Public  Instit 

— 

8 

9 

17 

Administration 

8 

3 

1 

12 

Total 

1342 

330 

693 

2365 

December  1980  Nebraska  Medical  Journal 


345 


PHYSICIANS/RESIDENT  — 
MEMBERS/NON-MEMBERS,  1980 
Members 


Area 

Active 

Resident 

Omaha 

695 

26 

Lincoln 

276 

4 

Greater  Nebr.. . . 

606 

— 

1577 

30 

Non-Members 

Area 

Physician 

Resident 

Omaha 

265 

365 

Lincoln 

32 

18 

Greater  Nebr.. . . 

87 

— 

384 

374 

MEMBERSHIP  DETERMINING  AMA  DELEGATES 

AMA  Dues  House 

AMA  Exempt  Officers  Students  Total 


1979  999  194  20  77  1290 

1980  1013  186  26  92  1317 


REPORT  OF  THE  EDITOR, 
NEBRASKA  MEDICAL  JOURNAL 

Volume  LXIV  of  the  Nebraska  Medical  Journal  was 
published  in  1979.  It  contained: 

An  average  of  6.75  articles  per  issue,  or  60  articles  for 
the  year. 

Five  editorials  per  issue;  60  editorials  for  the  entire  year. 
Down  Memory  Lane. 

Between  Cases. 

The  President’s  Page. 

The  Auxiliary  Report. 

WashingtoNotes. 

Medicinews. 

Our  Medical  Schools. 

State  Organizations. 

National  Organizations. 

Book  Reviews. 

The  Letter  Box. 

In  Memoriam. 

Fifty-Year  Reminiscences. 

Coming  Meetings. 

The  Picture  Gallery. 

Reports  of  Councilors,  Delegates,  and  Committees. 


AREA  PERCENTAGE  OF  1980  MEMBERSHIP* 

Omaha (697)  43.8% 

Lincoln (279)  17.6% 

Greater  Nebr (614)  38.6% 


And  we  are  publishing  a series  of  articles  called  My 
Specialty. 

Advertising  seems  a little  better. 

My  fifteenth  good  year  with  the  Journal.  God  bless  the 
Nebraska  Medical  Journal  and  all  lesser  publications. 


•Residents  and  students  not  included 

The  “lazy  days”  of  summer  are  over  and  time  for 
another  Fall  Session  has  arrived.  Lest  you  be  mislead,  the 
term  “lazy  days”  is  only  an  expression  and  has  no 
resemblance  to  NMA  activity  since  the  Annual  Session. 
This  has  been  an  unusually  busy  interim  between  sessions 
with  continuous  meetings  and  other  activities  absorbing 
the  weekly  calendar  of  the  NMA.  Many  of  the  reports  in 
the  Handbook  reflect  the  intensity  of  activity. 

The  daily  format  of  your  Association  takes  many  forms 
i.e.  the  telephone,  the  mail,  the  visitors,  the  meetings 
attended  and  called,  a visit  on  the  street,  an  appearance 
before  a legislative  committee,  a County  Medical  Society 
visit.  The  list  is  endless  but  essential  to  the  daily 
operation  of  this  Association  as  it  works  to  present  the 
image  of  medicine  in  all  walks  of  life.  Your  continued 
support,  encouragement  and  direction  mold  the  thrust  of 
this  organization  and  become  an  integral  reflection  of  your 
personal  philosophy  and  approach  to  the  practice  of 
medicine.  Your  Association  is  a mirror  of  you  the 
physician.  We  need  your  continued  input  to  insure  a 
positive  and  progressive  programming  and  activity  of  the 
NMA. 

1981  Legislature 

The  upcoming  session  will  include  at  least  four  new 
Senators  and  the  ever-present  possibility  that  some 
incumbents  will  not  be  re-elected. 

This  is  a 90-day  session  and  can  be  expected  to  last  well 
into  May,  1981. 

Health  matters,  as  in  the  past,  will  continue  to  receive 
attention  in  this  session.  An  active  contact  program  with 
your  Senator  will  be  the  most  effective  approach  to 
matters  of  interest  to  the  NMA. 

Respectfully  submitted, 

KENNETH  E.  NEFF 
Executive  Director 


Respectfully  submitted, 
FRANK  COLE,  M.D. 
Editor 


REPORT  OF  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

Probably  the  major  event  which  occurred  at  the  School 
of  Medicine  within  the  past  year  was  the  accreditation  site 
visit  conducted  by  the  Liaison  Committee  on  Medical 
Education  in  the  middle  of  April.  As  I reported  to  you  at 
the  last  meeting  of  the  House  of  Delegates,  the 
accreditation  site  visit  was  highly  successful  and  we 
received  a very  positive  verbal  report.  Things  do  move 
slowly  also  in  the  bureaucracy  of  medical  school  accredita- 
tion bodies  since,  as  yet,  we  have  not  received  a final 
report. 

However,  as  a result  of  the  self-study  which  we 
conducted  prior  to  the  accreditation  site  visit,  we  have 
now  begun  to  implement  some  of  the  recommendations  of 
the  faculty.  An  all-day  retreat  was  held  recently  involving 
all  department  chairmen  and  the  assistant  and  associate 
deans. 

In  addition  to  the  administrative  rearrangements  which 
I reported  to  you  at  the  last  meeting,  I have  also  appointed 
Dr.  John  J.  Matoole  as  Associate  Dean  for  Veterans 
Affairs.  Dr.  Matoole,  as  you  know,  is  Chief  of  Staff  at  the 
Veterans  Hospital  and  will  be  playing  a vital  role  in  our 
programs  carried  out  in  that  facility.  We  have  also 
appointed  associate  administrators  in  each  of  the  clinical 
departments.  These  administrators  will  be  reporting  to 
the  Assistant  Dean  for  Financial  Affairs  and  will  carry 
responsibilities  in  departmental  record  keeping,  budget 
monitoring,  and  patient  services. 

A new  class  of  110  freshmen  students  began  their 
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studies  just  a week  ago.  The  class  was  selected  from  a 
group  of  6,000  applicants  from  all  over  the  country  and 
many  foreign  countries.  The  new  freshman  class  contains 
61  students  who  took  their  pre-medical  work  at  Creighton 
University  and  it  also  contains  34  residents  of  the  State  of 
Nebraska.  Nineteen  students  came  from  the  State  of 
Wyoming  and  the  remainder  of  the  class  came  from 
several  other  states  around  the  country. 

I am  pleased  to  report  on  the  appointment  of  Dr. 
Robert  S.  Cox  to  the  position  of  Professor  and  Chairman 
of  the  Department  of  Pathology.  Dr.  Cox  comes  to  us  from 
California  and  I am  certain  that  he  will  play  a significant 
role  in  the  restructuring  of  our  program  in  Pathology  at 
the  School  of  Medicine.  Interestingly  enough.  Dr.  Cox  has 
been  very  active  in  national  medical  politics  and  it  is  my 
expectation  that  he  will  participate  actively  in  the 
activities  of  our  State  Medical  Association.  I am  certain 
that  each  of  you  will  extend  a welcome  hand  to  Dr.  Cox 
when  he  arrives  in  November. 

The  faculty  of  the  School  of  Medicine  is  now 
participating  in  Allied  Health  programs  that  are  new  to 
the  University.  Two  of  the  recently  instituted  efforts 
involve  a degree  program  in  Respiratory  Therapy  and  a 
certificate  program  in  the  area  of  Natural  Family 
Planning.  Also  on  the  planning  board  for  early  instutition 
is  a baccalaureate  program  for  nurse  anesthetists. 

The  Federal  Government’s  plan  to  completely  termi- 
nate support  for  medical  education  did  not  materialize  so 
some  form  of  Federal  support  will  continue  for  another 
year  but  at  a rate  approximately  35%  below  previous 
funding  levels.  The  loss  of  revenue  will  need  to  be 
replaced  by  other  sources  such  as  increased  alumni  giving, 
gifts  from  foundations,  or  a sizeable  increase  in  tuition. 
The  tuition  at  the  medical  school  this  year  will  be  $6,290 
per  student  and,  although  this  seems  high,  it  places  us  at 
the  lower  end  of  the  spectrum  as  compared  to  all  other 
private  medical  schools  in  the  country.  We  have  been 
purposely  holding  this  tuition  at  the  lowest  possible  level 
so  as  not  to  exclude  from  our  ranks  those  students  who  are 
not  amongst  the  ranks  of  the  affluent.  I continue  to  believe 
that  the  medical  professon  should  be  represented  by 
individuals  from  all  subsections  of  our  population.  There 
is  however  an  ever-increasing  need  for  student  financial 
assistance.  For  example,  in  1979-80,  84%  of  the  medical 
student  body  at  Creighton  received  some  type  of  financial 
assistance  in  the  form  of  loans  and  scholarships. 

On  May  17,  1980,  111  graduates  of  the  School  of 
Medicine  received  their  degree  of  Doctor  of  Medicine. 
These  men  and  women  travelled  to  various  areas  in  29 
states  to  begin  their  post-graduate  residency  training. 
Forty  of  these  graduates  will  take  training  in  Internal 
Medicine  and  23  physicians  will  take  similar  training  in 
Family  Practice  at  various  hospitals  throughout  the 
country.  In  addition,  15  students  entered  the  study  of 
Surgery,  6 in  Pediatrics,  6 in  Psychiatry  and  the  remaining 
31  are  in  various  other  specialties  or  subspecialties. 
Seventeen  students  will  continue  their  medical  education 
supervised  by  the  U.S.  Armed  Forces  Programs. 

We  have  just  completed  a three-year  study  involving 
the  Total  Systems  Curriculum  Design  (Kellogg  Project), 
but  a one-year  extension  has  been  approved  to  help 
implement  some  of  the  new  curriculum  goals  identified  by 
that  study.  A description  of  the  activities  and  respon- 
sibilities of  the  faculty  and  the  students  for  the  clinical 
disciplines  and  for  most  of  the  basic  science  departments 
has  been  completed.  Curriculum  changes  in  the  School  of 
Medicine  will  be  studied  using  this  material  during 
the  upcoming  months. 

I would  like  to  take  this  opportunity  to  thank  the 
officers  and  staff  of  the  Nebraska  Medical  Association  for 


their  many  kindnesses  and  courtesies  throughout  the  past 
year  and  particulsu'ly  for  the  opportunity  to  present  this 
semi-annual  report  to  you. 

Respectfully  submitted, 

JOSEPH  M.  HOLTHAUS,  M.D. 

Dean 


REPORT  OF  THE  STATE  DEPARTMENT  OF 
HEALTH 

It  is  my  pleasure  to  report  on  some  of  the  Department 
of  Health’s  programs  that  may  be  of  interest  to  physicians 
in  practice: 

Expansion  of  Genetic  Services 

During  the  past  two  years  the  Birth  Defects  Prevention 
Program  initiated  a concerted  effort  to  expand  the 
availability  of  genetic  services.  In  addition  to  the  quarterly 
clinics  operating  in  Kearney  and  Scottsbluff,  clinics  are 
now  established  in  Lincoln  (bimonthly).  Grand  Island, 
Hastings,  Beatrice  and  North  Platte. 

The  Genetics  Team  traveling  to  the  clinic  sites  is 
comprised  of  representatives  from  the  University  of 
Nebraska  Medical  Center  and  Children  Memorial  Hos- 
pital. A nurse  or  social  worker  in  each  area  was  designated 
by  the  local  medical  community  to  be  the  clinic 
coordinator.  All  referrals  are  seen  with  the  approval  of  the 
patient’s  physician.  A summary  of  the  genetic  counseling 
and  any  diagnostic  consultation  are  sent  to  the  patient’s 
physician,  who  also  remains  responsible  for  any  sub- 
sequent follow-up. 

The  response  to  the  genetic  services  is  excellent;  the 
clinics  are  invariably  fully  scheduled  with  referrals. 

High  Blood  Pressure  Control  Program 

Since  May  1975,-  more  than  250,000  blood  pressure 
readings  have  been  taken  through  the  Nebraska  Depart- 
ment of  Health’s  Statewide  High  Blood  Pressure  Control 
Program.  Of  those  screened,  more  than  17,000  have  been 
referred  to  physicians  because  of  elevated  readings.  In 
addition,  increasing  emphasis  is  being  given  to  the  public 
education,  patient  education,  and  professional  education 
phases  of  the  program.  Screening  and  education  activities 
are  carried  out  through  a wide  variety  of  agencies 
including  local  health  departments,  home  health  agencies, 
and  voluntary  health  organizations  such  as  the  American 
Heart  Association,  Nebraska  Affiliate.  Activities  are 
directed  especially  to  such  high  risk  and  hard-to-reach 
groups  as  senior  citizens,  minority  populations,  and 
known  hypertensives. 

Nebraska  Diabetes  Project 

The  Nebraska  Department  of  Health  is  working  with 
the  Center  for  Disease  Control  to  implement  a plan  for 
reducing  the  morbidity  and  mortality  of  diabetes.  Robert 
Recker,  M.D.,  represents  the  Nebraska  Medical  Associa- 
tion and  serves  as  Chairman  of  the  Advisory  Committee. 

In  the  target  area  of  southeastern  and  central  Nebraska 
the  following  major  problems  were  identified  and  ad- 
dressed by  the  Project:  coma  resulting  from  ketoacidosis, 
infection  of  feet  and  legs,  and  poor  regulation  during 
periods  of  minor  illness. 

There  are  four  major  efforts  underway: 

1.  Implement  a field  study  evaluating  the  difference 

between  a group  of  discharged  diabetics  who  are 

randomly  assigned  to  an  intervention  group  receiving 

teaching  in  the  home  from  home  health  and  county 
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health  nurses,  or  a control  group  which  does  not 
receive  teaching  in  the  home. 

2.  Intensively  train  the  nurses  providing  the  in-home 
teaching. 

3.  Provide  in-services  at  the  42  hospitals  in  the  target 
area. 

4.  Establish  baseline  data  through  retrospective  retrieval 
of  three  years  of  diabetic  discharges. 

The  response  to  the  Project  is  most  encouraging. 
Approximately  230  patients  representing  the  practices  of 
85  physicians  are  enrolled  in  the  study;  39  of  42  hospitals 
participated  in  the  retrospective  analysis  of  discharge 
data;  and  almost  850  health  professionals  in  the  target 
area  received  instruction,  attended  in-services,  or  par- 
ticipated in  three-day  courses. 

Risk  Reduction  Program 

The  Nebraska  Department  of  Health’s  Risk  Reduction 
Program  is  a part  of  the  national  effort  to  coordinate 
health  education  efforts  with  physicians,  health  agencies, 
and  other  interested  organizations  to  reduce  the  risks  of 
premature  death  and  disability  associated  with  smoking, 
alcohol  abuse,  obesity,  hypertension,  stress,  and  lack  of 
exercise.  The  Department  plans  to  inventory  health 
education-risk  reduction  services  in  Nebraska  to  obtain 
additional  information  on  risk  factor  prevalence  and  on 
morbidity  data  related  to  chronic  diseases  and  to  provide 
technical  assistance  in  program  planning  and  evaluation 
to  communities  involved  in  risk  reduction  efforts. 

Respectfully  submitted, 

HENRY  D.SMITH,  M.D. 

Director 


UNIVERSITY  OF  NEBRASKA 
COLLEGE  OF  MEDICINE 

As  always,  I am  very  pleased  to  have  the  opportunity  to 
share  with  the  House  of  Delegates  some  of  the  major 
events  relating  to  the  College  of  Medicine.  The  past  year 
has  been  eventful  and  stimulating  for  the  college.  We  are 
making  significant  progress  in  a number  of  areas. 

As  perhaps  some  of  you  are  aware,  a new  chairman  of 
Pathology,  Dr.  David  Purtilo,  has  been  appointed.  Dr. 
Purtilo  comes  with  a distinguished  research  background 
and  will  be  joining  the  faculty  on  April  1,  1981. 

When  I reported  to  you  in  April,  I noted  the  resignations 
of  the  Chairmen  of  the  Departments  of  Pediatrics  and 
Family  Practice.  At  present,  candidates  for  the  pediatric 
chairmanship  are  visiting  the  campus.  The  search  for  a 
chairman  for  Family  Practice  continues  with  recom- 
mendations expected  from  the  committee  very  soon.  It  is 
anticipated  that  recommendations  from  the  Internal 
Medicine  Search  Committee  will  be  received  soon  also. 
We  look  forward  to  having  these  three  chairs  filled  no  later 
than  spring  or  early  summer,  1981. 

A new  search  committee  to  select  a chairman  for  the 
Department  of  Anesthesiology  has  been  appointed  re- 
cently. Dr.  Daniel  Wingard  resigned  in  June  after  seven 
years  of  service.  He  will  remain  as  a faculty  member. 

I wish  to  express  my  sincere  appreciation  to  those 
individuals  from  the  Association  who  have  participated  in 
discussions  with  the  Medical  Center  through  the  Co- 
ordinating Council  which  has  been  established.  These 
sessions  have  been  fruitful  and  I am  delighted  with  the 
spirit  of  cooperation  and  communication.  Additionally,  my 
gratitude  is  extended  to  all  of  you  who  supported  the 


college  during  the  recent  budget  sessions  with  the 
Legislature.  Particularly  I wish  to  thank  Dr.  Landgraf. 

By  the  time  you  read  these  words  the  Centennial  of  the 
College  of  Medicine  will  be  well  underway.  We  look 
forward  to  your  participation  in  these  events.  Many  of  you 
are  graduates  of  the  College  of  Medicine  and  share  that 
special  relationship  while  most  of  you  also  have  made 
special  and  significant  contributions  to  the  College.  We 
thank  you  for  past  service  and  invite  you  to  share  our 
celebration  of  progress. 

Respectfully  submitted, 

ALASTAIR  M.  CONNELL,  M.D. 

Dean 


REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

Dwaine  J.  Peetz,  M.D.,  Neligh.  Chairman;  Louis  VV.  Burgher.  M.D., 
Omaha;  Louis  J.  Gogela,  M.D.,  Lincoln;  Clyde  L.  Kleager,  M.D.,  Hastings; 
Joseph  C.  Scott,  M.D.,  Omaha;  Mr.  Joe  Stavas,  Omaha. 

The  Commission  has  met  on  two  occasions  since  the 
Annual  Session  in  April  of  1980.  The  House  of  Delegates 
referred  a resolution  to  our  Commission  directing  that  a 
change  in  the  By-Laws  be  considered  which  would  limit 
voting  for  the  election  of  delegates  and  alternate  delegates 
to  the  American  Medical  Association  to  NMA  House 
members  who  are  current  members  of  the  AMA.  In 
conjunction  with  consideration  of  this  subject,  the 
Commission  decided  to  survey  Association  members 
regarding  their  current  attitude  on  re-institution  of  unified 
membership.  Results  of  the  survey  indicated  that  the 
current  position  of  voluntary  membership  in  the  AMA  is 
preferred.  Most  physicians  believe  in  belonging  to  the 
AMA,  however,  a sizeable  number  opposed  required 
membership. 

The  Commission  considered  the  resolution  in  detail  and 
decided  that  two  classes  of  NMA  delegate  voting  is  not 
practical  as  delegates  who  are  seated  in  the  House  have 
certain  rights  inasmuch  as  they  have  been  elected  to  that 
position  by  their  county  society  membership.  They 
function  in  the  House  of  Delegates  because  of  their 
membership  in  the  county  society  and  state  association.  It 
did  not  seem  to  the  Commission  that  a delegate  should 
have  his  voting  rights  limited  based  on  whether  he  is  a 
member  of  a third  organization. 

The  Commission  therefore  recommends  that  this 
change  not  be  made  in  the  Nebraska  Medical  Association 
By-Laws. 

Representatives  of  the  Nebraska  Medical  Association 
Auxiliary  informed  the  Commission  of  the  various 
projects  they  have  undertaken.  The  “Rent-A-Retreat” 
project  was  discussed  in  detail  and  the  Commission’s 
opinion  was  requested  as  to  whether  or  not  a similar  effort 
should  be  undertaken  in  1981.  The  success  of  the  1980 
project  was  noted  in  that  over  $5,000  in  contributions 
were  received  for  the  Health  Galleries.  The  Commission 
encouraged  the  Auxiliary  to  proceed  with  the  Rent-A- 
Retreat  project  in  1981  and  recommended  the  Auxiliary 
contact  the  Scientific  Sessions  Committee  for  further 
consideration  of  the  request  to  incorporate  the  project  at 
a scheduled  time  in  the  1981  Annual  Session  program. 

The  Commission  stands  ready  to  consider  additional 
items  which  might  be  referred  to  it  by  the  House  of 
Delegates. 

Respectfully  submitted, 

DWAINE  J.  PEETZ,  M.D. 

Chairman 
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REPORT  OF  THE  COMMISSION  ON 
CLINICAL  MEDICINE 

Robert  M Strvker,  M I).,  Omaha.  Chairman;  Patrick  K.  Clare,  M.D., 
Lincoln.  Joel  T.  Johnson,  M.D.,  Kearney.  Robert  (J.  Osborne.  M l)..  Lincoln: 
William  L.  Rumbolz.  M l).,  Omaha;  Richard  B.  Svehla.  M I)..  Omaha:  John 
G.  Yost,  M I)..  Hastings. 

The  Commission  presents  reports  from  two  of  its 
Committees  to  the  House  of  Delegates  for  approval. 

Report  of  the  Scientific  Sessions  Committee 

Robert  M.  Str>*ker.  M l)  . Omaha.  Chairman;  Dale  W.  Kbers,  M.D., 
Lincoln,  ('onvention  Chairman.  James  R.  Brown.  M l)..  Omaha;  Richard  A. 
Cottingham.  M I)..  McCook;  Stuart  P.  Kmbur>’,  M I)..  Holdrege;  Richard  A. 
Hranac,  M I)  . Kearney;  John  C.  Sage.  M l)..  Omaha;  Bernard  F Wendt. 
M l)..  Lincoln. 

Prior  to  the  1980  Annual  Session,  the  Scientific 
Sessions  Committee  initiated  discussion  with  specialty 
societies  regarding  a jointly-developed  1981  Annual 
Session.  Several  additional  meetings  are  scheduled, 
however,  the  initial  format  for  the  1981  Annual  Session  is 
coming  into  focus. 

The  1981  Annual  Session  will  begin  at  2:00  p.m., 
Saturday,  May  2,  and  plans  to  date  include  the  following 
schedule.  The  first  day  scientific  programs  will  be 
presented  by  the  Nebraska  Chapter  of  the  American 
College  of  Surgeons  and  the  Nebraska  Academy  of 
Ophthalmology.  The  President’s  Reception  and  Fun 
Night  are  also  scheduled  for  May  2.  A program  on  athletic 
medicine  developed  by  the  Ad-Hoc  Committee  on 
Athletic  Medicine  and  a scientific  program  by  the 
Nebraska  Chapter  of  the  American  .Academy  of  Pediatrics 
are  scheduled  for  Sunday,  May  3.  Business  meetings  of 
the  Board  of  Councilors  and  House  of  Delegates  will 
commence  on  May  3 and  the  .Annual  Religion  Banquet 
will  be  scheduled  in  the  evening.  A scientific  breakfast 
meeting  and  a multi-specialty  panel  will  present  pro- 
gramming on  Monday,  May  4.  The  House  of  Delegates  will 
meet  on  that  day  and  Sportsman’s  Day  activities  will  be 
scheduled.  The  possibility  of  scientific  films  being 
presented  on  that  date  is  also  being  considered.  On 
Tuesday,  .May  5,  the  House  of  Delegates  will  meet  and  be 
followed  by  scientific  programming  under  the  category  of 
“What’s  New  in  Medicine”,  and  the  Annual  Distinguished 
Luncheon  will  complete  the  Annual  Session  format. 

The  recognition  of  our  50-year  practitioners  will 
probably  take  place  at  the  Monday  session  of  the  House  of 
Delegates.  This  recommendation  was  made  by  the  Board 
of  Directors. 

Several  additional  specialty  organizations  are  con- 
sidering participation  in  the  1981  session,  however,  to 
date,  their  input  has  not  been  finalized  sufficiently  to 
present  their  schedule  at  this  time. 

The  Committee  considered  the  registration  fee 
mechanism  as  it  has  been  utilized  in  recent  years.  The 
consensus  of  the  group  developing  the  1981  Annual 
Session  format  was  that  inasmuch  as  each  organization 
will  cover  the  expenses  incurred  in  presentation  of  the 
program  it  developes,  and  inasmuch  as  none  utilize  the 
registration  fee  concept,  it  would  be  better  not  to  impose  a 
registration  fee  at  the  session.  Organizations  already 
intending  to  participate  in  the  1982  session,  should  a 
jointly-developed  scientific  meeting  be  utilized,  do  use  a 
registration  fee  to  cover  a portion  of  their  meeting 
expenses.  It  was  the  consensus  of  the  planning  group  that 
the  NMA  Board  of  Directors  be  asked  to  suspend 
utilization  of  a registration  fee  in  1981  and  to  study  the 
matter  further  as  plans  are  initiated  for  the  1982  session. 
We  will  keep  the  Board  of  Directors  apprised  of  further 
deliberations  regarding  this  subject. 


We  are  optimistic  about  the  new  Annual  Session  format 
and  are  appreciative  of  the  scientific  programming 
schedule  for  inclusion  by  specialty  societies.  The  quality 
of  programming  will  be  enhanced  and  overall  attendance 
should  reflect  an  increase.  The  organizational  input  has 
been  enthusiastic  and  the  combined  scheduling  should  be 
beneficial  to  all  involved. 

Report  of  the  Ad-Hoc  Committee  on 
Maternal  and  Child  Health 

William  L.  Rumbolz.  M I)..  Omaha.  Chairman;  Charles  A.  Field.  M.D., 
Omaha;  John  W.  Goldkrand.  M.D.,  Omaha;  Glen  L.  Haswell,  M.D..  Omaha; 
Robert  Nelson.  M I).,  Omaha;  Mar>’  Soentgen.  M.D..  Omaha;  Kenton  L. 
Shaffer.  M I)..  Kearney. 

The  Committee  met  most  recently  on  August  26,  1980. 
Robert  S.  Grant,  M.D.  and  other  representatives  of  the 
State  Department  of  Health  were  in  attendance.  The 
Committee  presents  the  following  information  to  the 
House  for  approval. 

(1)  Cesarean  Section  Study 

The  Committee  discussed  study  results  reflecting  the 
incidence  of  Cesarean  Sections  in  Nebraska  over  the  past 
few  years  (1965-1978).  State  Health  Department  repre- 
sentatives distributed  and  explained  several  charts  which 
presented  statistical  data  supplied  by  the  97  Nebraska 
hospitals  that  participated  in  the  study.  Note  was  made  of 
the  cooperation  this  Committee  has  had  with  Nebraska 
hospitals  in  gathering  data  for  this  study. 

It  was  suggested  that  more  goals  should  be  set  for  this 
study,  such  as  compilation  of  information  on  why  the 
decision  was  made  to  do  the  Cesarean  Section.  It  was 
suggested  to  give  some  of  the  data  to  the  Nebraska  State 
Obstetric  and  Gynecology  Society  for  review  as  that  group 
might  wish  to  undertake  certain  facets  of  this  study. 

It  was  noted  that  the  Nebraska  rate  of  Cesarean 
Sections  may  be  high  when  compared  to  national  figures. 
The  possibility  of  asking  hospitals  for  more  information 
on  the  Cesarean  Sections  done  at  their  institution  was 
discussed.  Hospitals  participating  in  PAS  would  have 
information  readily  available. 

(2)  Nebraska  Medical  Journal  Articles 

The  OB-GYN  articles  in  the  NEBRASKA  MEDICAL 
JOURNAL  were  discussed.  It  was  noted  that  there  are 
several  ready  to  be  published  in  the  next  year,  however, 
more  are  needed.  It  was  decided  to  revise  the  format  of 
the  articles  to  provide  input  by  both  pediatricians  and 
obstetricians.  The  Committee  feels  this  is  a valuable 
mechanism  through  which  to  provide  information  to 
Association  members. 

(3)  Perinatal  Mortality  Study 

The  Perinatal  Mortality  questionnaire  results  for  six 
months  were  distributed  and  discussed.  The  Committee 
felt  that  there  has  been  a sufficient  amount  of  data 
gathered  on  perinatal  mortality  in  Nebraska  and  felt  that 
this  information  should  be  tabulated  or  computerized,  in 
order  that  the  results  of  the  perinatal  mortality  report 
could  be  published  at  least  once  each  year. 

The  possibility  of  putting  the  data  collected  by  this 
Committee  into  computer  form  was  discussed,  and 
seeking  a grant  from  an  organization  such  as  the  March  of 
Dimes  to  utilize  computer  systems  in  the  area  was 
suggested.  State  Department  of  Health  personnel  were 
asked  to  obtain  advice  for  the  Committee  regarding  the 
mechanics  of  computerization  of  the  data. 

It  was  noted  that  there  were  120  neonatal  deaths  in 
Nebraska  during  the  first  six  months  of  1980  and  74  forms 
were  returned.  There  were  136  fetal  deaths  in  the  same 
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time  period,  and  75  of  those  forms  were  returned.  The 
anomalies  found  were  reviewed  by  the  group.  The 
Committee  questioned  whether  the  data  warranted  an  in- 
depth  study  by  this  Committee. 

The  topic  of  stillborns  was  discussed  and  it  was  felt  that 
more  continuing  medical  education  programs  need  to  be 
sponsored  to  inform  obstetricians  and  pediatricians  how 
to  handle  such  a case,  and  how  to  evaluate  such  a case 
clinically  and  pathologically.  It  was  also  suggested  an 
article  be  written  on  the  subject  for  publication. 

The  Committee’s  major  objective  is  improvement  of 
perinatal  health  care  in  Nebraska,  with  continual  recogni- 
tion of  the  need  for  confidentiality. 

Respectfully  submitted, 

ROBERT  M.  STRYKER,  M.D. 

Chairman 


REPORT  OF  THE  COMMISSION  ON 
GOVERNMENTAL  AFFAIRS 

C.  ■}.  Cornelius,  .Jr„  M.D.,  Sidney,  Chairman;  .John  D.  Coe,  M.D.,  Omaha; 
William  Doering,  M.D.,  Franklin;  Darroll  •}.  Loschen,M.D„  York;  John  F. 
Porterfield,  M.D.,  Lincoln;  Donald  F.  Prince,  M.D.,  Minden;  Jerald  R. 
Schenken,  M.D.,  Omaha. 

No  formal  meetings  of  this  Commission  have  been  held 
since  the  annual  session  and  the  following  information  is 
submitted  for  information. 

The  pace  of  Congressional  activity  has  slowed  markedly 
in  recent  months  due  to  the  flurry  of  campaign  activities 
preceding  the  November  election,  although  talk  of  a “lame 
duck”  session  seems  to  be  picking  up. 

The  comment  time  on  the  proposed  U R regulations 
expired  July  1,  1980,  but  no  final  regulations  have  been 
issued.  Written  comments  on  these  regulations  were 
submitted  by  the  NMA  in  June.  It  is  noteworthy  that  the 
AMA  was  successful  in  its  suit  to  block  the  implementa- 
tion of  the  first  set  of  U R regulations  in  1974  and  has 
commented  that  the  new  regulations  contain  many  of  the 
features  that  the  AMA  objected  to  at  that  time.  In  view  of 
the  fact  that  there  are  few  areas  of  the  country  and  only 
one  state,  Nebraska,  that  are  not  covered  by  a PSRO  and 
thus  directly  affected  by  these  U R regulations,  it  will  be 
interesting  to  see  if  tbe  AMA  will  reinstitute  legal 
proceedings  against  these  regulations  if  they  are  not 
withdrawn  or  significantly  modified. 

The  Obey  Railsback  bill,  which  would  further  limit 
contributions  of  political  action  committees,  passed  the 
House  earlier  this  year  but  as  yet  has  not  been  considered 
by  the  Senate.  Information  received  from  the  AMA 
indicates  that  action  on  this  legislation  by  the  Senate  is 
unlikely  this  session.  The  Nebraska  Senators  have  been 
informed  of  our  position  on  this  issue. 

Senator  Harrison  Williams,  D-N.J.,  has  introduced  an 
amendment  to  the  health  profession  education  legislation 
(S-2375)  that  would  provide  financial  assistance  to 
.schools  of  Chiropractic  and  their  students.  This  amend- 
ment would  also  require  the  Secretary  of  HHS  to  conduct 
a pilot  project  of  clinical  trials  to  determine  the  safety  and 
efficiency  of  chiropractic  care. 

The  amendments  to  the  Health  Planning  Act  (PL  96- 
79)  include  the  following: 


1.  A new  institutional  health  service  is  one  whose 
operating  budget  exceeds  $75,000.00  per  year. 

2.  CON  is  required  for  medical  equipment  in  physicians 
offices  if  purchase  price  or  lease  fees  exceed 
$150,000.00  and  whose  principle  use  is  for  hospital  in- 
patients. 

3.  K a purchase  of  major  medical  equipment  (purchase 
price  exceeds  $ 150,000.00)  by  physicians  or  other  non- 
institutional  purchases  is  to  be  exempt  from  CON 
review  the  purchasers  must  notify  the  State  agency 
(SHPDA)  30  days  prior  to  purchase  and  the  State 
agency  must  make  a finding  that  this  equipment  is  not 
to  be  used  primarily  for  the  provision  of  services  to  in- 
patients. 

4.  Most  HMO  services  and  expenditures  were  exempted 
from  CON  and  states  are  not  permitted  to  enact  laws 
which  would  subject  HMO’s  to  CON  review. 

5.  The  requirement  that  local  HSP’s  be  consistent  with 
National  Health  Planning  guidelines  was  deleted. 

The  sum  and  substance  of  the  1979  amendments  would 
seem  to  support  a shift  in  emphasis  for  the  health 
planning  process  from  planning  toward  regulation,  a move 
that  comes  as  no  surprise  to  the  medical  community. 

The  following  report  was  taken  from  an  article  which 
appears  in  the  summer,  1980  Newsletter  of  the  Nebraska 
State  Health  Planning  and  Development  Agency: 

Nebraska’s  general  population  discharge  rate  per  1,000 
average  length  of  stay  (ALOS)  and  hospital  use  rate 
(patient  days  per  1,000)  were  lower  than  the  other  states 
in  Region  VII.  Although  Nebraska  has  a higher  discharge 
rate  and  ALOS  than  the  national  average,  the  Nebraska 
hospital  use  rate  is  lower.  An  analysis  of  trends  indicated 
the  State  rates  are  quite  stable  with  little  change  during 
the  past  four  years. 

Nebraska  is  the  only  state  that  does  not  have  an 
operational  Professional  Standards  Review  Organization. 
Nebraska  has  the  lowest  ALOS  of  any  of  the  states  in 
Region  VII.  In  spite  of  the  lack  of  PSRO  Review  of 
Medicare  patients,  the  Nebraska  SHPDA  continues  to 
assemble  utilization  data  on  Nebraska  hospitals  to  give  a 
clearer  picture  of  hospital  use  in  Nebraska  and  Region 

vn. 

There  are  a wide  variety  of  sources  of  utilization  data 
for  Nebraska  hospitals.  Nebraska  SHPDA  staff  recently 
acquired  Medicaid  and  Medicare  reports  (enrollees  over 
65  years  of  age)  which  allow  the  comparison  of  hospital 
utilization  in  Nebraska  with  Iowa,  Kansas,  Missouri  and 
other  states  in  Region  VII.  Three  frequently  used 
measures  of  hospital  utilization  are: 

1.  discharge  rate  (per  1,000  population) 

2.  average  length  of  stay  (days) 

3.  hospital  use  rate  (patient  days  per  1,000  population) 

These  three  measures  allow  the  comparison  of  trends  in 
utilization  in  different  populations. 

The  discharge  rate  is  the  number  of  hospital  discharges 
per  1,000  population  served.  The  average  length  of  stay  is 
the  average  number  of  days  per  hospital  discharge  and  is 
calculated  by  dividing  the  total  patient  days  by  the  total 
number  of  discharges.  The  hospital  use  rate  indicates 
the  level  of  consumption  of  hospital  care  by  a given 
population  and  is  the  number  of  days  spent  in  the  hospital 
per  1,000  population  served.  The  following  Table  includes 
data  on  the  general  population  and  the  Medicare  and 
Medicaid  population. 
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TABLE  1 

A Comparison  of  Hospital  Utilization  in  Region  VII 
and  the  United  States  in  1977  and  1978 
DISCHARGE  RATE  PER  1,000 


(■eneral  Medicaid  (2)  Medicare  (3) 
Pop.  (1) 


Iowa 

190 

247 

338 

Kansas 

189 

321 

440 

Missouri 

81 

246 

384 

Nebraska 

171 

225 

410 

U.S. 

159 

N/A 

346 

AVERAGE  LENGTH  OF  STAY 

General  Pop. 

Medicaid 

Medicare 

Iowa 

6.7 

6.3 

10.0 

Kansas 

7.0 

5.6 

11.2 

Missouri 

8.0 

5.5 

11.4 

Nebraska 

6.5 

5.7 

9.7 

U.S. 

7.7 

N/A 

10.9 

HOSPITAL  USE  RATE  PATIENT  DAYS  PER  1,000 


General  Pop. 

Medicaid 

Medicare 

Iowa 

1,268 

1,555 

3,883 

Kansas 

1,321 

1,796 

4.932 

Missouri 

1,440 

1,354 

4,379 

Nebraska 

1,088 

1,270 

3.972 

U.S. 

1,225 

N/A 

3,767 

Respectfully  submitted, 

C.  J.  CORNELIUS.  JR.,  M.D. 
Chairman 


REPORT  OF  THE  COMMISSION  ON 
MEDICAL  EDUCATION 

Robert  .1.  Stein.  M t)..  Lincoln.  Chairman:  Warren  G.  Bosley.  M.D.,  Grand 
Island;  Wendell  L.  Fairbanks.  .M.D..  Alliance;  Michael  .1.  Haller.  M.D.. 
Omaha:  Robert  D.  Harry.  .M.D.,  Lexington;  William  B Long,  M.D.,  Omaha. 

The  Commission  on  Medical  Education  has  devoted  its 
efforts  in  recent  months  to  its  responsibility  as  the 
accrediting  authority  for  continuing  medical  education 
programs  of  hospitals/organizations  in  the  State  of 
Nebraska. 

Several  hospitals  have  been  resurveyed  as  their  initial 
period  of  accreditation,  generally  two  years,  has  expired. 
These  institutions  include  Bishop  Clarkson  Memorial 
Hospital,  Omaha:  Children’s  Memorial  Hospital,  Omaha; 
The  Lutheran  Medical  Center,  Omaha;  Mary  Banning 
Memorial  Hospital,  Hastings;  the  Scientific  Sessions 
Committee  of  the  Nebraska  Medical  Association;  and 
Richard  Young  Hospital  Division,  Omaha. 

The  Lincoln  Regional  Center  has  been  surveyed 
initially  and  an  initial  survey  of  Good  Samaritan  Hospital 
in  Kearney  has  been  scheduled. 

Several  additional  resurveys  will  be  completed  prior  to 
Januaiy-  1,  1981. 

As  the  recentlv  appointed  Chairman  of  the  Commis- 


sion, I wish  to  express  our  appreciation  for  the  leadership 
and  time  expended  by  our  former  Chairman,  Doctor  John 
W.  Smith.  I would  also  like  to  recognize  the  time  and 
effort  given  by  the  members  of  the  Commission  who  have 
responded  willingly  to  accomplish  this  important  activity 
in  behalf  of  the  Association. 

Respectfully  submitted, 

ROBERT  J.  STEIN,  M.D. 

Chairman 


REPORT  OF  THE  COMMISSION  ON 
PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf.  M.D.,  Omaha.  Chairman;  James  R.  Adwers,  M.D., 
Omaha;  James  G.  Carlson.  M.D..  Verdigre;  Donald  T.  Glow,  M.D..  Omaha; 
John  J.  Hoesing.  M.D.,  Omaha;  Donald  E.  Matthews,  Lincoln;  Craig  R. 
Nolte.  M.D..  Lincoln. 

The  Commission  on  Public  Affairs  has  met  and 
considered  several  projects  it  has  in  operational  status. 
We  also  considered  a resolution  forwarded  to  this 
Commission  following  the  April,  1980,  session  of  the 
House  of  Delegates. 

(1)  We  are  mailing  a packet  of  Health  Tips  to  207 
newspapers,  75  radio  stations,  and  9 television  stations 
each  month.  Our  statistics  indicate  that  for  the  year  1979, 
we  averaged  40  newspapers  per  month  producing  an 
average  of  109  articles  each  month.  Thus  far  in  1980,  we 
are  averaging  45  newspapers  each  month  producing  125 
Health  Tip  columns.  Statistics  reveal  that  considering 
total  circulation,  one  or  more  Health  Tips  from  the  NMA 
eire  made  available  to  several  hundred  thousand  news- 
paper readers  in  Nebraska  in  any  given  month.  A 
prominent  radio  station  reported  that  it  aired  68  public 
service  announcements  for  our  organization  during  the 
quarter  ending  June  30,  1980,  and  placed  a value  on  these 
spots  at  $1,524.00.  A television  station  indicated  that  it 
ran  an  average  of  one  announcement  per  day  in  a given 
month  reflecting  a financial  provision  of  $1,640.00 
in  complimentary  air  time.  Nebraska’s  television  stations 
were  contacted  by  telephone  in  August  to  ascertain  a 
direct  response  to  the  impressions  of  this  activity  and  to 
determine  individual  station  utilization  as  well  as  solicit 
suggestions  for  improvement.  The  Commission  con- 
sidered the  responses  and  felt  that  this  was  a worthwhile 
activity  and  the  expenses  involved  in  production,  artwork 
and  photography  were  justified. 

(2)  The  billing  insert  project  was  reviewed  by  the 
Commission  and  it  was  noted  that  we  are  currently 
distributing  12,000  to  15,000  inserts  to  Nebraska  phy- 
sicians each  month  for  their  use.  The  Commission  felt  that 
this  was  a worthwhile  activity  and  appreciates  the 
participation  by  the  limited  but  dedicated  group  of 
physicians  who  are  utilizing  this  service  on  a monthly 
basis.  We  strongly  encourage  increased  utilization  of  the 
inserts  by  more  Association  members. 

(3)  Twice  each  year  the  Commission  produces  a series  of 
public  service  spot  announcements  which  are  recorded  by 
the  Association’s  President  and  distributed  to  Nebraska 
radio  stations  for  their  use.  Reports  indicate  that  the 
tapes  are  utilized  and  the  Commission  has  decided  to 
continue  this  activity. 

(4)  Meetings  with  Nebraska  business/industry  leaders 
are  continuing.  Representatives  of  the  Association  and 
this  Commission  met  with  business  representatives  on 
May  14,  1980,  and  a second  session  is  scheduled  for 
September  23.  Two  outstate  meetings  will  be  held  and 
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two  or  more  such  meetings  will  then  be  scheduled  in 
Omaha.  The  intent  of  the  Commission  in  scheduling  these 
meetings  is  primarily  to  solicit  from  these  representatives 
their  concerns  and  problems  they  see  regarding  medicine 
in  Nebraska  and  to  establish  communication  between  this 
organization  and  the  leadership  of  Nebraska  business  and 
industry.  Additional  information  regarding  this  activity 
will  be  presented  to  the  House  of  Delegates  in  future 
reports. 

(5)  The  expertise  of  the  American  Medical  Association 
in  the  field  of  public  information  and  programming  is  well 
recognized.  Programming  and  activity  implementation  by 
the  state  and  county  medical  societies  is  varied  and 
probably  less  than  optimum  in  accomplishment.  Each 
organizational  entity  strives  to  “re-invent  the  wheel”  and 
produce  a successful,  yet  economical  package  of  public 
relations  activities. 

The  Commission  on  Public  Affairs  proposes  the  House 
of  Delegates  ask  our  delegates  to  the  AMA  to  develop  and 
introduce  a resolution  requesting  the  AMA  to  serve  as  a 
coordinating  agency  in  the  exchange  of  public  relations 
program  information.  To  further  clarify  the  proposal,  we 
are  not  suggesting  more  AMA-sponsored  public  relations 
programs  or  any  changes  in  existing  projects.  We  are 
proposing  the  AMA  provide  direct  programming  and 
services  assistance  to  the  state  and  county  medical 
societies.  We  want  the  AMA  to  “.  . . foster  a coordinated 
effort  between  all  the  societies”  (Reference  Committee  H, 
1-79). 

(6)  Resolution  #6.  During  the  April,  1980,  session,  the 
House  of  Delegates  adopted  the  following  resolution: 

WHEREAS,  the  Nebraska  Medical  Association  has  a 
genuine  concern  about  the  state  of  health  and  quality  of 
medical  care  of  the  residents  of  the  State  of  Nebraska, 
and 

WHEREAS,  Section  10  of  the  JUDICIAL  COUNCIL 
OPINIONS  AND  REPORTS  indicates  that  “the 
honored  ideals  of  the  medical  profession  imply  that  the 
responsibilities  of  the  physician  extend  not  only  to  the 
individual,  but  also  to  society  where  these  responsibili- 
ties deserve  his  interest  and  participation  in  activities 
which  have  the  purpose  of  improving  both  the  health 
and  well-being  of  the  individual  in  the  community”,  and 

WHEREAS,  the  term  public  relations  is  defined  by 
Webster  as  the  art  and  science  of  developing 
reciprocal  understanding  and  goodwill  between  a 
person,  firm  or  institution  and  the  public; 

THEREFORE,  BE  IT  RESOLVED  that  the  Board 
of  Directors  of  the  Nebraska  Medical  Association 
consider  strengthening  and  building  on  to  the  present 
Nebraska  Medical  Association  public  relations  program 
recognizing  that  newspapers,  radio  and  television  afford 
the  most  practical  and  communicative  access  to  the 
development  of  reciprocal  understanding  and  goodwill 
between  the  residents  of  the  State  of  Nebraska  and  the 
Nebraska  Medical  Association,  and 

BE  IT  FURTHER  RESOLVED  that  the  Board  of 
Directors  of  the  Nebraska  Medical  Association  issue  a 
follow-up  report  to  the  House  of  Delegates  regarding 
the  above  at  the  1980  Fall  Session  of  the  House  of 
Delegates  of  the  Nebraska  Medical  Association. 

The  above  resolution  and  the  four  “primary  objectives” 
of  the  resolution  were  forwarded  to  this  Commission.  The 
objectives  were  as  follows: 

1.  Identification  of  a spokesperson  to  respond  to  issues 
pertaining  to  medicine  in  Nebraska. 

2.  Development  of  periodic  human  interest  stories 


pertaining  to  medicine  in  Nebraska  — items  such  as 
“What’s  New  in  Medicine”. 

3.  Conduct  opinion  polls  and  surveys  to  determine  the 
public’s  view  of  medicine  in  Nebraska. 

4.  Establishment  of  periodic  “press  conferences”  to 
include  the  various  forms  of  media  for  review  of  items 
of  mutual  interest  and  concern. 

The  Commission  considered  objective  number  one  in 
light  of  a response  to  a survey  carried  out  by  the  Medical 
Association  of  the  State  of  Alabama  in  July,  1980.  The 
survey  of  the  state  association  indicated  that  in  30  states 
the  president  of  the  association  is  the  official  spokesman. 
The  Commission  noted  that  the  Nebraska  Medical 
Association  President  has  historically  been  the  spokes- 
man for  our  Association  and  it  is  our  opinion  that  this 
responsibility  should  remain  with  that  office. 

The  three  remaining  objectives  were  considered 
together  and  our  response  or  proposal  is  as  follows. 

We  propose  to  continue  the  effective  public  information 
we  have  been  carrying  on,  which  includes  PSA  copy  for 
radio  stations  on  a monthly  basis;  PSA  announcements, 
with  copy  and  slides,  prepared  for  television  stations  on  a 
monthly  basis;  and  the  monthly  medical  news  column 
currently  mailed  to  the  newspapers  of  the  state;  as  well  as 
taped  spot  announcements  for  radio  PSA’s  recorded  by 
the  NMA  President  and  distributed  to  radio  stations. 

Further,  the  expanded  program  we  are  considering 
would  initiate  a more  intensive  public  information 
program  to  potentially  include,  but  not  be  limited  to,  the 
following  areas  of  activity.  These  proposals  have  been 
received  by  the  Commission  and  will  be  considered  item 
by  item  prior  to  implementation  of  any  one  phase  of  an 
expanded  program.  We  are  providing  this  listing  to  inform 
the  House  of  the  intial  parameters  being  considered. 

(1)  Detailed  publicity  coverage  on  the  Sessions, 
including  the  October  2-4  Session  at  the  Hilton  Hotel  in 
Lincoln.  Coverage  would  include  advance  news  stories  on 
the  Session,  press  conference  treatment  of  the  highlight 
material  coming  out  of  the  Session,  and  maintenance  of 
“press  area”  facilities  for  the  news  media  at  the  Session. 

(2)  A project  in  which  the  current  President  of  the 
Nebraska  Medical  Association  delivers  a “State  of  our 
Health  Care”  report  to  the  Governor  during  the  latter  part 
of  the  year.  Media  coverage  would  follow  the  delivery  of 
the  report. 

(3)  Development  of  a public  information  action  program 
for  county  medical  societies  in  which  the  Nebraska 
Medical  Association  would  provide  staff  time  and 
expertise  for  implementation.  The  thrust  of  this  program 
would  be  to  provide  a framework  for  activities  in  public 
information  which  would  utilize  the  medical  talent  in  each 
area  to  speak  out  on  areas  of  interest  to  the  public. 

(4)  Development  of  a format  for  a “Town  Hall”  meeting 
to  be  held  on  a trial  basis  to  test  the  effectiveness  of  the 
format. 

(5)  Explore  the  feasibility  of  producing  a series  of  taped 
PSA’s  for  radio  on  a monthly  basis,  and  develop  a cost- 
benefit  analysis  of  the  project. 

(6)  Implement  a schedule  of  news  or  news  feature  stories 
to  be  produced  and  distributed  on  a bi-weekly  schedule. 
Sources  for  the  stories  would  be  officers  and  committee 
chairmen  of  the  Nebraska  Medical  Association. 

(7)  Explore  potential  for  more  vigorous  use  of  television 
for  special  programs. 

(8)  Utilize  the  press  conference  technique  a minimum  of 
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eight  to  twelve  times  yearly  to  gain  more  effective  news 
coverage. 

(9)  Development  of  a “home-town”  story  project  in 
which  the  state  office  will  distribute  news  stories 
regarding  the  Association  activities  of  members.  Utilize 
this  method  on  a selective  basis  designed  to  promote  and 
enhance  the  image  of  the  member  in  their  home  area. 
Carry  this  out  in  conjunction  with  county  medical 
societies. 

(10)  The  initiation  of  an  awards  program  to  honor 
deserving  persons  in  medicine.  Specific  recommendations 
will  be  considered  by  the  Commission. 

Most  of  the  added  supplies  and  materials  needed  would 
be  in  postage,  envelopes  and  stationery.  Most  of  the 
added  services  needed  would  be  provided  by  the 
Thompson  Company  staff  members.  Office  staff  would  be 
called  on  to  do  some  additional  work. 

The  Commission  realizes  that  if  the  House  of  Delegates 
concurs  with  this  expanded  proposal  for  programming, 
the  Board  of  Directors  will  need  to  consider  the  additional 
funding  necessary  from  implementation.  The  annual 
budget  for  public  relations  in  1980  is  $9,000.  To  expand 
our  program  in  a manner  suggested  above  would 
potentially  increase  the  expenditures  in  this  category  by 
approximately  $10,000  to  $15,000  per  year. 

Should  the  House  of  Delegates  desire  expanding  our 
public  relations  efforts,  we  propose  the  Board  be  directed 
to  consider  the  necessary  additional  funding  when 
developing  the  1981  Association  budget. 

Respectfully  submitted, 

C.  LEE  RETELSDORF,  M.D. 

Chairman 


REPORT  OF  THE  HEALTH  PLANNING 
COMMITTEE 

C.  J.  Cornelius.  Jr.  M.D.,  Sidney.  Chairman;  W.  R,  Marsh,  M.D., 
Scoltsbiuff;  Donald  Prince.  M.D..  Minden.  James  Carson,  M.D.,  McCook; 
Gordon  Adams.  M.D..  Norfolk;  Dale  Ebers,  M.D.,  Lincoln;  Louis  J.  Gogela. 
Jr.  M.D..  Beatrice;  S.  I.  Fuenning.  M.D.,  Lincoln;  Craig  Urbauer,  M.D.. 
Lincoln;  Roger  Jacobs,  M,D.,  Seward;  Michael  Haller  M.D.,  Omaha;  C.  Lee 
Retelsdorf.  M.D.,  Omaha;  Allen  Dvorak.  M.D..  Omaha;  Morton  H.  Kulesh, 
M.D.,  Omaha;  Duane  Krause,  M.D..  Fremont. 

The  activities  of  the  Health  Planning  Committee  have 
been  conducted  principally  via  telephone  and  the  U.S. 
mail  since  the  annual  session.  Input  from  numerous 
specialty  societies  has  been  solicited  regarding  the  NMA’s 
posture  on  the  various  aspects  of  health  planning  but  the 
yield  has  been  quite  limited.  The  preliminary  draft  of 
sections  of  the  NMA’s  position  on  several  of  the  health 
planning  issues  is  appended  to  this  report  for  your 
consideration.  Additional  sections  may  be  available  by  the 
opening  date  of  the  fall  meeting. 

Your  Committee  is  also  developing  testimony  to  be 
submitted  by  the  NMA  to  the  public  hearing  on  the 
preliminary  1980-1985  Nebraska  State  Health  Plan  by 
October  1,  1980.  This  testimony  will  be  based  on  the 
NMA  positions  presented  above.  It  is  anticipated  that  the 
development  of  written  NMA  positions  will  provide  a 
basis  for  consistency  in  presenting  NMA  testimony  on 
health  planning  issues  and  in  devising  strategy  for  dealing 
with  other  provider  and  consumer  groups  and  with  the 
Legislature  on  health  issues  including  CON. 

Your  Committee  plans  to  continue  its  efforts  in 
developing  and  upgrading  a broad  based  NMA  position 
document  on  health  planning  issues  and  this  material  will 


be  submitted  to  the  House  of  Delegates  for  review  and 
comment  as  new  sections  are  developed  or  previous 
positions  are  updated. 

Your  Chairman  would  like  to  thank  all  those  who  have 
taken  time  to  present  information  for  consideration  and 
thank  those  members  of  the  committee  who  have 
participated  in  the  development  of  this  material  to  date. 

The  Health  Planning  Committee  has  recommended  to 
the  Board  of  Directors  that  the  Referral  Patterns  Study 
carried  out  by  the  NMA  in  1975  be  updated.  The  cost  of 
such  an  update  is  estimated  at  $3,500.  The  possibilities 
that  some  outside  funding  may  be  available  to  assist  in 
this  project  is  being  explored. 

The  0MB  section  of  the  administration  has  recom- 
mended a 38%  reduction  in  funds  for  HSA’s  and  only  a 
7%  reduction  in  funds  for  SHPDA’s.  This  recommenda- 
tion would  tend  to  shift  the  “grass  roots”  orientation  of 
the  health  planning  process  from  the  local  to  the  state 
level  as  was  predicted  by  many  physicians  in  the  early 
days  of  PL  93-641. 

Respectfully  submitted, 

C.  J.  CORNELIUS,  JR.,  M.D. 

Chairman 


ADDENDUM  REPORT  — COMMITTEE 
ON  HEALTH  PLANNING 
(A  Position  Paper  by  the 
Nebraska  Medical  Association) 

The  Nebraska  Medical  Association  has  been  involved  in 
health  planning  since  the  Association  was  founded  in 
1867.  This  involvement  has  encompassed  activities 
ranging  from  the  control  of  contagious  diseases;  treatment 
programs  for  infectious  and  communicable  diseases  such 
as  Syphilis,  Gonorrhea,  Tuberculosis,  Typhoid,  Diph- 
theria, Polio,  Rheumatic  Fever  and  Hepatitis;  identifica- 
tion and  treatment  of  chronic  and  degenerative  disorders 
such  as  Diabetes,  Hypertension,  Arthritis,  and  Cancer; 
and  public  health  matters  such  as  safe  drinking  water, 
standards  for  food  handlers  and  food  serving  establish- 
ments, sewage  disposal,  and  environmental  pollutants. 
Screening  programs  of  the  Nebraska  Medical  Association 
for  Diabetes  anti-dated  Federal  health  planning  initiatives 
by  many  years. 

Some  members  of  the  Nebraska  Medical  Association 
built  and  operated  hospitals  in  many  communities  in  our 
state  when  no  other  facilities  were  available  long  before 
the  enactment  of  the  Hill-Burton  hospital  construction 
legislation  of  1946,  and  physicians  have  served  on 
countless  steering  and  planning  committees  with  other 
community  leaders  in  determining  the  needs  for  hospital 
services  in  communities  from  one  end  of  the  state  to  the 
other.  Physicians  have  given  unselfishly  of  their  time  and 
resources  over  many  years  to  provide  facilities  and 
services  for  the  provision  of  quality  medical  care  to  the 
citizens  of  Nebraska. 

Preventive  health  care  has  been  a part  of  every 
physician’s  practice  from  the  very  beginning  and  has 
included  patient  education  regarding  hazards  to  health, 
the  avoidance  of  risks  both  at  home  and  at  work, 
immunization  for  preventable  disease,  and  prevention  of 
the  spread  of  disease  by  the  most  appropriate  means 
available.  The  passage  of  PL  89-749,  the  Comprehensive 
Health  Planning  law  of  1974,  PL  89-239,  the  Regional 
Medical  Programs  of  1965,  and  PL  93-641,  the  Health 
Planning  and  Resources  Development  Act  of  1975  have 
ushered  in  an  era  of  government  and  consumer  participa- 
tion into  the  planning  process  for  health  services  with  the 
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alleged  intent  to  continue  grass  roots  involvement  and  to 
promote  coordination  of  the  various  groups  involved  in 
local  health  planning  with  an  underlying  emphasis, 
particularly  with  reference  to  PL  93-641,  on  cost 
containment. 

The  Nebraska  Medical  Association  has  participated  in 
all  of  those  programs  with  a primary  concern  that  quality 
medical  care  should  be  available  to  all  Nebraskans  who 
need  it,  when  they  need  it,  and  at  the  most  reasonable  cost 
consistent  with  the  realities  of  the  situation.  We  have 
followed  the  development  of  “National  Health  Services” 
in  Great  Britain,  Canada,  and  other  countries  with  great 
interest  and  have  attempted  to  point  out  the  pitfalls  and 
short  comings  of  these  experiments.  Politicized  Medicine 
has  consistently  resulted  in  deterioration  and  rationing  of 
services,  neither  of  which  is  desirable  for  our  state.  We 
have  attempted  to  support  a realistic  approach  to  health 
services,  medical  care  in  particular,  realizing  that  it  is  not 
possible  or  affordable  to  provide  optimal  care  of  all  types 
to  every  citizen  in  all  possible  geographic  locations  at  all 
times  of  the  day  and  night.  We  have  taken  the  lead  in  the 
promotion  and  development  of  highly  specialized  and 
technical  services  in  locations  which  could  best  be 
responsive  to  the  needs  of  the  population  being  served. 
We  believe  in  health  planning  and  welcome  newcomers  to 
the  process. 

We  believe  that  physicians  are  in  the  best  position  to 
act  as  patient  advocates  in  the  development  and 
maintenance  of  medical  services  because  of  their  contact 
with  and  understanding  of  patients’  problems  and  needs. 
It  is  this  perspective  that  we  bring  to  health  planning.  We 
also  bring  a record  of  successful  cooperation  with 
community  leaders,  elected  officials,  governmental 
agencies,  hospital  boards  and  interested  citizens  of 
Nebraska  of  which  we  are  justly  proud.  It  is  with  this 
background  and  experience  that  we  participate  in  the 
health  planning  of  the  ’80s. 

Acute  Care  Hospital  Bed  Needs 

The  Nebraska  Medical  Association  believes  than  an 
adequate  number  of  acute  care  beds  should  be  available 
to  meet  the  needs  of  Nebraskans  as  close  to  home  as  is 
consistent  with  the  capability  to  provide  quality  care  at  an 
affordable  cost.  This  capacity  should  be  responsive  to 
peak  or  seasonal  as  well  as  average  demand.  Capacity  or 
bed  needs  ought  not  be  based  on  average  occupancy  rates 
since  averages  imply  equal  usage  on  weekends  and 
Holidays  when  usage  is  historically  reduced  and  ad- 
missions, except  for  emergencies,  are  discouraged  for  cost 
containment  reasons.  In  order  for  averages  to  have  any 
semblance  of  validity  they  should  be  based  on  a five  day 
week,  Sunday  PM  through  Friday  PM  and  exlude 
holidays.  The  unique  needs  of  certain  patients  must  also 
be  considered  when  determining  occupancy  rate  goals 
since  highly  contagious  or  communicable  disease  patients, 
incoherent  confused  and  noisy  patients,  and  others  may 
create  situations  where  the  second  bed  in  a semi-private 
room  is  temporarily  unavailable  for  use. 

The  cost  savings  associated  with  the  closing  or 
delicensing  of  hospital  beds  has  been  over  estimated  in 
our  view.  The  capital  investment  in  a hospital  bed  is  not 
altered  by  its  decertification  and  unless  alternative  uses 
for  the  space  these  beds  occupy  is  developed,  the  fixed 
costs  of  the  hospital  continue  and  must  be  distributed  to 
the  smaller  number  of  beds  which  remain. 

There  does  appear  to  be  an  adequate  supply  of  acute 
care  hospital  beds  in  Nebraska  at  present  and  any 
increase  in  the  total  numbers  of  beds  should  be  critically 
evaluated.  However,  the  need  for  modernization  and 
replacement  of  obsolete  facilities  must  continue  if  we  are 


to  avoid  a situation  in  which  facilities  deteriorate  to  a 
deplorable  state  under  the  guise  of  cost  containment  as 
occurred  in  Great  Britain  under  their  National  Health 
Service. 

It  is  the  contention  of  the  Nebraska  Medical  Associa- 
tion that  the  long  range  planning  for  acute  care  bed 
needs  for  Nebraska  citizens  should  continue  to  be  done  by 
those  who  have  an  intimate  knowledge  and  understanding 
of  medical  care  needs  in  cooperation  with  interested 
community  leaders  and  representatives  of  the  various 
segments  of  the  population  to  be  served,  not  by 
Washington  bureaucrats  or  by  state  employed  planners 
who  have  no  first  hand  knowledge  of  populations  needs  or 
an  understanding  of  how  hospitals  function.  We  do  not 
believe  that  the  history  of  hospital  construction  in  our 
state  has  been  one  of  catering  to  the  “self-serving” 
interests  of  medical  care  providers.  The  impetus  given  to 
hospital  construction  by  the  Federal  Hill-Burton  Program 
may  have  been  over  ambitious  in  some  instances  but  the 
demands  of  the  market  place  have  a way  of  dealing  with 
such  situations.  This  is  yet  another  example  of  too  much 
Federal  assistance  being  made  available  on  a “use  it  or 
lose  it”  type  basis. 


Primary  Care 

Primary  care  services  have  been  defined  in  many 
different  ways,  but  represent  the  services  of  those 
practitioners  who  provide  a relatively  broad  range  of 
services  affording  the  patient  first  contact  or  entry  into 
the  medical  care  system.  The  Federal  definition  of 
primary  care  encompasses  the  specialties  of  General  and 
Family  Practice,  General  Internal  Medicine,  General 
Pediatrics,  and  Obstetrics  and  Gynecoloev.  It  is  recognized 
that  almost  every  physician,  regardless  of  his  or  her 
specialty,  may  provide  primary  care  services  for  some 
patients  at  one  time  or  another.  The  amount  of  primary 
care  services  provided  by  any  individual  physician  will  be 
determined  by  his  chosen  specialty,  his  geographic 
location,  his  practice  goals  and  by  the  needs  of  the  patient 
population  which  he  serves.  The  amount  of  specialty 
services  which  an  individual  physician  provides  will  be 
influenced  by  his  special  interests  and  training,  his 
patients  needs,  and  the  presence  or  absence  of  physicians 
with  the  needed  skills  in  that  particular  time  and  place. 

The  Nebraska  Medical  Association  believes  that 
primary  care  services  should  be  accessible  to  all  citizens 
of  Nebraska  within  reasonable  limits.  We  believe  that  the 
patient’s  free  choice  of  physician  is  fundamental  to  the 
delivery  of  quality  medical  care.  Some  persons  may 
choose  to  live,  work,  or  seek  recreation  in  remote  areas 
recognizing  that  medical  services  are  not  readily  available. 
However,  primary  care  services  continue  to  be  provided 
statewide.  General  and  Family  Practitioners  have  his- 
torically provided  the  bulk  of  primary  care  services  in  out- 
state  Nebraska  and  residency  programs  at  Nebraska’s 
Medical  Schools  should  train  sufficient  replacements  for 
these  primary  care  providers  as  the  needs  arise.  The 
training  of  these  new  Family  Physicians  should  be  broad 
enough  to  provide  the  skills  necessary  to  continue  existing 
services  to  the  communities  served.  The  utilizaton  of 
physician  assistants  and  extenders  should  remain  under 
the  direct  supervision  of  the  primary  care  physician  and 
should  be  carefully  evaluated  particularly  in  light  of  the 
predicted  excess  of  physicians  by  1990.  The  proliferation 
of  these  para-professionals,  particularly  if  accompanied 
by  licensure,  could  portend  a return  to  a two  level  system 
of  medical  care  that  existed  prior  to  the  onset  of  the 
Nebraska  Medical  Practice  Act  of  1927  which  required 
graduation  from  an  accredited  medical  school  as  a 
prerequisite  for  medical  licensure  in  Nebraska. 
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Pediatric  Service  and  Bed  Needs 

Pediatric  services  should  be  available  to  all  Nebraska 
patients  needing  their  services.  Some  pediatric  services 
are  provided  by  General  and  Family  Practitioners.  More 
sophisticated  pediatric  services  including  neonatal  in- 
tensive care  services  have  been  developed  on  a voluntary 
referral  basis  throughout  Nebraska. 

Board  certified  pediatricians  providing  Level  1 and 
Level  2 care  are  available  in  Scottsbluff,  North  Platte, 
Kearney,  Grand  Island,  Lincoln  and  Omaha  and  Level  3 
care  is  available  in  Omaha  and  in  Denver,  Colorado.  Some 
tertiary  care  can  be  provided  at  certain  of  the  Level  2 
cities,  particularly  in  Lincoln.  The  referral  system  for 
these  services  is  well  established  and  new  methods  of 
transport  permit  transfer  of  patients  to  these  referral 
centers  quickly  and  efficiently. 

It  is  important  that  proper  programs  of  health 
supervision  within  the  school  environment  be  established. 
This  is  certainly  not  to  say  that  health  services  should  be 
delivered  in  schools,  as  some  people  would  wish,  but  the 
teachers  and  school  nurses  should  cooperate  with  the 
local  physicians  and  Medical  Societies,  and  participate  in 
programs  to  meet  children’s  overall  health  needs.  It  is 
appropriate  that  communities  require  an  evaluation  of  the 
child’s  general  health  before  entering  school  and  possibly 
at  some  period  during  the  student’s  public  school  career, 
and  also  that  immunization  levels  be  monitored  in  the 
framework  of  a school  health  program.  This  is  an 
appropriate  way  to  reach  children  for  these  purposes  and 
for  the  community  to  maintain  satisfactory  levels  of 
immunization  and  disease  prevention. 

People  involved  in  health  planning  must  keep  in  mind 
that  in  Nebraska  the  largest  expenditures  for  health  care 
occur  in  the  population  that  is  65  years  and  older.  This 
probably  requires  little  justification,  but  it  must  be 
recognized  that  children  necessarily  compete  with  these 
people  for  money  and  facilities.  Planning  must  recognize 
the  need  for  comprehensive  services  to  children  with  well- 
planned  supervision  of  their  growth  and  development, 
together  with  prompt  and  adequate  care  for  their  illnesses 
and  disabilities.  It  is  appropriate  that  this  supervision  be 
carried  out  in  a physician’s  office,  with  adequate 
reimbursement  for  the  services  delivered,  whether 
through  individual  payment,  private  or  voluntary  in- 
surance, or  public  funds. 

The  use  of  fixed  ratios  of  minimum  size  requirements  to 
the  number  of  pediatric  in-patient  beds  should  be  avoided 
because  of  the  variability  of  each  community’s  needs,  the 
special  interests  and  capabilities  of  the  pediatricians 
involved,  and  by  the  marked  seasonal  variability  in 
pediatric  illness  patterns.  The  size  and  services  of  these 
units  should  be  determined  at  the  community  level. 

Children  do  not  vote;  neither  do  they  speak  for 
themselves.  Therefore,  they  need  the  advocacy  of 
physicians  in  intelligent  health  planning. 

Government  Regulation 

Regulation  of  the  medical  care  delivery  system  has 
increased  dramatically  and  has  reached  intolerable 
proportions  in  recent  years.  Increased  expenditures  of 
public  funds  in  the  health  care  field  has  been  coupled  with 
ever  increasing  numbers  of  regulations,  standards,  and 
inspections.  Although  the  intent  of  many  of  these  regula- 
tions may  be  laudible,  they  have  nevertheless  been 
responsible  for  a tremendous  increase  in  cost  without  a 
proportionate  increase  in  quality  or  quantity  of  care.  This 
is  due  in  part  to  the  reality  that  it  is  difficult  if  not 
impossible  to  write  regulations  applying  to  institutions  of 
such  diverse  size  as  Nebraska’s  hospitals  that  do  not  work 


a hardship  on  many  of  these  institutions  because  of  the 
size  and  age  of  the  facilities,  the  make-up  and  size  of  their 
medical  staffs,  and  the  differences  in  their  service 
capabilities  and  community  responsibilities.  In  many 
instances  prior  optimum  goal  levels  have  been  adopted  as 
minimum  standards  and  reasonable  flexibility  has  often 
been  unavailable.  Inspectors  from  governmental  agencies 
have  frequently  been  arbitrary  and  totally  insensitive  to 
the  costs  involved  in  complying  with  regulations  and  have 
simply  indicated  that  the  cost  of  meeting  standards  is  not 
a part  of  their  concern.  This  attitude  has  created 
considerable  animosity  between  the  regulators  and  the 
regulated. 

The  Nebraska  Medical  Association  believes  that  more 
is  accomplished  when  governmental  agencies,  charged 
with  responsibility  of  insuring  that  tax  monies  are  well 
invested  and  well  spent,  cooperate  with  those  organiza- 
tions and  institutions,  who  are  attempting  to  provide  the 
best  care  possible  within  the  financial  constraints  in  which 
they  operate,  to  consistently  and  continually  improve  the 
capabilities  of  each  and  every  provider  institution.  The 
priorities  of  each  institution  should  not  be  subordinated 
to  every  new  regulation  and  every  regulating  authority 
that  comes  down  the  pike. 

The  medical  care  component  of  the  health  care  field  has 
come  under  incessant  criticism  in  recent  years  because  of 
the  cost  of  services  and  while  costs  have  risen  sharply,  the 
costs  of  complying  with  regulations  have  skyrocketed  and 
this  cost  has  been  virtually  ignored  by  the  government  and 
by  the  news  media.  The  many  hours  devoted  to  non- 
medical care  activities  both  by  institution  employees  and 
by  medical  staffs  have  become  an  unacceptable  burden. 

Governmental  regulation  has  frequently  resulted  in  cost 
shifting  of  expenses  from  governmental  programs  to  the 
private  sector  resulting  in  increased  costs  to  persons  who 
pay  their  own  medical  care  costs  either  directly  out  of 
pocket  or  through  the  private  health  insurance  mechan- 
isms. Cost  shifting  is  not  cost  containment. 

There  is  a cryihg  need  for  a major  reduction  in 
governmental  regulation  of  health  care  provider  institu- 
tions and  a return  to  a climate  in  which  good  judgement 
and  common  sense  predominate.  Let  communities  once 
again  decide  what  services  they  want  their  institutions  to 
provide  and  are  willing  to  pay  for  and  let  the  cost/benefit 
concept  return  as  an  important  consideration  in  establish- 
ing local  priorities.  More  government  regulation  results  in 
an  ever  increasing  amount  of  health  care  dollars  being 
spent  for  activities  other  than  actual  health  care.  This 
trend  must  be  reversed  if  the  intended  goal  of  improved 
health  care  for  all  is  to  be  realized  and  rationing  of  health 
care  is  to  be  avoided. 


Board  of  Councilors 

The  Fall  Session  meeting  of  the  Board  of  Councilors 
was  held  at  the  Lincoln  Hilton,  October  2,  1980. 

The  following  members  of  the  Board  of  Councilors  were 
present:  Drs.  Stanley  M.  Truhlsen,  Louis  J.  Gogela, 
Myron  E.  Samuelson,  James  G.  Carlson,  Warren  R. 
Miller,  Richard  M.  Pitsch,  Clarence  Zimmer,  Thomas  H. 
Wallace,  Warren  G.  Bosley,  Richard  Cottingham,  R.  E. 
Donaldson,  R.  G.  Heasty,  Russell  L.  Gorthey,  Carlyle  E. 
Wilson,  and  Charles  W.  Landgraf,  Jr. 

The  meeting  was  called  to  order  by  Dr.  Gogela, 
temporary  Chairman.  Dr.  Gogela  called  for  election  of  a 
Chairman  of  the  Board.  Dr.  Gogela  was  nominated  as 
Chairman,  and  this  was  approved  by  the  Board.  Dr. 
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Gogela  called  for  election  of  a Secretary  of  the  Board,  and 
Dr.  Carlson  was  approved  for  reelection  by  the  Board. 

Dr.  Gogela  called  for  approval  of  the  Annual  Session 
minutes,  and  these  were  approved  as  printed  in  the  July, 
1980  issue  of  the  Nebraska  Medical  Journal. 

The  Board  next  considered  the  reports  and  resolutions 
in  the  Handbook. 

In  discussing  the  report  of  the  Board  of  Directors,  most 
Councilors  felt  it  was  wise  to  suspend  the  registration  fee 
at  the  Annual  Session,  however  it  was  felt  that  a 
registration  fee  should  be  charged  for  non-members 
attending  the  Session.  Concerning  re-establishing  one 
meeting  of  the  House  of  Delegates  a year,  it  was  felt  that 
the  Association  should  continue  having  two  meetings  a 
year. 

The  Board  considered  the  listing  of  Fifty-Year  Practi- 
tioners, and  these  were  approved. 

Next  considered  were  the  requests  for  Life  Member- 
ship. The  Board  was  informed  that  there  was  an 
additional  request  to  be  added,  that  of  Dr.  Joe  Hanna  of 
Scottsbluff.  There  was  some  question  as  to  the  eligibility 
for  Life  Membership  of  Dr.  Gridley  of  Scottsbluff; 
however  following  discussion  with  Dr.  Heasty,  Councilor 
of  the  Twelfth  District,  the  Board  of  Councilors  approved 
all  requests  for  Life  Membership  presented. 

In  considering  the  report  of  the  Commission  on  Public 
Affairs,  there  was  discussion  concerning  the  paragraph  at 
the  end  of  the  report  regarding  the  additional  funding 
necessary  for  implementation  of  the  expanded  proposal. 
The  Board  concurred  and  agreed  with  the  philosophy  of 
this  proposal. 

All  other  reports  were  considered  and  approved  by  the 
Board. 

Resolutions  #1,  #2  and  #3  were  approved.  In 
discussing  Resolution  #4,  Dr.  Bosley  moved  that  the 
RESOLVED  be  amended  by  deleting  the  words  “Ex- 
Officio”  and  “with  vote”,  which  would  then  read; 
“RESOLVED,  that  the  Metropolitan  Omaha  Medical 
Society  recommends  that  the  Nebraska  Medical  Associa- 
tion appoint  members  of  the  Auxiliary  to  some  or  all  . . .” 
This  was  approved  by  the  Board. 

There  was  considerable  discussion  on  Resolution  #5.  It 
was  the  decision  of  the  Board  that  they  did  not  have 
sufficient  information  to  take  action  on  the  resolution. 

Resolution  #6  was  approved  by  the  Board. 

Following  review  of  current  cases,  the  Board  of 
Councilors  was  adjourned. 


House  of  Delegates 

FIRST  SESSION 

The  first  session  of  the  House  of  Delegates  was  held  at 
the  Lincoln  Hilton,  October  3,  1980.  Roll  call  showed  78 
delegates  present  and  the  meeting  was  declared  in 
session.  The  meeting  was  called  to  order  by  the  Speaker, 
Dr.  McFadden. 

Dr.  McFadden  called  for  approval  of  the  Annual 
Session  minutes  of  the  House  of  Delegates,  and  these 
were  approved  as  printed  in  the  July,  1980  issue  of  the 
Nebraska  Medical  Journal. 

Dr.  McFadden  called  for  approval  of  Dr.  Stanley 


Truhlsen  as  Councilor  of  the  First  District  to  fill  the 
unexpired  term  of  Dr.  Carlyle  W.  Wilson,  Jr.,  this  term  to 
expire  in  May,  1981.  This  was  approved  by  the  House. 

Dr.  McFadden  introduced  Mr.  Rex  Higley,  Director  of 
the  Bureau  of  Examining  Boards  to  present  a special 
award  to  Dr.  Dan  Nye  for  his  many  years  of  service  as  a 
member  of  the  Examining  Boards. 

An  oral  report  was  presented  to  the  House  by  Mr. 
Derrald  Lembrich  and  Dr.  Edward  Smith  of  the  State 
Department  of  Welfare. 

Dr.  Truhlsen  asked  that  Resolution  #1  from  the 
Metropolitan  Omaha  Medical  Society  be  withdrawn,  and 
this  was  approved  by  the  House. 

The  following  Reference  Committee  assignments  were 
made  by  the  Chair: 

Reference  Committee  #1 
Board  of  Directors  — Items  1,  2,  3,  and  4 
Editor,  Nebraska  Medical  Journal 
Resolution  #5  — Northeast  Nebraska  — Norfolk 
Regional  Center 

Resolution  #6  — Lincoln  County  — Conflict  of  Interest 
Reference  Committee  #2 
Board  of  Directors  — Items  5 and  6 
Commission  on  Clinical  Medicine 
Resolution  #2  — Metropolitan  Omaha  — Nuclear 
Accident  Response 
Reference  Committee  #3 
Board  of  Directors  — Items  11  and  12 
Commission  on  Governmental  Affairs 
Health  Planning  Committee 
Addendum  Report,  Health  Planning  Committee 
Reference  Committee  #4 
Board  of  Directors  — Items  7,  8,  9,  10  and  13 
Executive  Director 
Commission  on  Public  Affairs 
Resolution  #4  — Metropolitan  Omaha  — 

Representation,  Auxiliary  on  NMA  Commissions 
Reference  Committee  #5 
Delegate  to  the  AMA 

Delegate,  AMA  Resident  Physician  Section 
Commission  on  Association  Affairs 
Resolution  #3  — Metropolitan  Omaha  — Joint 
Commission,  Accreditation  of  Hospitals 
Reference  Committee  #6 
Creighton  University  School  of  Medicine 
State  Department  of  Health 
University  of  Nebraska  College  of  Medicine 
Fifty-Year  Practitioners  — Life  Membership  Requests 
Commission  on  Medical  Education 

Following  announcements,  the  meeting  was  recessed 
until  Saturday  morning. 


SECOND  SESSION 

The  second  session  of  the  House  of  Delegates  was  held 
October  4,  1980.  Roll  call  showed  67  delegates  present, 
and  the  meeting  was  declared  in  session.  The  meeting  was 
called  to  order  by  the  Vice  Speaker,  Dr.  Armstrong. 

Dr.  Armstrong  called  for  approval  of  the  minutes  of  the 
first  session,  and  these  were  approved. 

Reports  of  the  Reference  Committees  were  called  for, 
and  the  following  were  presented: 

Reference  Committe  #1 

Reference  Committee  #1  considered  two  reports  and 
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two  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  ITEMS  1.  2,  3,  and  4 OF  THE  REPORT  OF  THE 
BOARD  OF  DIRECTORS 

The  Reference  Committee  first  considered  Items  1,  2, 
3,  and  4 of  the  Report  of  the  Board  of  Directors  found  in 
the  Handbook.  Discussion  centered  primarily  on  Item  3, 
the  expense  of  publishing  the  Journal.  Some  discussion 
was  likewise  presented  regarding  expanding  the  scientific 
content  of  the  Journal.  It  was  pointed  out  by  one  of  the 
members  of  the  Board  of  Directors  that  approximately 
$8.00  per  member  is  actually  allocated  for  publishing  the 
Journal.  It  was  also  pointed  out  that  expansion  of  the 
advertising  does  not  accommodate  the  total  cost  of 
publishing.  Doctor  Cole  was  in  attendance  and  received 
the  thanks,  support  and  encouragement  for  continuation 
of  publishing  the  Journal  on  its  same  high  level. 

Some  discussion  also  centered  on  the  financial  status  of 
the  Association  in  Item  4,  of  the  report.  A member  of  the 
Board  present  at  the  meeting  indicated  that  without  a 
doubt  there  would  be  a need  for  additional  revenue  in  the 
ensuing  year.  More  specific  recommendations  of  this 
situation  will  be  presented  at  the  Annual  Session  in  May 
of  1981. 


Recommendation: 

The  committee  recommends  acceptance  of  the  Report 
of  the  Board  of  Directors,  Items  1,  2,  3,  and  4 as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  EDITOR  OF  THE  NEBRASKA 
MEDICAL  JOURNAL 

The  committee  next  considered  the  Report  of  the 
Editor  of  the  NEBRASKA  MEDICAL  JOURNAL  con- 
tained in  the  Handbook.  It  was  pointed  out  by  Doctor 
Cole  the  average  figure  of  6.75  referred  to  65  articles  for 
the  year,  which  is  a correction. 

Recommendation: 

The  committee  recommends  acceptance  of  this  report. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  RESOLUTION  #5  — NORTHEAST  NEBRASKA 
MEDICAL  SOCIETY  — NORFOLK  REGIONAL 
CENTER 

This  resolution  reads  as  follows: 

BE  IT  RESOLVED,  that  the  majority  of  the 

members  of  the  Northeast  Nebraska  Medical  Society 

are  in  favor  of  keeping  the  Norfolk  Regional  Center 

open  for  the  following  reasons: 

1.  Such  a medical  serv’ice  is  indeed  needed  in  this  area 
to  provide  the  continued  high  quality  medical  care 
that  has  been  established. 

2.  The  economic  impact  of  closure  is  tremendous  in 
that  250  employees  would  be  out  of  a job. 

3.  Unnecessary  expense  would  be  incurred  to  the 
people  of  northeastern  Nebraska  in  additional 
traveling  to  the  proposed  centers  and  would  not  be  in 
the  best  interest  of  the  care  of  the  people  of 
northeastern  Nebraska. 

It  was  pointed  out  to  the  committee  that  the  problem  is 
currently  being  studied  by  the  Nebraska  Legislature’s 
Public  Health  and  Welfare  Committee  and  that  a report 


will  be  forthcoming  after  the  first  of  the  year.  It  was  also 
pointed  out  that  until  such  report  is  received,  the 
Association  has  insufficient  information  on  which  to  act  on 
this  resolution. 

Recommendation: 

The  committee  recommends  Resolution  #5  be  filed. 

MR.  SPEAKER,  I MOVE  THAT  THIS  RESOLU- 
TION BE  FILED  AND  THIS  SECTION  OF  OUR 
REPORT  BE  ADOPTED.  This  was  approved  by  the 
House. 

(4)  RESOLUTION  #6  — LINCOLN  COUNTY 

MEDICAL  SOCIETY  — CONFLICT  OF  INTEREST 
This  resolution  reads  as  follows: 

WHEREAS,  membership  on  the  standing  committee 
or  commission  constitutes  implied  representation  of  the 
members  of  the  Nebraska  Medical  Association,  and 

WHEREAS,  some  members  of  a commission  or 
committee  may  be  motivated  by  association  with  or 
employment  by  a special  interest  faction  to  persuade 
the  committee  to  declare  decisions  favorable  to  that 
special  interest  group;  and 

WHEREAS,  association  with  a special  interest  group 
by  employment  or  otherwise  could  construe  conflict  of 
interest  with  a committee  duties;  and 

WHEREAS,  it  would  benefit  the  Nebraska  Medical 
Association  to  eliminate  such  conflicting  interest; 

THEREFORE,  BE  IT  RESOLVED,  that  the  mem- 
bers of  a standing  committee  or  commission  relinquish 
either  association  with  the  committee  or  association 
with  a special  interest  group  monitored  by  their 
commission,  and 

BE  IT  FURTHER  RESOLVED,  that  the  matter  of 
recognition  of  Medical  Liability  Mutual  Insurance 
Company  of  Nebraska  as  a viable  alternative  providing 
professional  liability  insurance  to  Nebraska  physicians 
be  removed  from  the  Commission  on  Legislation  and 
Legal  Affairs  and  placed  with  the  Commission  on 
Association  Affairs  as  provided  by  the  By-Laws  of  the 
Nebraska  Medical  Association,  Chapter  XIII,  Section  2, 
Part  A,  #1. 

Lengthy  and  extensive  discussion  was  heard  regarding 
the  issues  of  this  resolution.  Late  in  the  discussion,  it 
became  apparent  to  the  committee  that  two  separate 
issues  were  involved  in  the  resolution: 

1.  The  definition  of  conflict  of  interest,  when  is  it,  and 
when  is  it  not,  who  is  it,  and  who  is  it  not. 

2.  Responsibility  and  duties  of  physician  members  and 
their  assignments  on  the  various  commissions  of  the 
Association. 

It  also  became  apparent  to  the  committee  as  a result  of 
these  discussions  that  the  issue  of  conflict  of  interest  and 
its  definition  presents  a much  broader  scope  of  problems 
for  the  Association  unrelated  to  the  issues  brought  forth  in 
the  present  resolution. 

Recommendation: 

For  these  reasons,  the  committee  is  recommending  the 
issues  and  the  resolution  be  referred  to  the  Board  of 
Directors  for  further  disposition. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
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REPORT  OF  REFERENCE  COMMITTEE  #1  AS  A 
WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Fred  J.  Rutt,  M.D.,  Hastings, 
Chairman 

Robert  F.  Shapiro,  M.D.,  Lincoln 
L.  J.  Chadek,  M.D.,  West  Point 


Reference  Committee  #2 

Reference  Committee  #2  considered  a portion  of  the 
Report  of  the  Board  of  Directors,  Items  #5  and  #6;  a 
portion  of  the  minutes  of  the  Board  of  Councilors;  the 
Report  of  the  Commission  on  Clinical  Medicine;  and 
Resolution  #2. 

(1)  ITEM  #5  OF  THE  REPORT  OF  THE  BOARD  OF 
DIRECTORS 

(la)  Item  #5  of  the  Report  of  the  Board  of  Directors 
proposes  the  abolition  of  the  registration  fee  of  $25.00  for 
the  1981  Annual  Session.  This  seems  appropriate  since 
this  particular  session  is  to  be  held  in  conjunction  with 
meetings  of  other  specialty  societies  whose  dues  structure 
includes  a registration  fee  for  their  annual  meeting,  and  if 
an  additional  charge  were  made  to  those  attendees  they 
would,  in  effect,  be  paying  a double  registration  fee.  It  was 
felt  that  the  omission  of  the  registration  fee  was 
economically  feasible,  but  if  the  experience  of  the  1981 
Annual  Session  is  unfavorable,  it  may  be  reinstituted  for 
future  sessions. 

Recommendation: 

We  recommend  the  approval  of  this  portion  of  Item  #5 
of  the  Board  of  Director’s  Report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(lb)  The  last  paragraph  of  Item  #5  dealt  with  a 
recommendation  for  recognition  of  the  fifty-year  practi- 
tioners during  the  Monday  session  of  the  House  of 
Delegates.  There  was  no  unfavorable  comment  regarding 
the  recognition  of  fifty-year  practitioners  at  the  Monday 
session  of  the  House  of  Delegates  Annual  Session  but  it 
will  necessitate  a change  in  the  By-Laws.  The  last 
paragraph  of  Section  10  in  Chapter  1 of  our  By-Laws 
(Page  12)  presently  reads,  “The  names  of  the  men  who  are 
qualified  to  be  considered  for  the  awarding  of  this  honor 
shall  be  selected  by  the  Executive  Director  and  the  list  of 
these  names  be  sent  to  each  appropriate  County 
Secretary  prior  to  each  Fall  Session.  If  no  reply  is  received 
to  the  contrary,  all  names  on  this  list  shall  be  presented  to 
the  House  of  Delegates  for  approval  at  the  Fall  Session.” 

Recommendation: 

Therefore,  your  Reference  Committee  recommends 
that  this  paragraph  of  Item  #5  of  the  Board  of  Director’s 
Report  be  approved  and  that  the  following  By-Law  change 
be  instituted: 

Where  the  word,  “fall”  appears  in  the  portion  of  the  By- 
Laws,  Chapter  1,  last  paragraph  of  Section  10  on  Page  12, 
the  word  “annual”  will  be  inserted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded  and 
there  was  discussion  concerning  the  necessity  of  changes 
in  the  By-Laws.  Dr.  Armstrong  said  that  this  matter  would 
be  referred  to  the  Commission  on  Association  Affairs,  and 
this  section  of  Reference  Committee  #2  report  was 
approved  by  the  House. 


(2)  ITEM  #6  OF  THE  REPORT  OF  THE  BOARD 
OF  DIRECTORS 

Discussion  of  Item  #6  of  the  Board  of  Director’s  Report 
demonstrated  considerable  concern  regarding  the  pro- 
posed single  annual  sesson  of  the  House  of  Delegates. 
Points  presented  in  favor  of  the  single  session  were:  (1) 
considerable  costs  were  involved  for  the  second  session, 
both  to  the  Association  and  individuals  attending;  (2)  time 
lost  from  the  usual  professional  pursuits  is  significant; 

(3)  much  of  the  business  handled  at  the  second  session 
could  be  deferred  until  the  annual  session;  (4)  questions 
arising  between  annual  sessions  often  can  be  decided  by 
the  commissions  and  executive  structure  of  the  Associa- 
tion; and  (5)  special  sessions  can  be  called  without  great 
difficulty  according  to  Chapter  5,  Section  1 of  the  By- 
Laws,  (a)  called  by  the  President,  (b)  called  by  the  Board 
of  Directors,  (c)  called  by  a two-thirds  vote  of  the  House  in 
session,  (d)  called  by  presentation  of  a petition  by  one- 
third  of  the  delegates  to  the  President  of  the  Association. 

Those  opposed  pointed  out  that  some  crises  do  arise 
which  need  urgent  or  prompt  attention  by  the  House  of 
Delegates.  These  may  be  political,  ethical,  or  regulatory. 
Although  some  are  decided  by  existing  executive  struc- 
ture, others  require  House  of  Delegates  action.  The  timing 
of  a single  session  also  came  under  discussion.  Apparently 
the  spring  dates  conflict  with  dates  for  national  meetings 
of  various  specialty  societies  in  some  instances.  However, 
with  the  traditional  AMA  convention  date  closely  follow- 
ing our  Annual  Session,  the  spring  session  was  felt  to  be 
advantageous. 

Recommendation: 

We  recommend  the  referral  of  Item  #6  of  the  Board  of 
Directors  Report  to  the  Commission  on  Association 
Affairs.  If,  after  thorough  study,  this  commission  feels  the 
single  annual  session  is  desireable,  a proposed  resolution 
to  amend  the  Constitution  and  By-Laws  should  be  sent  to 
all  component  societies  sixty  days  in  advance  of  the  1981 
Annual  Session  to  be  voted  on  by  the  House  of  Delegates 
at  that  session. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  hy  the 
House. 

(3)  REPORT  OF  THE  COMMISSION  ON  CLINICAL 
MEDICINE 

That  portion  reported  by  the  Scientific  Sessions 
Committee  had  been  partially  discussed  during  the 
consideration  for  a single  annual  session.  The  remainder 
was  felt  to  be  informational  in  value  and  the  revised 
format  for  the  Annual  Session  seems  quite  interesting  and 
generally  agreeable. 


Recommendation: 

We  recommend  the  approval  of  the  Report  of  the 
Scientific  Sessions  Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  REPORT  OF  THE  COMMITTEE  ON  MATERNAL 
AND  CHILD  HEALTH  CARE 
The  report  of  the  Committee  on  Maternal  and  Child 
Health  Care  was  presented  as  informational.  Dr.  Rum- 
bolz,  the  Chairman  of  that  committee,  answered  several 
questions  regarding  the  general  direction  of  the  studies 
involved. 

Recommendation: 

We  recommend  the  ajjproval  of  the  Report  of  the  Ad- 
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Hoc  Committee  on  Maternal  and  Child  Health  and 
congratulate  this  committee  on  its  activity  and  effort. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF  THIS 
SEC  1 ION  OF  Ol^R  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  WE  RECOMMEND  THE  AP- 
PROVAL OF  THE  REPORT  OF  THE  COMMISSION 
ON  CLINICAL  MEDICINE  AND  MOVE  FOR  THE 
ADOPTION  OF  THE  REPORT  AS  A WHOLE.  This  was 
approved  by  the  House. 

(5)  MINUTES  OF  THE  BOARD  OF  COUNCILORS 
The  information  contained  in  the  minutes  of  the  Board 

of  Councilors  concerning  the  registration  fee  and  one 
meeting  of  the  House  of  Delegates  a year  rather  than  two 
meetings,  was  noted  and  considered  in  other  discussion. 
We  accept  its  accuracy  and  recommend  its  approval. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  Ol'R  REPORT.  This  was  seconded,  and 
following  discussion  Dr.  Roffman  moved  to  amend  this 
report  by  referring  this  to  the  Commission  on  Association 
Affairs  rather  than  adopt.  This  amendment  was  approved 
by  the  House,  and  this  section  of  the  report  of  the 
Reference  Committee  was  approved  as  amended. 

(6)  RESOLUTION  #2  — .METROPOLITAN  O.MAHA 

MEDICAL  SOCIETY  — NUCLEAR  ACCIDENT 

RESPONSE 

Resolution  #2  was  then  presented  for  discussion.  This 
reads  as  follows; 

\\  HEREAS,  sources  of  nuclear  energy  are  present  in 
many  parts  of  the  State  of  Nebraska;  and 

\\  HERE.AS,  nuclear  accidents  involving  one  or  more 
persons  cannot  be  adequately  handled  without  careful 
prior  planning;  and 

WHEREAS,  the  physicians  of  Nebraska  must  be 
intimately  involved  in  the  planning  for  the  care  of 
persons  exposed  to  excessive  radiation  as  well  as  in 
their  acute  and  ongoing  care;  and 

WHERE.AS.  triage,  acute  care,  patient  transfer, 
personnel  utilization  and  possible  evacuation  are 
complex  problems  requiring  extensive  physician  par- 
ticipation in  planning  and  implementation;  therefore  be 
it 

RESOLN'ED,  that  the  Nebraska  Medical  Association 
urge  every  hospital  and  medical  staff  to  develop  or  have 
available,  an  appropriate  plan  for  responding  to  nuclear 
accidents;  and  be  it  further 

RESOLVED,  that  the  Nebraska  Medical  Association 
cooperate  with  such  other  appropriate  associations  and 
bureaus  in  the  development  and  update  of  compre- 
hensive state  or  local  plans  for  responding  to  nuclear 
accidents. 

No  adverse  comments  regarding  this  resolution  were 
heard.  It  was  agreed  that  although  there  is  a rather  general 
master  plan  available  in  the  State  of  Nebraska  Depart- 
ment of  Health  publication  entitled,  “Radiological  Emer- 
gency Response  Plan”  (Januar\-,  1980)  individual  hos- 
pitals and  medical  staffs  need  to  develop  specific  plans  to 
deal  with  radioactive  emergencies  as  part  of  their  overall 
disaster  planning.  This  plan  development  is  complicated 
to  a degree  by  the  lack  of  general  experience  in  this  area 
and  will  probably  need  expert  advice  which  our  Associa- 
tion could  collect  and  supply  to  hospitals  and  physicians. 

.MR.  SPEAKER,  WE  MOVE  THE  ADOPTION  OF 
RESOLL'TION  #2.  This  was  approved  by  the  House. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF  THE 


REPORT  OF  YOUR  REFERENCE  COMMITTEE  #2 
AS  A WHOLE  AS  AMENDED.  This  was  approved  by 
the  House. 

Respectfully  submitted, 

James  S.  Carson,  M.D.,  McCook, 
Chairman 

John  L.  Reed,  M.D.,  Lincoln 
Donald  J.  Pavelka,  M.D.,  Omaha 

Reference  Committee  #3 

Reference  Committee  #3  considered  two  reports,  an 
addendum  to  one  report  and  Items  #11  and  #12  of  the 
Report  of  the  Board  of  Directors.  The  Reference 
Committee  submits  the  following  report  and  recom- 
mendations. 

(1)  ITEM  11  OF  THE  REPORT  OF  THE  BOARD  OF 
DIRECTORS 

Item  11  of  the  Report  of  the  Board  of  Directors  is 
entitled  Long  Range  Planning.  Your  Reference  Com- 
mittee wishes  to  commend  the  Board  of  Directors  for 
undertaking  long  range  planning.  It  is  felt  that  this  will  be 
extremely  helpful  and  vital  to  the  Nebraska  Medical 
Association.  This  concept  was  welcomed  with  con- 
siderable enthusiasm  by  those  who  testified  in  our 
committee.  The  five  initial  goals  as  outlined  in  the  report 
were  agreed  with  by  all  the  testimony  heard  in  the 
Reference  Committee.  One  speaker  suggested  that  under 
the  fourth  goal,  “to  achieve  the  optimum  level  of 
membership  of  all  physicians  in  Nebraska  Medical 
Association  and  the  American  Medical  Association”,  it 
would  be  advantageous  for  the  Nebraska  Medical  As- 
sociation in  some  manner  to  make  an  increased  effort  for 
membership  in  the  medical  student  and  house  officer 
ranks.  No  testimony  was  heard  in  opposition  to  any 
portion  of  Item  1 1 of  the  Report  of  the  Board  of  Directors. 

Recommendation: 

W'e  recommend  this  Item  be  adopted. 

MR.  SPEAKER.’l  MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  ITEM  12  OF  THE  REPORT  OF  THE  BOARD  OF 
OF  DIRECTORS 

Relating  to  officers  holding  more  than  one  elected 
position.  The  present  By-Laws  of  the  Nebraska  Medical 
Association  state  in  Item  6,  “members  of  the  Board  of 
Directors  may  not  hold  two  elective  positions  at  the  same 
time.”  The  Board  has  recommended  in  their  report  that 
the  By-Laws  be  amended  to  provide  that  a delegate  to  the 
AMA  may  also  serve  simultaneously  as  President-Elect 
and  subsequently.  President,  and  Past  President.  The 
Board  report  omitted  mention  of  the  office  of  Past 
President,  but  testimony  by  a Board  member  indicated 
this  to  be  an  oversight  only.  Testimony  was  heard  at  the 
meeting  from  members  of  the  Board  of  Directors.  The 
reason,  of  course,  why  the  By-Laws  were  written  as  they 
are  is  to  involve  as  many  people  as  possible  in  the 
activities  and  the  elected  positions  of  the  Nebraska 
Medical  Association.  The  primary  reason  the  Board  has 
recommended  that  this  be  modified  is  due  to  the  fact  that 
to  be  an  effective  AMA  delegate  requires  considerable 
time  as  delegate  to  the  AMA.  It  is  only  after  serving  in  the 
House  of  Delegates  of  the  AMA  for  some  period  of  time 
that  a delegate  is  able  to  persuade  and  influence.  As 
presently  written,  the  By-Laws  then  preclude  this  man 
from  being  involved  or  to  participate  in  the  activities  of 
the  state  medical  association  as  conducted  by  the  Board 
of  Directors.  This  would  become  increasingly  true  if  the 
Nebraska  Medical  Association  House  of  Delegates  were 
to  go  to  one  business  meeting  per  year.  No  testimony  was 
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heard  in  opposition  to  the  recommendation  of  the  Board 
of  Directors. 

Recommendation: 

It  is  the  recommendation  of  the  Reference  Committee 
that  the  By-Laws  Committee  be  directed  to  present  an 
amendment  which  would  permit  the  delegate  to  the  AMA 
to  simultaneously  serve  as  President-Elect,  President, 
and  subsequently  Past  Present. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  There 
was  discussion  relative  to  including  the  alternate  delegate 
to  the  AMA  as  well  as  the  delegate.  Dr.  Gorthey  informed 
the  House  that  it  was  the  intent  of  the  Board  of  Directors 
that  both  the  delegate  and  alternate  delegate  be  included 
in  this  By-Law  change.  Dr.  Schenken  moved  that  this  be 
amended  to  include  the  alternate  delegate  as  well  as  the 
delegate  to  the  AMA.  This  amendment  was  approved  by 
the  House,  and  this  section  of  the  report  of  Reference 
Committee  #3  was  approved  as  amended. 

(3)  REPORT  OF  THE  COMMISSION  ON- 
GOVERNMENTAL  AFFAIRS 

The  next  item  considered  was  the  Report  of  the 
Commission  on  Governmental  Affairs.  The  attention  of 
the  Reference  Committee  was  called  to  a section  within 
this  report  which  is  a quote  from  a summer,  1980 
newsletter  of  the  Nebraska  State  Health  Planning  and 
Development  Agency  which  in  essence  shows  that 
hospital  utilization  figures  in  the  State  of  Nebraska  in 
general  are  below  those  in  the  states  of  Iowa,  Kansas  and 
Missouri,  even  though  these  states  do  have  an  active 
PSRO  and  Nebraska  does  not.  It  was  pointed  out  in  the 
committee  testimony  that  perhaps  this  reaffirms  our 
position  in  the  State  of  Nebraska  that  proper  utilization 
can  be  obtained  without  large  expenditures  of  federal 
dollars  for  PSRO’s.  No  testimony  was  heard  in  opposition 
to  the  Report  of  the  Commission  on  Governmental 
Affairs. 

Recommendation: 

The  Reference  Committee  recommends  the  adoption  of 
the  Report  of  the  Commission  on  Governmental  Affairs. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  THE  COMMISSION  ON  GOVERN- 
MENTAL AFFAIRS.  This  was  seconded.  Dr.  Gogela 
urged  that  this  portion  of  the  report  be  transmitted  to  the 
AMA  and  AMA  News.  This  section  of  the  Reference 
Committee  report  was  approved. 

(4)  REPORT  OF  THE  COMMITTEE  ON  HEALTH 
PLANNING 

There  was  some  testimony  and  discussion  relating  to 
the  portion  of  this  report  concerning  the  Referral  Patterns 
Study.  It  was  pointed  out  that  the  Department  of  Health 
verbally  indicated  that  it  would  financially  participate  in 
this  survey  in  that  they  would  buy  the  information 
produced  from  us  if  we  would  agree  to  make  minor 
modifications  in  the  survey  instrument.  Testimony  was 
heard  that  this  information  is  vital  to  the  medical  schools 
in  their  efforts  to  produce  the  right  programs  for  the  State 
of  Nebraska  and  would  be  beneficial  to  them  in  their  work 
in  the  State  Legislature  regarding  funding.  It  was 
cautioned  by  one  individual  that  the  defect  of  such  a 
survey  is  that  it  gives  no  information  relating  to  patients 
referred  into  the  state  from  areas  outside  of  the  state.  If 
this  defect  is  not  correctable,  it  should  at  least  be  noted  in 
the  summary  of  the  report. 

Testimony  was  generally  supportive  of  the  survey  if  it 
could  be  assured  that  a decent  and  reliable  product  can  be 
obtained  for  the  figure  of  $3,500. 


Recommendation: 

Your  Reference  Committee  recommends  that  the 
report  be  accepted  as  distributed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(5)  ADDENDUM  REPORT  OF  THE  COMMITTEE 
ON  HEALTH  PLANNING 

This  addendum  report  essentially  provides  a position 
paper  of  the  Nebraska  Medical  Association  on  important 
health  planning  issues.  In  this  report  a general  position  is 
taken  regarding  acute  care  hospital  bed  needs,  primary 
care  for  pediatric  service  and  bed  needs,  and  govern- 
mental regulation.  No  testimony  was  heard  suggesting  any 
change  or  modifications  in  these  position  papers  as 
presented  by  the  Committee  on  Health  Planning. 

Recommendation: 

Your  Reference  Committee  recommends  that  the 
Addendum  Report  of  the  Committee  on  Health  Planning 
be  accepted  as  distributed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #3  AS  A 
WHOLE  AS  AMENDED.  This  was  approved  by  the 
House. 

Respectfully  submitted, 

C.  Lee  Retelsdorf,  M.D.,  Omaha, 
Chairman 

Ronald  L.  Asher,  M.D.,  North  Platte 
Robert  B.  Benthack,  M.D.,  Wayne 


Reference  Committee  #4 

Reference  Committee  #4  considered  three  reports  and 
one  resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  BOARD  OF  DIRECTORS  — ITEMS  7,  8,  9,  10 
and  13 

No  discussion  was  heard  regarding  Item  #7  regarding  a 
word-processing/  computer. 

Item  #8  dealt  with  the  analysis  of  the  physician/ 
population  status  in  the  state.  Considerable  discussion 
ensued. 

Recommendation: 

Your  Reference  Committee  recommends  that  the 
Board  of  Directors  consider  the  distribution  and  man- 
power needs  of  physicians  in  the  state  and  place  this  in 
their  Long  Range  Planning  goals. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

No  discussion  was  heard  regarding  Item  9,  the  impaired 
physician  program. 

Item  #10  dealt  with  the  coordinating  council  for  our 
medical  schools.  Discussion  was  very  positive  for  this  type 
of  effort. 

Item  #13  considered  the  theme,  “Pioneering  the  Good 
,,Life  — A Century  of  Preparation”. 

Recommendation: 

The  Reference  Committee  recommends  the  adoption  of 
the  Board  of  Directors  resolution: 
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WHEREAS,  the  llniversity  of  Nebraska  College  of 
Medicine  is  entering  its  second  century  of  service  to  the 
medical  profession  and  to  the  citizens  of  the  state;  and 

WHEREAS,  the  College  of  Medicine  in  its  first 
hundred  years  educated  a significant  number  of  the 
physicians  responsible  for  health  care  in  Nebraska;  and 

WHEREAS,  the  College  of  Medicine  has  through 
continuing  medical  education,  service  to  patients  and 
research  helped  shape  the  quality  of  health  care  in  the 
state;  and 

WHEREAS,  the  College  of  Medicine  since  its 
inception  has  worked  closely  and  cooperatively  with 
organized  medicine  in  the  state  to  fulfill  the  noblest 
goals  of  the  medical  profession; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  recognize  the  substantial 
contributions  of  the  University  of  Nebraska  College  of 
Medicine  to  the  health  and  well  being  of  the  citizens  of 
the  state  for  the  past  one  hundred  years;  and  that  the 
Association  pledges  its  support  and  encouragement  to 
the  success  of  the  College  in  its  second  century. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  Ol’R  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  EXECUTIVE  DIRECTOR 
Discussion  ensued  regarding  our  present  membership 

and  recruitment  efforts. 

Recommendation: 

The  Reference  Committee  recommends  that  the  House 
of  Delegates  reaffirm  its  position  regarding  increasing 
student,  house  officer  and  physician  membership.  Furth- 
ermore, the  Reference  Committee  would  recommend  that 
the  Board  of  Directors  and  the  appropriate  commission 
and  subcommittee  redirect  efforts  to  ensure  that  op- 
portunities for  education  about  the  benefits  of  organized 
medicine  and  the  purpose(s)  of  organized  medicine  are 
brought  before  these  physicians  and  physicians  in 
training. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Dr.  Shaffer  added  that  he 
would  like  to  add  that  the  appropriate  committee  or 
subcommittee  submit  a report  on  this  at  the  next  session 
of  the  House  of  Delegates.  This  portion  of  the  Reference 
Committee  report  was  approved  by  the  House. 

(3)  REPORT  OF  THE  COMMISSION  ON  PUBLIC 
AFFAIRS 

Discussions  regarding  the  projects  of  this  commission 
were  reviewed  and  the  expanded  proposal  for  program- 
ming. 

Recommendations: 

1.  Your  Reference  Committee  recommends,  as  proposed 
by  the  commission,  that  the  House  of  Delegates  direct 
our  delegates  to  the  AMA  to  develop  and  introduce  a 
resolution  requesting  the  AMA  to  serve  as  a coordinat- 
ing agency  in  the  exchange  of  public  relations  program 
information.  This  should  direct  the  AMA  to  provide 
direct  programming  and  services  assistance  to  the 
state  and  county  medical  societies. 

2.  The  Reference  Committee  recommends  the  House  of 
Delegates  reaffirms  the  position  that  an  increase  in 
public  relations  is  desired  and  furthermore  that  the 
House  direct  the  Board  of  Directors  to  fund  the 
additional  need  in  the  budget  to  carry  out  the  desire 
of  the  commission  and  the  House. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 


SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  RESOLUTION  #4  — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  — REPRESENTATION  OF 
WOMEN’S  AUXILIARY  ON  THE  COMMISSIONS 
OF  NMA 

This  resolution  reads  as  follows: 

WHEREAS,  physicians’  spouses  offer  a presently 
underutilized  resource  for  the  Nebraska  Medical  As- 
sociation; and 

WHEREAS,  participation  in  Association  affairs 
offers  the  opportunity  to  enhance  communication, 
mutual  education,  and  cooperation  between  the 
Association  and  its  Auxiliary;  therefore,  be  it 

RESOLVED,  that  the  Metropolitan  Omaha  Medical 
Society  recommends  that  the  Nebraska  Medical  As- 
sociation appoint  an  Ex-Officio  member  with  vote,  of 
the  Auxiliary  to  some  or  all  of  the  committees  and 
commissions,  especially  the  Commission  on  Govern- 
mental Affairs,  the  Commission  on  Legislation  and 
Legal  Affairs,  and  the  Commission  on  Public  Affairs. 

Discussion  ensued  regarding  the  positive  nature  of 
these  efforts  and  the  recommendations  of  the  Board  of 
Councilors. 

Recommendations: 

1.  Your  Reference  Committee  recommends  that  the 
RESOLVED  be  re-written: 

RESOLVED,  that  the  Metropolitan  Omaha  Medical 
Society  recommends  that  the  Nebraska  Medical  As- 
sociation appoint  members  of  the  Auxiliary  to  some  or 
all  of  the  committees  and  commissions,  especially  the 
Commission  on  Governmental  Affairs,  the  Commission 
on  Legislation  and  Legal  Affairs,  and  the  Commission 
on  Public  Affairs. 

2.  The  Reference  Committee  would  refer  this  resolution 
to  the  By-Laws,  Committee  for  further  interpretation. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #4 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Kenton  Shaffer,  M.D.,  Kearney, 
Chairman 

Edward  Malashock,  M.D.,  Omaha 
Howard  Dinsdale,  M.D.,  Lincoln 


Reference  Committee  #5 
Reference  Committee  #5  considered  three  reports  and 
one  resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  DELEGATE  TO  THE  AMA  — 
1980  ANNUAL  SESSION 

Your  Reference  Committee  considered  this  report  and 
considerable  discussion  was  heard  concerning  many  of  the 
items  contained  therein.  In  addition,  many  unrelated 
items  were  discussed.  As  a result  of  this  discussion,  your 
Reference  Committee  urges  the  Board  of  Directors  of  the 
Nebraska  Medical  Association  to  continue  a program  of 
active  recruitment  of  members  not  only  on  a state  level, 
but  also  on  an  AMA  and  student  level.  Through  the  years, 
these  recruitment  efforts  have  been  disappointing,  but 
nonetheless,  must  be  actively  and  vigorously  pursued. 
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Another  item  which  was  discussed  at  length  was  that  of 
the  Principles  of  Medical  Ethics  as  adopted  by  the  AMA 
House  of  Delegates.  We  recognize  that  these  Principles  of 
Medical  Ethics  were  opposed  by  our  delegates  in  accord 
with  a resolution  passed  by  this  House  of  Delegates  at  the 
last  session  of  the  NMA.  We  continue  to  feel  that  several 
of  the  items  involved  in  the  currently  adopted  Principles 
of  Medical  Ethics  are  onerous  to  us.  At  the  present  time, 
we  choose  to  register  our  displeasure  with  these  Prin- 
ciples of  Medical  Ethics  as  adopted,  but  are  currently  not 
prepared  to  offer  further  resolutions  altering  these 
Principles  as  published.  In  general,  your  Reference 
Committee  has  accepted  the  report  of  the  Delegate  to  the 
AMA  as  an  informational  item  and  commends  him  for  his 
report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded,  and 
considerable  discussion  followed  concerning  the  Prin- 
ciples of  Medical  Ethics  and  increasing  the  student 
membership. 

Both  student  delegates  present  felt  that  a live 
presentation  to  the  students  pointing  out  the  advantages 
of  organized  medicine  membership  and  what  it  could 
provide  the  students  might  be  of  benefit.  Some  felt  that 
financing  of  student  membership  would  create  interest. 

Following  discussion  on  the  Principles  of  Medical 
Ethics  adopted  by  the  AMA  House  of  Delegates,  Dr. 
Schenken  moved  that  the  Reference  Committee  report  be 
amended  by  deleting  the  sentence,  “At  the  present  time, 
we  choose  to  register  our  displeasure  with  these  Prin- 
ciples of  Medical  Ethics  as  adopted,  but  are  currently  not 
prepared  to  offer  further  resolutions  altering  these 
Principles  as  published.”  This  amendment  was  approved 
by  the  House,  and  this  section  of  the  Reference 
Committee  report  was  approved  as  amended. 

(2)  REPORT  OF  THE  AMA  DELEGATE  — 
RESIDENT  PHYSICIAN  SECTION 

Your  Reference  Committee  heard  no  direct  testimony 
with  regard  to  this  report.  Again,  considerable  discussion 
was  held  regarding  the  desirability  of  active  pursuit  of 
increased  AMA/State  and  County  Medical  Association 
membership  on  the  part  of  your  state  association.  Your 
Reference  Committee  considered  the  report  of  the 
Resident  Physician  Delegate  as  an  informational  item. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

Your  Reference  Committee  heard  no  testimony  pro  or 
con  with  regard  to  this  report.  We  consider  it  to  be  an 
informational  item. 

MR.  SPEAKER,  I MOVE  THE  ADOPTIGN  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  RESOLUTION  #3  — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  — JOINT  COMMISSION 
ON  ACCREDITATION  OF  HOSPITALS 

This  resolution  reads  as  follows: 

WHEREAS,  the  House  of  Delegates  of  the  American 
Medical  Association  took  action  recently  to  express 
concern  about  some  aspects  of  the  function  of  the  Joint 
Commission  on  the  Accreditation  of  Hospitals;  and 

WHEREAS,  the  Joint  Commission  on  the  Accredita- 
tion of  Hospitals  has  established  a task  force  to  review 
the  problem  and  make  recommendations;  therefore  be 
it 


RESOLVED,  that  the  Nebraska  Medical  Association 
survey  its  membership  immediately  requesting  informa- 
tion on  specific  problems  or  suggestions  for  improve- 
ment in  the  Joint  Commission  on  the  Accreditation  of 
Hospitals’  operation  in  Nebraska  and  that  such  replies 
be  forwarded  to  the  American  Medical  Association  for 
its  information  in  time  to  be  useful  to  the  JCAH  task 
force. 

Fiscal  Note:  $800.00 

Minimal  discussion  was  held  regarding  this  resolution. 
No  disfavorable  comment  was  heard.  Your  Reference 
Committee  notes  that  a fiscal  note  of  $800.00  is  appended 
to  this  resolution. 

MR.  SPEAKER,  YOUR  REFERENCE  COMMIT- 
TEE RECOMMENDS  THE  ADOPTION  OF  THIS 
RESOLUTION,  AND  I SO  MOVE.  This  was  approved  by 
the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #5 
AS  A WHOLE  AS  AMENDED.  This  was  approved  by 
the  House. 

Respectfully  submitted, 

James  H.  Dunlap,  M.D.,  Norfolk, 
Chairman 

Gordon  D.  Francis,  M.D.,  Grand  Island 
Perry  Williams,  M.D.,  Omaha 


Reference  Committee  #6 
Reference  Committee  #6  considered  four  reports  and 
the  nominations  for  50-year  awards  and  Life  Membership. 
The  Reference  Committee  submits  the  following  report 
and  recommendations. 

(1)  REPORT  OF  THE  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

Reference  Committee  #6  reviewed  Dr.  Holthaus’  report 
of  Creighton  University  School  of  Medicine.  No  com- 
ments or  questions  regarding  this  report  were  received  by 
the  Reference  Committee  and  it  is  received  for  informa- 
tional purposes. 

Recommendation: 

Your  Reference  Committee  recommends  acceptance  of 
this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  STATE  DEPARTMENT  OF 
HEALTH 

Reference  Committee  #6  reviewed  the  report  of  the 
Department  of  Health.  Dr.  Smith  appeared  before  the 
committee,  however,  there  were  no  questions  relative  to 
this  report  and  it  is  received  for  informational  purposes. 

Recommendation: 

Your  Reference  Committee  recommends  acceptance  of 
this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  UNIVERSITY  OF  NEBRASKA 
COLLEGE  OF  MEDICINE 

Reference  Committee  #6  reviewed  Dr.  Connell’s  report 
regarding  the  University  of  Nebraska  College  of  Medicine. 
There  were  no  questions  or  comments  regarding  this 
report  and  it  is  received  for  informational  purposes. 
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Recommendation; 

Your  Reference  Committee  recommends  acceptance  of 
this  report. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  Ol'R  REPORT.  This  was  approved  by  the 
House. 

(4)  FIFTY-YEAR  PRACTITIONERS  AND  LIFE 
MEMBERSHIP  REQUESTS 
The  Fifty-Year  Practitioners  are  as  follows: 

Cass  County 

Lloyd  N.  Kunkel,  M.D.,  Weeping  Water 
Lancaster  County 
Charles  D.  Bell,  M.D.,  Roca 
J.  Wm.  Hervert,  M.D.,  Lincoln 
Elmer  T.  Hobbs,  M.D.,  Lincoln 
Grace  Loveland,  M.D.,  Lincoln 
George  R.  Underwood,  M.D.,  Lincoln 
Metropolitan  Omaha 
Arthur  W.  Abts,  M.D.,  Omaha 
Morris  H.  Brodkey,  M.D.,  Omaha 
Dawson  A.  Dowell,  M.D.,  Omaha 
Harold  Gifford,  M.D.,  Omaha 
John  J.  Grier,  M.D.,  Omaha 
Cecil  L.  Wittson,  M.D.,  Omaha 
Willis  D.  Wright,  M.D.,  Omaha 
Scotts  Bluff  County 
Herbert  S.  Blackstone,  M.D.,  Bridgeport 
Seward  County 

James  W.  Carr,  M.D.,  Naples,  Florida 
The  requests  for  Life  Membership  are  as  follows: 
Metropolitan  Omaha 
J.  Allan  Davis,  M.D.,  Omaha 
Robert  D.  Vickery,  M.D.,  Omaha 
Willis  D.  Wright,  M.D.,  Omaha 
Scotts  Bluff  County 
L.  J.  Gridley,  M.D.,  Scottsbluff 
Joe  Hanna,  M.D.,  Scottsbluff 
R.  W.  Karrer,  M.D.,  Scottsbluff 

Your  Reference  Committee  reviewed  the  recommenda- 
tions for  fifty-year  practitioner  awards  and  the  requests 
for  Life  Membership.  Reference  Committee  #6  endorses 
the  action  taken  by  the  Board  of  Councilors  in  approving 
the  fifty-year  practitioners  and  the  Life  Memberships. 

Recommendation: 

The  Reference  Committee  recommends  approval  by 
the  House  of  the  Board  of  Councilor’s  actions. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 


SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(5)  REPORT  OF  THE  COMMISSION  ON  MEDICAL 
EDUCATION 

Reference  Committee  #6  reviewed  the  report  of  the 
Commission  on  Medical  Education  and  recommends 
acceptance  of  the  report  for  informational  purposes. 

It  was  reported  to  the  Reference  Committee  that  on 
December  31,  1980,  the  Coordinating  Council  on  Medical 
Education  would  be  dissolved  and  be  replaced  on  January 
1,  1981,  by: 

1.  Council  for  Medical  Affairs,  which  would  deal  with 
problems  and  issues  affecting  medical  education. 

2.  Liaison  Committee  on  Medical  Education,  which 
would  continue  to  accredit  medical  schools. 

3.  Accreditation  Council  for  Graduate  Medical  Education. 

4.  Accreditation  Council  for  Continuing  Medical  Educa- 
tion. 

It  was  reported  that  this  new  arrangement  was 
sponsored  by  the  American  Medical  Association,  the 
American  Hospital  Association,  the  American  Board  of 
Medical  Specialties,  the  Council  of  Medical  Specialty 
Societies,  and  the  American  Association  of  Medical 
Colleges;  and  that  it  was  revamped  to  expedite  the 
accrediting  process. 

It  was  also  reported  to  the  Reference  Committee  that 
the  Health  Gallery  in  Morrill  Hall  is  being  implemented 
and  completed,  and  that  the  Mobile  Health  Gallery  is 
traveling  throughout  the  state  at  the  invitation  of  school 
districts. 

Recommendation: 

Reference  Committee  #6  recommends  acceptance  of 
the  above  items  for  informational  purposes. 

MR.  SPEAKER,  I MOVE  THE  ACCEPTANCE  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #6 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Stanley  M.  Truhlsen,  M.D.,  Omaha, 
Chairman 

Thomas  H.  Wallace,  M.D.,  Gordon 
William  Chleborad,  M.D.,  Fremont 

There  being  no  further  business,  the  House  of 
Delegates  was  adjourned. 
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There’s  a Doctors  Building  in  your  Future! 


Bishop  Clarkson  Memorial  Hospital 

DOCTORS  BUILDING 


Features  Include: 

• direct  access  to  Clarkson  Hospital 

• plenty  of  covered  parking 

• enclosed  pedestrian  skyway 

• convenient  location 

• office  facilities  designed  to 
individual  specifications 


If  you  would  like  more  information 
on  this  unique  office  setting,  please 
write: 

Clarkson  Hospital  Doctors  Building 
c/o  Property  Management  Director 
4239  Farnam  Street,  Room  28 
Omaha,  NE  68131 
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ANUSOL-HC 


SUPPOSITORIES/CREAM  WITH  HYDROCORTISONE  ACETATE 


#1  prescribed  hemorrhoidal  prod||ct 


- I I'- 


rrwAS~— = 

NUMBER  ONE 
IN  1959 


AND  IT  STILL  IS 


The  professional  source  of 
modem  anorectal  comfort 


ANUSOL-HC’  SUPPOSITORIES 

Hemorrhoidal  Suppositories 

ANUSOL-HC’  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocor- 
tisone acetate,  10  0 mg,  bismuth  subgallate,  2 25%,  bismuth 
resorcin  compound,  1 75%,  benzyl  benzoate,  1.2%,  Peruvian 
balsam,  1 8%,  zinc  oxide,  1 1 0%,  also  contains  the  following 
inactive  ingredients,  dibasic  calcium  phosphate,  and  certified 
coloring  in  a hydrogenated  vegetable  oil  base 
Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone 
acetate,  5,0  mg,  bismuth  subgallate,  22  5 mg;  bismuth 
resorcin  compound,  17  5 mg,  benzyl  benzoate,  12  0 mg; 
Peruvian  balsam,  18,0  mg,  zinc  oxide,  1 10  0 mg,  also  contains 
the  following  inactive  ingredients,  propylene  glycol,  propyl- 
paraben, methylparaben,  polysorbate  60  and  sorbitan 
monostcarate  in  a water-miscible  base  of  mineral  oil,  glyceryl 
stearate  and  water 

Indications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  ad|unctive  therapy  for  the  symptomatic  relief  of  pain  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis, 
papillitis,  cryptitis,  anal  fissures,  incomplete  fistulas  and  relief  of 
local  pain  and  discomfort  following  anorectal  surgery 
Anusol-HC  Cream  is  also  indicated  for  pruritus  ani 


Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can  be 
maintained  on  regular  Anusol"  Suppositories  or  Ointment 
Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 
Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established  Therefore,  during  pregnancy, 
they  should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time 
Precautions:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

If  irritation  develops,  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  and  appropriate 
therapy  instituted 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted  If  a 
favorable  response  does  not  occur  promptly,  the  cortico- 
steroid should  be  discontinued  until  the  infection  has  been 
adequately  controlled 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 

Anusol-HC  IS  not  for  ophthalmic  use 
Dosage  and  Administration:  Anusol  HC  Suppositories 
Adults  Remove  foil  wrapper  and  insert  suppository  into  the 
anus  Insert  one  suppository  in  the  morning  and  one  at 


bedtime  for  3 to  6 days  or  until  inflammation  subsides  Then 
maintain  patient  comfort  with  regular  Anusol  Suppositories 
Anusol-HC  Cream  — Adults  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the 
exterior  surface  and  gently  rub  in  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying  gentle 
continuous  pressure  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 
to  6 days  until  inflammation  subsides  Then  maintain  patient 
comfort  with  regular  Anusol  Ointment 
NOTE:  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabrK  by  hand  or  machine 
washing  with  household  detergent 
How  Supplied:  Anusol-HC  Suppositories  - boxes  of  12 
(N  0047-0089-12)  and  boxes  of  24  (N  0047-0089-24)  in 
silver  foil  strips  with  Anusol-HC  W/C  printed  in  black 
Anusol-HC  Cream  one-ounce  tube  (N  0047  0090-01) 
with  plastic  applicator 
Store  between  59°  - 86°  F (1 5°  30°  C) 

Full  information  is  available  on  request 

«|1980  Warner-Lambert  Company  00022  f^)  JA  0234-l-i 

PARKE-DAVIS 

Div  of  Warner-Lambert  Co 
Morris  Plains,  NJ  07950  USA 


Our  tests  show  that  your  hypochondria  is  acting 
up  again. 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Donley 


MEDICAL 


SLPPLV  COMPAIVY 

2425  St.,  Lincoln,  Nebraska  68510 

AUTHORIZiO  CONTRACT  AGENT 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


Second  opinion?  I didn’t  even  care  for  your  first! 
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FAMILY  PRACTICE  AVAILABLE:  Northeast 
Nebraska  community  of  5,000.  Group  association 
or  solo.  57-bed  hospital  and  72-bed  nursing  home 
in  town.  Farming  and  industrial  economy.  Excellent 
recreation  and  golf  course  and  park  in  town. 
Contact  Doctors  Fend  and  Sucha,  216  East  10th, 
Schuyler,  Nebraska  68661  (402)  352-2520. 

FAMILY  PRACTICE  OR  FREE  STANDING 
EMERGENCY  CENTER:  For  sale  or  lease  with  or 
without  equipment,  can  accommodate  4-man  prac- 
tice, built  1979  in  west  suburb  of  Omaha,  Nebraska. 
Complete  lab,  x-ray,  very  reasonable.  (312)  960- 
5406  or  (312)  986-5922. 

VAIL  CONDO:  Two  bedroom,  beautiful  view, 
kitchen,  living  room,  fireplace.  $525.00  per  week. 
Ralph  N.  Bloch,  M.D.,  9950  West  80th  Avenue, 
Arvada,  Colorado  80005  (303)  425-0961  or  399- 
9076. 

FOR  SALE:  X-ray  equipment  — Picker  Constel- 
lation II  and  300  generator  with  Radiographic/ 
Fluoroscopic  equipment.  Write  or  call  William  T. 
Wildhaber,  M.D.,  807  North  7th,  Beatrice,  Nebraska 
68310  Phone  (402)  223-2152. 

EMERGENCY  PHYSICIAN  — Regional  trauma 
center  servicing  Western  Nebraska  has  key  opqning 
for  career  emergency  physician.  Excellent  salary 
and  work  schedule.  Included  are  pension  and  profit 
sharing,  paid  CME,  relocation  allowance,  paid 
malpractice,  health,  life  and  disability  insurance. 
Send  CV  to:  S.  Lee,  CPC,  P.O.  Box  8013,  Fresno, 

CA  93747. 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


BactrinrDS^ 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tabiet  b.i.d.f  or  iO  to  14  days 

■ Action  at  urinary/vaginal/lower  bowel  sites  helps  ■ Convenient  b.i.d.  dosage  provides  day-and-night 
eliminate  reservoirs  of  infecting  organisms  antibacterial  control 


■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  DTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morgann.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  PneumocysUs 
carinll  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
“Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility”  also  indicates  a likely  re- 
sponse. “Resistant”  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscraslas  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache. 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 DS  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

'/2  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

1 ’/2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

V2  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  Information  for  suggested  children’s  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

X \ Roche  Laboratories 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc. 

\ X Nutley,  New  Jersey  07110 

Please  see  back  cover. 


I Her  next  attack  of  cystitis  mav|require 

the  Bactrim' 
3-system  counterattack 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
: tinctive  antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
' appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
. vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis- 
tant organisms.  Thus,  Bactrim  reduces  the  risk  of  introLtal 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginai  tract/iower  intestinai  tract 


Please  see  reverse  side  for  summary  of  product  information. 
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